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In mid-nineteenth-century America, the asylum was widely regarded as the

symbol of an enlightened and progressive nation that no longer ignored or

mistreated its insane. The justification for asylums appeared self-evident:

they benefited the community, the family, and the individual by offering ef-

fective medical treatment for acute cases and humane custodial care for

chronic cases. In providing for the mentally ill, the state met its ethical and

moral responsibilities and, at the same time, contributed to the general wel-

fare by limiting, if not eliminating, the spread of disease and dependency.

In contrast, after World War II, the mental hospital began to be perceived

as the vestigial remnant of a bygone age. Increasingly, the emphasis was on

prevention and on the provision of care and treatment in the community.

Indeed, during the 1960s, many mental health professionals were fond of re-

ferring to a new psychiatric revolution equal in significance to the first revo-

lution begun by Philippe Pinel, who allegedly removed the chains of Parisian

lunatics in 1793. The new policy, in short, assumed the virtual abolition of

traditional mental hospitals and the creation of community alternatives in

their place. The passage of the Community Mental Health Centers Act in late

1963 was the culmination of nearly two decades of agitation. The legislation

provided federal subsidies for the construction of centers intended to be the

cornerstone of a radically new policy. In short, these centers were designed to

facilitate early identification of symptoms, to offer preventive treatments that

would both diminish the incidence of mental disorders and prevent long-term

hospitalization, and to provide integrated and continuous services to severely

mentally ill people in the community (Grob 1991).

Reality, however, rarely corresponds fully with ideals and aspirations.

Human beings may have an almost limitless capacity to conceptualize change.

Their ability to ensure a direct relationship between the adoption of a partic-

ular policy and the eventual outcome is more circumscribed and tenuous.

Developments in the mental health arena subsequent to the 1960s offer com-

pelling proof of this generalization.
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The Panacea of Community Mental Health

The creation of a new community mental health policy was part of a larger ef-

fort to deal with the problems of poverty, dependency, illness, and aging. Un-

der President Lyndon B. Johnson, a variety of new programs—including

Medicare and Medicaid—contributed to a dramatic reduction in the inci-

dence of poverty, as well as an expansion of entitlement programs for more af-

fluent groups, particularly the elderly. The mentally ill also benefited because

federal funding improved their lives as well.

However, this massive increase in social welfare and medical expenditures

came at the same time that America became enmeshed in the long, divisive,

and costly war in Vietnam. The conflict had a decidedly negative effect on

many domestic initiatives of the 1960s. President Johnson was forced from of-

fice in 1968. Domestic programs were scrapped to meet war-related needs.

The stage was set for a political reaction that gave a more conservative Re-

publican party control of the White House for 20 out of the next 24 years.

But even before any new administration took office, it was clear that the

Community Mental Health Centers Act of 1963 had not met many of the var-

ied needs of the severely mentally ill. Appropriations during the first 5 years

of the program, according to Mike Gorman, one of the most influential men-

tal health lobbyists between the 1950s and the 1970s, amounted to about 40%

of the sum originally authorized. “At night sometimes when I am dispirited

and think up all kinds of bills,” he testified in 1969, “I think we ought to go to

the Pentagon—mental health as an amendment to the Pentagon authoriza-

tion” (Senate Subcommittee on Health of the Committee on Labor and Pub-

lic Welfare 1969, p. 58). More importantly, community mental health centers

(CMHCs) served a different population. In 1970 about 20% of all patients

seen in centers had diagnoses of depressive disorders, whereas 19% fell into

the schizophrenia category. By 1974 these figures had fallen to 13% and 11%,

respectively, whereas patients with diagnoses of “social maladjustments” rose

from 4.6% to 20%. Most centers made little effort to provide coordinated af-

tercare services and continuing assistance to severely and persistently men-

tally ill persons. They preferred instead to emphasize psychotherapy, an

intervention especially adapted not only to individuals with emotional and

personal problems but also to professional staff. Even psychiatrists in com-

munity settings tended to deal with more affluent neurotic patients (Senate

Subcommittee on Health of the Committee on Labor and Public Welfare

1969; Sharfstein 1978).

Outwardly, the mental health initiatives of the Kennedy and Johnson ad-

ministrations had an aura of success. The increased number of CMHCs and

the decreased inpatient population of mental hospitals appeared to confirm

the claim that CMHCs would indeed ultimately replace obsolete mental hos-

pitals. At a series of congressional hearings, prominent individuals expressed

gratification that the legislation had achieved a virtual revolution in how men-

tally ill persons received care and treatment. In describing the changes,
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Wilbur Cohen, acting secretary of the Department of Health, Education, and

Welfare, told a congressional committee in early 1968 that mental illness had

been brought out into the open because of the presence of community mental

health services. He added that many mentally ill persons could be returned to

work, enabling them to be productive rather than a drain on their families and

society (Senate Subcommittee of the Committee on Appropriations 1968).

Robert Finch, Cohen’s successor, was equally optimistic, noting the success of

the program that established community mental health centers (House Sub-

committee of the Committee on Appropriations 1969).

Rhetoric aside, there was little evidence to support such optimistic asser-

tions. The decline in the inpatient mental hospital population had little to do

with the slow expansion in the number of centers, many of which had only

tenuous relationships with seriously mentally ill persons. Centers, charged

American Psychiatric Association president Donald G. Langsley, had “drifted

away from their original purpose” and featured “counseling and crisis inter-

vention for predictable problems of living” (Langsley 1980, p. 816). This type

of counseling tended to reduce services for the severely mentally ill. At the

same time, the number of psychiatrists affiliated with centers fell sharply;

their places were taken by psychologists and social workers. This development

further vitiated the original mandate because psychiatrists were more likely

than other staff to work with severely disordered persons (Bass 1978; Dowell

and Ciarlo 1989; Langsley 1980).

Federal pressure could have forced centers to emphasize services for the

most impaired part of the population. But the federal government was in no

position to provide needed oversight of the large numbers of CMHCs. State

authorities might have assumed a supervisory role, but much of the 1960s leg-

islation was based on the assumption that state control was both too conserv-

ative and obsolete, and that a federal-local partnership would prove more

effective. Precisely because of the remoteness of federal authority, community

institutions became vulnerable to constituent pressures to deal with personal

problems and substance abuse. Under such circumstances, persons with se-

vere and persistent mental illness tended to suffer; they lacked an effective

lobby capable of protecting their interests.

More importantly, the focus of federal policy shifted dramatically because

of a growing perception that substance abuse (particularly drugs and, to a

lesser extent, alcohol) represented major threats to the public at large. Begin-

ning in 1968, Congress enacted legislation that sharply altered the role of cen-

ters by adding new services for substance abusers, children, and elderly

persons. The Congress believed that the act of 1963 had resolved most of the

major problems of the mentally ill and that greater attention should be paid to

other groups in need of mental health services. As the services provided by

centers proliferated, the interests of those with severe and persistent mental

illness—clearly the group with the most formidable problems—slowly re-

ceded into the background.

Changes in the presidency in 1969 added yet another discordant element.

Between 1946 and 1969, those who occupied the White House tended to fol-
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low the lead of a powerful bipartisan health lobby determined to expand fed-

eral biomedical research and then to disseminate the benefits of modern med-

icine to the entire population. The biomedical lobby’s agenda included

support for strong programs for mental health. By the late 1960s, however, its

power had begun to ebb. The pressures of war, alleged financial mismanage-

ment by National Institutes of Health officials, internal differences over pri-

orities, and the death of John Fogarty in the House and the retirement of

Lister Hill in the Senate sapped the lobby’s strength. When Richard M.

Nixon took office in early 1969, friction inevitably followed.

Presidents Nixon and Ford

Unlike his predecessors, President Nixon had an uneasy relationship with

psychiatry. Psychodynamic practitioners, who still dominated the specialty,

were generally associated with a liberal political ideology and committed to

domestic social programs. Moreover, some community mental health cen-

ters—particularly those in urban areas—were associated with a radical polit-

ical agenda. Given Nixon’s conservative political base and outlook, it was

perhaps inevitable that conflict would follow over both the proper shape of

mental health policy and the role of the federal government.

Nixon’s attention during his first year in office was focused on the Viet-

nam War. Hence domestic legislation to provide continuing funding for

CMHC construction and staffing passed without much controversy. In 1970,

however, an open conflict erupted. Stanley Yolles was forced out as National

Institute of Mental Health (NIMH) director because of basic policy differ-

ences with members of the administration who either opposed the social pro-

grams of the 1960s or believed that categorical grants were ineffective.

Between 1970 and 1972 the administration worked assiduously to cut NIMH

programs, many of which survived only because of a sympathetic Congress.

Differences came to a head in 1973 when the administration recommended

termination of the community mental health centers program. Moreover,

funds already appropriated under the legislation were impounded. In testi-

mony before a congressional committee, Caspar Weinberger (Secretary of

Health, Education, and Welfare) insisted that the centers program had been

designed only as a demonstration project. He urged ending the federal role so

that the program could be administered and funded by the states. His inter-

pretation that the act of 1963 was intended as a demonstration was emphati-

cally rejected by committee members. Their position was upheld by Judge

Gerhard Gesell of the U.S. District Court for the District of Columbia, who

ordered the release of the impounded funds. Gesell ruled that the 1963 act

was intended as a national attempt to compensate for the inadequate efforts to

meet increasing mental health treatment needs (House Subcommittee on

Public Health and Environment of the Committee on Interstate and Foreign

Commerce 1972; Senate Subcommittee of the Committee on Appropriations

1973; Senate Committee on Labor and Welfare 1973).
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The conflict between the administration and Congress produced more

heat than light; the claims of both protagonists rested on slippery ground.

Defenders insisted that there was a direct relationship between centers and

the decline in the census of mental hospitals, despite little data to support

such a contention. The administration’s claim that the intent of the original

legislation was to create a demonstration project was equally without founda-

tion; its position reflected the dominance of ideology over evidence. The par-

tisan nature of the conflict had the inadvertent result of deflecting attention

from the basic problem, namely, a growing number of mentally ill persons

now living in communities and lacking access to services that would meet

their basic needs for food, housing, and social support.

While Congress was considering legislation to extend the CMHCs pro-

gram, continuing revelations about the Watergate scandal increasingly preoc-

cupied the White House. Nixon’s resignation in summer 1974 was welcomed

by those concerned with mental health policy, if only because the administra-

tion was perceived as an opponent of any significant federal role in shaping

and financing services. In the months before and after Nixon’s resignation,

Congress reassessed the program. By this time, it was evident that many cen-

ters had serious shortcomings. The General Accounting Office (which stud-

ies and evaluates programs for Congress) had reached the same conclusion,

noting the failure to develop a system for coordinating the delivery of mental

health services (General Accounting Office 1974). The report also empha-

sized the lack of working relationships between mental hospitals and the cen-

ters.

In mid-1975 Congress finally passed a mental health law, overriding Pres-

ident Gerald Ford’s veto. Cognizant of the patchwork nature of the existing

system, the legislation substantially altered the definition of a center. Under

the original act, CMHCs were required to deliver 5 essential services. The

new law mandated no less than 12, including screening, follow-up care and

therapy for released patients, and specialized services for children, the elderly,

and alcohol and drug abusers. A 2-year grant program offered temporary as-

sistance to enable centers to institute these services (U.S. Statutes at Large

1975). In 1977 and 1978 Congress extended the program’s authorization for 1

and 2 years, respectively (U.S. Statutes at Large 1977, 1978). By then there

were about 650 CMHCs, a total far below the original goal of 2,000 by 1980.

Nevertheless, the program had managed to survive through four presidential

administrations, and the 1975 legislation expressly endorsed the original

goals. Community mental health care, noted the preamble to the act,

is the most effective and humane form of care for a majority of mentally

ill individuals; the federally funded community mental health centers

have had a major impact on the improvement of mental health by (a) fos-

tering coordination and cooperation between agencies responsible for

mental health care, which in turn has resulted in a decrease of overlap-

ping services and more efficient utilization of available resources,

(b) bringing comprehensive community mental health care to all who
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need care within a specific geographic area regardless of ability to pay,

and (c) developing a system of care which insures continuity of care for

all patients and thus our national resource to which all Americans should

enjoy access. (U.S. Statutes at Large 1975)

CMHCs were officially recognized as an important component within the

mental health system. Yet, as limited federal resources were diverted to new

centers, older ones were left in an increasingly precarious condition. More

importantly, centers were not serving the needs of severely and persistently

mentally ill persons being released in growing numbers from state hospitals.

The counterproductive friction between Congress and the White House had

prevented both sides from asking whether the basic human needs of a severely

disabled population were being met. By the mid-1970s, the failure to address

that issue became apparent with the increasing visibility of deinstitutionalized

patients.

The Carter Administration

By 1976 most of the individuals who had played a prominent role in shifting

policy away from mental hospitals had largely passed from the scene. No one

of stature had replaced Robert Felix, who had skillfully presided over the cre-

ation of a powerful federal presence and orchestrated the passage of the legis-

lation of 1963. Hope arrived with the inauguration of Jimmy Carter in 1977.

His wife, Rosalynn Carter, had been active in efforts to transform the mental

health system in Georgia and to create community alternatives to traditional

asylums. In one of his first acts, Carter signed an executive order creating the

President’s Commission on Mental Health to review national needs and make

necessary recommendations. His wife served as honorary chairperson and

played an important role in the ensuing deliberations by providing direct ac-

cess to the White House staff.

During its yearlong existence, the commission held public meetings and

reviewed a large number of panel reports. Although its members had taken on

a task similar to that of the Joint Commission on Mental Illness and Health

some 20 years before, the environment in which they operated was quite dif-

ferent. Mental health services had proliferated; the clientele was far larger and

more varied in character; and the groups involved often had different inter-

ests. The largely uncoordinated nature of the mental health system precluded

any agreement on a single agenda. Moreover, the economic climate was hardly

propitious for new and costly initiatives. Raging inflation, escalation in federal

expenditures with the start of Medicare and Medicaid, and other problems

virtually ensured that substantial new resources would not be forthcoming.

The commission also functioned in a difficult political environment. Persons

with severe and persistent mental illness represented but one constituency

that had to compete with others in need of mental health care. Nor were the

mental health professions united on any single course of action; diverse inter-

ests and ideologies were characteristic.
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To be sure, commission members recognized that there were

people with chronic mental disabilities who have been released from hos-

pitals but who do not have the basic necessities of life. They lack ade-

quate food, clothing, or shelter. We have heard of woefully inadequate

follow-up mental health and general medical care. And we have seen ev-

idence that half the people released from large mental hospitals are being

readmitted within a year of discharge. While not every individual can be

treated within the community, many of the readmissions to State hospi-

tals could have been avoided if comprehensive assistance had existed

within their communities. (President’s Commission on Mental Health

1978, Vol. 1, p. 5)

Similarly, the task panel to assess CMHCs noted that “the total program is

moving away from caring for the most severely mentally disabled, the type

most likely to spend time in a State hospital” (President’s Commission on

Mental Health 1978, Vol. 2, p. 324). This view was confirmed by an influen-

tial General Accounting Office report in 1977.

The commission’s final report offered at best a potpourri of diverse and

sometimes conflicting recommendations on virtually every aspect of the men-

tal health system. It supported linkages between family and community net-

works on the one hand, and mental health agencies on the other. It called for

a more responsive service system, a national plan to meet the needs of persons

with chronic mental illness, more effective ways of financing care and treat-

ment, and expansion in the number of mental health personnel and greater di-

versity in recruitment. The report urged greater protection of patient rights,

more resources for research, expansion of preventive activities, and height-

ened sensitivity toward the needs of special populations (e.g., minorities, chil-

dren, and the elderly). In brief, the report offered something to virtually every

constituency. But its generalized nature, unwillingness to face fiscal realities,

and inability to set priorities gave the massive document a diffuse character

offering no coherent policy guidelines. Indeed, the commission’s failure to

provide clear recommendations set the stage for subsequent conflicts both

within the administration and in Congress (Foley and Sharfstein 1983; Me-

chanic 1989; President’s Commission on Mental Health 1978).

After receiving the report, President Carter directed Joseph Califano (Sec-

retary of Heath, Education, and Welfare) to draft necessary legislation. The

process, however, moved with glacial slowness. The NIMH was in a transi-

tional stage because of a change in leadership, and its involvement was delayed.

Moreover, the existence of numerous constituencies and their conflicting in-

terests proved a major impediment: state officials wanted greater regulatory

authority; CMHC leaders wanted to preserve their autonomy; the American

Federation of State and County Municipal Employees was fearful that change

would threaten the livelihood of state hospital employees; representatives of

specialized populations wanted to protect the interests of their constituencies;

and professional groups and organizations had their own agendas. The process
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of drafting a law took about a year, and in spring 1979, President Carter finally

submitted a bill to Congress (Mental Health Systems 1979).

The draft legislation aroused immediate opposition in both branches of

Congress, as well as from the various mental health constituencies. After com-

plex maneuvering (in which Rosalynn Carter played an important role), a

quite different bill emerged. The Mental Health Systems Act was passed by

Congress and signed into law in October 1980, just weeks before the presi-

dential election. Its provisions were complex and in some respects contradic-

tory. It assumed continued federal leadership in improving community

services, even though the CMHC program would eventually lose federal

funding. The law emphasized support services for vulnerable groups, includ-

ing individuals with chronic mental illness, children, and the elderly. It called

for planning, accountability, and “performance contracts”; linkages between

mental health and general medical care; and the protection of patient rights.

Although authorizing somewhat larger funding levels, the act did not mandate

any clear priorities. Nevertheless, the law suggested at the very least the out-

lines of a national system that would ensure the availability of both care and

treatment in community settings (Foley and Sharfstein 1983; House Subcom-

mittee on Health and the Environment of the Committee on Interstate and

Foreign Commerce 1979, 1980; Senate Subcommittee on Health and Scien-

tific Research of the Committee on Labor and Human Resources 1980; U.S.

Statutes at Large 1980).

The Mental Health Systems Act had hardly become law when its provi-

sions became moot. The election of Ronald Reagan to the presidency led to an

immediate reversal of policy. Preoccupied with reducing both taxes and fed-

eral expenditures, the new administration proposed a 25% cut in federal

funding. More importantly, it called for a conversion of federal mental health

programs into a single block grant to the states, carrying few restrictions and

no policy guidelines. The presidential juggernaut proved irresistible, and by

the summer of 1981 the Omnibus Budget Reconciliation Act was signed into

law. Among other things, it provided a block grant to states for mental health

services and treatment of substance abuse. At the same time, it repealed most

of the provisions of the Mental Health Systems Act. The new legislation did

more than reduce federal funding; it reversed nearly three decades of federal

involvement and leadership. In the ensuing decade, the focus of policy and

funding shifted back to the states and local communities, thus restoring in

part the tradition that had prevailed until World War II. The transfer and de-

centralization of authority, however, exacerbated existing tensions; federal

support was reduced at precisely the same time that states were confronted

with massive social and economic problems that increased their fiscal burden.

The Paradox of Deinstitutionalization

The disagreement over national mental health policy was but one develop-

ment that had major repercussions. Equally significant was the accelerated
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discharge during and after the 1970s of large numbers of severely and persis-

tently mentally ill persons from public mental hospitals. The origins of dein-

stitutionalization—a term that is both imprecise and misleading—are complex

(see also Chapter 11 by Lamb, this volume). Prior to World War II, responsi-

bility for care and treatment had been centralized in public asylums. Under

the policies adopted during and after the 1960s, however, responsibility was

diffused among different programs and systems. The failure of CMHCs to as-

sume the burden previously shouldered by state hospitals, for example, mag-

nified the significance of the medical care and entitlement systems. General

hospitals with and without psychiatric wards began to play an increasingly

important role. Because persons with mental illness tended to be unemployed

and thus lacked either private resources or health insurance, their psychiatric

treatment was often financed by Medicaid. Similarly, responsibility for care

(i.e., food, clothing, and shelter) was slowly subsumed under the jurisdiction

of federal entitlement programs. Paradoxically, the fragmentation of the ear-

lier unified approach to mental illness was accompanied by an expansion of

resources to enable seriously mentally ill persons to reside in the community.

During and after the 1960s, deinstitutionalization was indirectly sanc-

tioned by the judiciary when federal and state courts began to take up long-

standing legal issues relating to the mentally ill. In a series of notable cases,

courts raised a variety of questions. Under what circumstances could states

deprive mentally ill persons of their liberty by involuntarily confining them in

a mental hospital? Did states have the authority to institutionalize mentally

disordered persons who posed a threat neither to others nor themselves? If in-

stitutionalization was justified, were patients entitled to minimum levels of

treatment and care?

The identification of these new legal issues had significant consequences

for psychiatrists and the mentally ill. Discussions about the ethics of thera-

peutic experimentation, informed consent, and patient rights had been rare

before World War II. By the 1960s, however, the traditional preoccupation

with professional needs was supplemented by a new concern with patient

rights. Courts defined a right to treatment in a least restrictive environment;

shortened the duration of all forms of commitment and placed restraints on

its application; undermined the sole right of psychiatrists to make purely

medical judgments about the necessity of commitment; accepted the right of

patients to litigate both before and after admission to a mental institution; and

even defined a right to refuse treatment under certain circumstances. The

emergence of mental health law advocates tended to weaken the authority of

both psychiatrists and mental hospitals and conferred added legitimacy to the

belief that protracted hospitalization was somehow counterproductive and

that community care and treatment represented a more desirable policy

choice (Appelbaum 1988; Brooks 1974, 1980; Klerman 1990; Mechanic 1989;

Stone 1990). (For an extended discussion of these legal issues, see Chapter 22

by Halleck, this volume.)

Judicial decisions, however significant, merely confirmed existing trends

by providing a legal sanction for deinstitutionalization. Some experts recog-
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nized the danger and voiced concern (Stone 1975). Nevertheless, the pattern

of discharging patients from mental hospitals after relatively brief lengths-of-

stay accelerated because of the expansion in the 1970s of federal entitlement

programs with no direct relationship with mental health policy. States began

to take advantage of a series of relatively new federal initiatives designed to

provide assistance for disabled groups and thus facilitate their maintenance in

the community.

The elderly were among the first to be affected by new federal policies.

Immediately after passage of Medicaid in 1965, states began shifting the care

of elderly persons with behavioral symptoms from mental hospitals to chronic

care nursing facilities. Such a move was hardly the result of altruism or a be-

lief that the interests of aged persons would be better served. On the contrary,

state officials were predisposed to use nursing homes because a large part of

the cost was assumed by the federal government. The quality of care in such

facilities (which varied in the extreme) was not an important consideration.

Indeed, the relocation of elderly patients was often marked by an increase in

the death rate. Moreover, many nursing homes provided no psychiatric care

(Group for the Advancement of Psychiatry 1970). When Bruce Vladeck pub-

lished his study of nursing homes, he selected as his book title Unloving Care:

The Nursing Home Tragedy (Vladeck 1980).

During the 1960s, the population of nursing homes nearly doubled, rising

from about 470,000 to about 928,000. A study by the General Accounting Of-

fice in 1977 noted the significance of Medicaid as the main federal program

for funding the long-term care of the mentally ill, and as one of the largest

buyers of mental health care. The GAO study also identified Medicaid as the

federal program with the most influence on deinstitutionalization. By 1985

nursing homes had more than 600,000 residents diagnosed as mentally ill; the

cost of their care was over $10.5 billion, a large proportion of which was paid

for by Medicaid. The massive transfer of elderly patients who behaved abnor-

mally was not controversial, if only because such individuals posed no obvious

threats. Designed to provide services for the elderly and indigent, therefore,

Medicaid (as well as Medicare) quickly became one of the largest U.S. mental

health programs (General Accounting Office 1977; Johnson 1990; Rice 1990).

Other federal programs had an equally profound effect on the nonelderly

mentally ill. In 1956 Congress had amended the Social Security Act to enable

eligible persons age 50 and over to receive disability benefits. In succeeding

years, the Social Security Disability Insurance (SSDI) program continued to

become more inclusive and ultimately covered the mentally disabled. In 1972

the Social Security Act was further amended to provide coverage for individ-

uals who did not qualify for benefits. Under the provisions of Supplemental

Security Income for the Aged, the Disabled, and the Blind (more popularly

known as SSI), all those whose age or disability made them incapable of hold-

ing a job became eligible for income support. This entitlement program was

administered and fully funded by the federal government; its affiliation with

Social Security had the added virtue of minimizing the stigmatization often

associated with welfare. SSI and SSDI encouraged states to discharge se-
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verely and persistently mentally ill persons from mental hospitals because

federal payments would presumably enable them to live in the community.

Those who were covered under SSI also became eligible for Medicaid cover-

age. In addition, public housing programs and food stamps added to their re-

sources ( Johnson 1990; U.S. Statutes at Large 1972).

The trend toward discharging large numbers of institutionalized patients

during and after the 1970s was reflected in the changing pattern of mental

hospital populations. In the decade following 1955, the decline in inpatient

populations was modest, falling from 559,000 to 475,000. But the decreases

after 1965 were dramatic; between 1970 and 1986 the number of inpatient

beds in state and county institutions declined from 413,000 to 119,000.

Lengths-of-stay dropped correspondingly; the median stay for all patients

was about 28 days, suggesting that public hospitals still had an important role

in providing psychiatric services. Moreover, persons with schizophrenia ac-

counted for slightly more than one-third of all mental hospital admissions,

whereas only 19% of psychiatric patients treated in general hospitals fell into

this category. Indeed, state hospitals remained the largest provider of total in-

patient days of psychiatric care; their clients were disproportionately drawn

from the ranks of the most difficult, troubled, and violence prone (Goldman

et al. 1983b; Mechanic and Rochefort 1990; Morrissey 1989; National Insti-

tute of Mental Health 1990).

The growing number of severely and persistently mentally ill in commu-

nities, in conjunction with the expansion of mental health services and third-

party insurance, signaled the emergence of the general hospital as a major

supplier of psychiatric services. By 1983 general hospitals accounted for al-

most two-thirds of the nearly 3 million inpatient psychiatric episodes. Of

these, about 37% were for psychoses, 23% for alcohol dependence, and 13%

for neurotic and personality disorders (largely depression). General hospitals,

in other words, had become the most frequent site for hospitalization for men-

tal illness (Kiesler and Sibulkin 1987; Mechanic 1989).

In theory, the combination of entitlement programs and access to psychi-

atric services outside of mental hospitals should have fostered greater state 

financial support for community programs. The presumption was that a suc-

cessful community policy would eventually permit the consolidation of some

mental hospitals and the closure of others, thus facilitating the transfer of

state funds from institutional to community programs. In practice, however,

the state mental hospital proved far more resilient. Some had powerful sup-

port among community residents and employees who feared the dramatic

economic consequences of closure (Santiestevan 1975). A shrinking inpatient

census, therefore, sometimes led to rising per-capita expenditures because op-

erating costs were distributed among fewer patients. Equally important, there

remained a seemingly irreducible group of individuals who were so disabled

that institutional care appeared to be a necessity. Using data collected by the

NIMH, the authors of one study concluded that there appeared “to be a core

of some 100,000 resident patients for whom there is no alternative to state
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hospital treatment” (Goldman et al. 1983a, p. 133). On the basis of a careful

analysis of the patient population of the Massachusetts Mental Health Center

(which had responsibility for the Boston geographic catchment area), two

psychiatrists estimated that there were about 15 persons per 100,000 who re-

quired “secure, supportive, long-term care in specialized facilities at the re-

gional and state level” (Gudeman and Shore 1984, p. 835). If their data were

representative, there were perhaps 35,000 persons in the United States re-

quiring mental hospital care or its equivalent.

In retrospect, mental health policy changed dramatically after 1965, but

not as envisioned by those active in its formulation. After World War II, there

was a decided effort to substitute an integrated community system of services

for traditional mental hospitals. The system that emerged in the 1970s and

1980s, however, was quite different. First, mental hospitals did not become

obsolete even though they lost their central position. They continued to pro-

vide both care and treatment for the most severely disabled. Second, commu-

nity mental health programs expanded dramatically, and inpatient and

outpatient psychiatric services became available both in general hospitals and

in CMHCs. A significant proportion of their clients, however, represented

new populations. Finally, a large part of the burden of supporting severely

mentally ill persons in the community fell to the federal entitlement programs

that existed quite apart from the mental health care system. After the 1970s,

therefore, severely and persistently mentally ill persons came under the juris-

diction of two quite distinct systems—entitlements and mental health—that

often lacked any formal programmatic or institutional linkages.

Whatever its contradictory and tangled origins, deinstitutionalization had

positive consequences for much of the nation’s severely and persistently men-

tally ill population. Data from the Vermont Longitudinal Research Project of-

fered some dramatic evidence that providing such persons with a range of

comprehensive services enabled them to live in the community. Between 1955

and 1960, a multidisciplinary team initiated a program of comprehensive re-

habilitation and community placement for 269 back-ward patients (i.e., the

most severely disabled and chronically mentally ill) in the Vermont State Hos-

pital. Middle-aged, poorly educated, and lower class, they had histories of ill-

ness that averaged 16 years, had been hospitalized 1 to 10 times, and had an

average of 6 years of continuous institutionalization. More than 80% were

single, divorced, separated, or widowed and were rarely visited by friends or

relatives. Their disabilities were characteristic of schizophrenia. As a group,

they were

very slow, concentrated poorly, seemed confused and frequently had

some impairment or distortion of recent or remote memory. They were

touchy, suspicious, temperamental, unpredictable, and over-dependent

on others to make minor day-to-day decisions for them. They had many

peculiarities of appearance, speech, behavior, and a very constricted

sense of time, space, and other people so that their social judgment was
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inadequate. Very often they seemed to be goalless or, if they had goals,

they were quite unrealistic. They seemed to lack initiative or concern

about anything beyond their immediate surroundings. (Harding et al.

1987a, p. 719)

These patients also suffered a high incidence of chronic physical disabil-

ity. Their psychomotor performance was so impaired that their reaction times

were prolonged and their ability to perform skilled activity was quite limited.

They also suffered an increased incidence of many degenerative and chronic

diseases.

Initially, the multidisciplinary team constructed a new inpatient program

that consisted of “drug treatment, open-ward care in homelike conditions,

group therapy, graded privileges, activity therapy, industrial therapy, voca-

tional counseling, and self-help groups” (Harding et al. 1987a, p. 719). In the

community treatment component, the same clinical team established halfway

houses and outpatient clinics, placed individuals in jobs, and linked patients

to support networks. Periodic follow-up evaluations were conducted over the

next 25 years. The results indicated that two-thirds “could be maintained in

the community if sufficient transitional facilities and adequate aftercare was

provided” (Harding et al. 1987a, p. 720).

These results were confirmed by four other longitudinal studies, includ-

ing Manfred Bleuler’s 23-year study of 208 patients in Zurich, Ciompi and

Muller’s 37-year study of 289 patients in Lausanne, Huber and colleagues’

22-year study of 502 subjects in Bonn, and Tsuang and colleagues’ Iowa study

(Harding et al. 1987a, 1987b). A variety of studies have confirmed that per-

sons with severe mental disorders prefer and do better in community settings

that dispense economic resources (particularly vocational rehabilitation) and

a kind of empowerment that provides a feeling of mastery rather than a sense

of dependency (Rosenfield 1992).

The Dilemma of Young Adult Chronic Patients

Under the best circumstances, deinstitutionalization would have been diffi-

cult to implement. The multiplication of programs and absence of formal in-

tegrated linkages, however, complicated the tasks of clients and of those

responsible for providing care and treatment. Moreover, the decades of the

1970s and 1980s were hardly propitious for the development and elaboration

of programs to serve disadvantaged populations. The dislocations and ten-

sions engendered by the Vietnam War, the rise of antigovernment ideologies,

and an economic system that no longer held out as great a promise of mobil-

ity and affluence all combined to create a context that made experimentation

and innovation more difficult. The founding of the National Alliance for the

Mentally Ill in 1979 helped in part to redress that imbalance. It brought to-

gether families of the mentally ill in an advocacy organization that began to

play an increasingly important role in the politics of mental health (see also

Chapter 13 by Beard, this volume).
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Equally important, the problems that followed deinstitutionalization were

compounded by a partial misunderstanding of the nature of the mentally ill,

as well as a service system that diffused rather than concentrated responsibil-

ity. As a policy, deinstitutionalization was based on the premise that the men-

tal hospital population was relatively homogeneous.

The first major wave of discharges came after 1965 and occurred among

a group of persons who had been institutionalized for a relatively long time or

had been admitted late in life. They were relocated in chronic care facilities or

returned to the community, where many made somewhat satisfactory adjust-

ments. In its initial stage, therefore, deinstitutionalization dealt with the bulk

of the traditional inpatient population. This phase was not controversial nor

did it create difficulties because few of these people seemed to pose a threat.

After 1970 a quite different situation prevailed as a result of basic demo-

graphic trends in the whole population and changes in the mental health ser-

vice system. At the end of World War II, there was a sharp rise in the number

of births, which peaked in the 1960s. Between 1946 and 1960, more than 59

million births were recorded. The disproportionately large size of this age co-

hort meant that the number of persons at risk for developing severe mental

disorders was very high. Morton Kramer warned that large increases were ex-

pected “in numbers of persons in high-risk age groups for the use of mental

health facilities and correctional institutions, homes for the aged and depen-

dent and other institutions that constitute the institutional population”

(Kramer 1977, p. 46). Moreover, younger people tended to be highly mobile.

Whereas 40% of the general population moved between 1975 and 1979, be-

tween 62% and 72% of persons in their 20s changed residences. Like others

in their age cohort, the large number of young, severely and persistently men-

tally ill adults also moved frequently, both within and between cities and in

and out of rural areas (Bachrach 1982; Kramer 1977; U.S. Bureau of the Cen-

sus 1975).

At the same time that those in the cohort born after 1945 were reaching

their 20s and 30s, the mental health service system was undergoing funda-

mental change. Prior to 1970, persons with severe and persistent mental dis-

orders were generally cared for in state hospitals. Those admitted in their

youth often remained institutionalized for decades, or else were discharged

and repeatedly readmitted. Hence their care was centralized within a specific

institutional context, and in general they were not visible in the community at

large. Although chronically mentally ill persons were always found in the

community, their relatively small number posed few difficulties and seldom

aroused public concern.

After 1970, however, a subgroup of the severely mentally ill—composed

largely of young adults—was adversely affected by the changes in the mental

health service system. Young chronically mentally ill persons were rarely con-

fined for extended periods within mental hospitals. Restless and mobile, they

were the first generation of psychiatric patients to reach adulthood within the

community. Although their disorders were not fundamentally different from

those of their predecessors, they behaved quite differently. They tended to
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emulate the behavior of their age peers, who were often hostile toward con-

ventions and authority. The young adult mentally ill exhibited aggressiveness,

volatility, and noncompliance. They generally fell into the schizophrenic cat-

egory, although affective disorders and borderline personality disorders were

also present. Above all, they lacked functional and adaptive skills. As one

knowledgeable psychiatrist and his associates noted, these dysfunctional

young adults

seem to be stuck in the transition to adult life, unable to master the tasks

of separation and independence. If we examine the nature of their fail-

ures, we find them to be based on more or less severe and chronic

pathology: thought disorder; affective disorder; personality disorder;

and severe deficits in ego functions such as impulse control, reality test-

ing, judgment, modulation of affect, memory, mastery and competence,

and integration. In terms of the necessary equipment for community

life—the capacity to endure stress, to work consistently toward realistic

goals, to relate to other people comfortably over time, to tolerate uncer-

tainty and conflict—these young adults are disabled in a very real and

pervasive sense. (Pepper et al. 1982, p. 5)

Complicating the clinical picture of these young adult chronic patients

were high rates of alcoholism and drug abuse, which only exacerbated their

volatile and noncompliant behavior. Their mobility and lack of coping skills

also resulted in a high rate of homelessness. Many of these young adult chronic

patients traveled and lived together on the streets, thereby reinforcing each

other’s pathology. Urban areas in particular began to experience their pres-

ence. But even rural states such as Vermont found that their chronic cases were

made up of transients who required treatment, welfare, and support services

(Bachrach 1984a, 1984b). An American Psychiatric Association report on the

homeless mentally ill emphasized the tendency of these young persons to drift:

Apart from their desire to outrun their problems, their symptoms, and

their failures, many have great difficulty achieving closeness and inti-

macy. . . .

They drift also in search of autonomy, as a way of denying their de-

pendency, and out of a desire for an isolated life-style. Lack of money of-

ten makes them unwelcome, and they may be evicted by family and

friends. And they drift because of a reluctance to become involved in a

mental health treatment program or a supportive out-of-home environ-

ment. . . . they do not want to see themselves as ill. (Lamb 1984, p. 65)

Virtually every community experienced the presence of these young adult

chronically ill persons on their streets, in emergency medical facilities, and in

correctional institutions. Recent estimates have suggested that perhaps one-

fourth to one-third of those in the single adult homeless population have a se-

vere mental disorder; many have a dual diagnosis that includes substance

abuse. According to a review by Drake et al. (1991), studies have found that
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they “were more likely to experience extremely harsh living conditions” (p.

1150). More so than other groups, they suffered from “psychological distress

and demoralization,” granted “sexual favors for food and money,” and were

often “picked up by the police and . . . incarcerated” (p. 1150). They had few

contacts with their families, “were highly prone to victimization” (Drake et al.

1991, p. 1150), were socially isolated, mistrusted people and institutions, and

were resistant to accepting assistance (Dennis et al. 1991; Drake et al. 1991;

Fischer and Breakey 1991; Jemelka et al. 1989; McCarty et al. 1991).

At the same time that young adult chronic patients were becoming more

prominent, the mental hospital was losing its central position, and the tradi-

tional links between care and treatment were shattered. Treatment was sub-

sumed under a decentralized medical and psychiatric service system that

served a varied and diversified client population. Care increasingly came un-

der the jurisdiction of a series of federal entitlement programs that presumed

that income maintenance payments would enable disabled persons to live

within their community. Indeed, such programs increasingly fueled the

process of deinstitutionalization because the release of patients meant an im-

plicit transfer of funding responsibilities.

The combination of a decentralized psychiatric system and the emer-

gence of a young adult chronic population had profound consequences. Be-

fore 1965, mental hospitals retained responsibility for the severely mentally

ill, but after 1970, a quite different situation prevailed. Many of the young

mentally ill were frequent but unsystematic users of psychiatric facilities who

tended to arouse negative reactions from mental health professionals.

Chronicity and substance abuse contradicted the medical dream of cure. The

management of such intransigent cases was often frustrating, creating power-

ful emotions of helplessness and inadequacy among professionals whose back-

ground and training had not prepared them for such clientele. Equally

significant was that those who worked with young adult chronic persons re-

ceived little support from colleagues who dealt with different types of pa-

tients, and they found themselves outside the mainstream of psychiatry. “One

of the highest ‘costs’ of the current pattern of interaction with these patients,”

conceded two psychiatrists,

is the response of the caretakers themselves. As patients alternately de-

mand and reject care, as they alternate between dependency, manipula-

tion, withdrawal, anger, depression, and other interactive styles and

emotional states, even the most tolerant and resourceful clinician is likely

to experience increasing anger, bitterness, frustration, and helplessness.

These responses, in turn, can lead to even more inappropriate treatment

decisions, which are not in anyone’s long-term interests but only serve to

remove the patient, temporarily, from the responsibility of a given care-

taker. (Schwartz and Goldfinger 1981, p. 473)

Deinstitutionalization, as conceived in the postwar decades and imple-

mented after the 1960s, assumed the release of long-term institutional pa-
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tients. They were to receive treatment and care from a series of linked and in-

tegrated aftercare institutions and programs. Such a policy, however, was

largely irrelevant to many of the young patients who were highly visible after

1970. They had little experience with prolonged institutionalization and

hence had not internalized the behavioral norms of a hospital community. To

be sure, many of the norms of patienthood in institutions were objectionable,

but at least they provided some kind of structure. Lacking such guidance,

young chronic mentally ill patients—especially those with a dual diagnosis—

developed a common cultural identity at variance with society. Their mobility,

their absence of a family support system, and the programmatic shortcomings

complicated their access to such basic necessities as adequate housing and so-

cial support. The dearth of many basic necessities further exacerbated their

severe mental disorders. Ironically, at the very time that the need for unified,

coordinated, and integrated medical and social services were needed, the pol-

icy of deinstitutionalization created a decentralized system that often lacked

clear focus and diffused responsibility and authority.

The outcome of the 1980 presidential election further exacerbated the

problems of the mental health system. However the presidency of Jimmy

Carter may be evaluated on other issues, there is little doubt that his adminis-

tration sought to develop more effective policies to deal with the unantici-

pated and undesirable consequences of deinstitutionalization. Stimulated by

the President’s Commission on Mental Health, the Department of Health and

Human Services and a number of constituent groups developed a National

Plan for the Chronically Mentally Ill. Released a month after Carter’s defeat,

the plan focused on the severely and chronically mentally ill. It acknowledged

the importance of SSI, SSDI, Medicaid, and Medicare, and it offered a series

of incremental recommendations to modify and integrate such programs

within a more effective national system (U.S. Department of Health and Hu-

man Services 1980).

The inauguration of Ronald Reagan in early 1981, however, aborted ef-

forts to integrate federal entitlement and disability programs with the mental

health system. To cut taxes, the new administration wanted to reduce, if not

reverse, the growth of federal domestic spending. The national plan was

shelved and the Mental Health Systems Act repealed. Equally important,

there were sustained efforts to limit programs dealing with the dependent and

the disabled and to eliminate other programs, including public housing. Aside

from efforts to convince Congress to alter the federal role in social policy is-

sues, the new White House also used its administrative authority to imple-

ment its own political agenda.

A provision in the Disability Amendments legislation of 1980 gave the

administration an opening. This act had mandated a review of all SSI and

SSDI recipients once every 3 years. By this time, Congress had become con-

cerned about the dramatic increase in entitlement expenditures and wanted to

guard against potential abuse. In 1980 the presumption was that such reviews

would result in a modest savings of $218 million by 1985. At the time that
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Reagan took office, there were about 550,000 disabled persons receiving assis-

tance, including the mentally ill. The administration seized on this clause to

deny benefits to thousands of new applicants and to purge thousands of oth-

ers from the rolls. The mentally disabled were especially hard hit. They ac-

counted for 11% of SSDI recipients, but represented 30% of those cut. The

administration projected a savings of nearly $3.5 billion by 1985, and even

larger future savings because the mentally disabled who were receiving bene-

fits were young. This massive reduction in the eligibility rolls was achieved

when the Social Security Administration developed a definition of disability

and procedures quite at variance with earlier practices and existing definitions

of mental disorder.

When the magnitude of the cuts became evident, a public uproar followed.

Testimony by individuals from the General Accounting Office brought into

question the entire process, which was patently designed to reduce federal ex-

penditures. Congressman Claude Pepper, the venerable champion of the aged

and dependent, accused the administration of “cruel and callous policies de-

signed to strike terror into the hearts of crippled people all across America”

(Goldman and Gattozzi 1988b, p. 506). The actions of Social Security officials

and the administration received even more negative publicity when news re-

ports revealed that Sgt. Roy Benavidez, a wounded Vietnam veteran and win-

ner of the Congressional Medal of Honor, had been cut off from disability

benefits. Besieged by judicial challenges and under attack by state officials, the

administration yielded in mid-1983 to public criticism and reversed its policy.

The incident, however, suggested the lengths to which a Republican adminis-

tration was prepared to go to achieve its social and political objectives (Gold-

man and Gattozzi 1988a, 1988b).

The Mentally Ill in the Community

A superficial analysis of the recent mental health scene can easily lead to de-

pressing conclusions. The combined presence of a large number of young

adult chronically ill persons, as well as a larger number of homeless people,

undoubtedly reinforced feelings of public apprehension and professional im-

potence. Indeed, the popular image of mental illness and the mental health

service system was often shaped by spectacular media exposés—visual and

printed—that revealed sharp and perhaps irreconcilable tensions. In them

could be seen the conflict between absolutist definitions of freedom and other

humanitarian and ethical principles, and concerns for the well-being, if not

the very safety, of the community.

The image of deinstitutionalization so often portrayed in the press and on

television nevertheless represented a gross simplification that ignored a far

more complex reality. The popular image of severely and persistently men-

tally ill adults using drugs, wandering the streets of virtually every urban area,

threatening residents, and resisting treatment and hospitalization was true but

represented only a small subgroup. Often overlooked were innovative pro-
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grams that were specifically designed to deal with the severely and chronically

mentally ill.

Even as the policy of deinstitutionalization was being implemented, psy-

chiatrists and sociologists were emphasizing its shortcomings. Bert Pepper, a

psychiatrist who directed the Rockland County CMHC, reiterated that there

were “overwhelming dimensions of unmet human needs” and that psychiatric

services, however important, had to “wait until fundamental problems of shel-

ter and survival” were addressed (Pepper et al. 1981, p. 121). Similarly, John

Talbott, a psychiatrist at Cornell Medical College, insisted in 1979 that “a

reconceptualization of the problem” (Talbott 1979, p. 623) was required to

address both the psychiatric and human needs. David Mechanic, perhaps the

preeminent sociologist of mental health, emphasized time and time again the

importance of strategies to integrate mental health services in ways that over-

came the barriers associated with decentralized and uncoordinated systems of

treatment, care, and financing (Mechanic 1987, 1991).

Paradoxically, the presence of flaws in the existing systems was recog-

nized by the NIMH, the federal agency that had played a central role in the

passage of the 1963 Community Mental Health Centers Act. Employing its

relatively broad mandate to sponsor research and related activities, the NIMH

launched a new initiative in 1977 when it created the Community Support

Program. Modestly financed with an initial allocation of $3.5 million, which

rose to $15 million a decade later, the program involved a federal-state part-

nership to help develop community support programs in 10 areas, including

housing, income, psychiatric and medical treatment, and support services,

most of which had been specified (but never realized) in the original legisla-

tion. The initiative was not intended to support services, but rather to en-

courage states to introduce changes. Although the program was unpopular

during the Reagan administration, Congress enacted legislation in 1984 that

gave it legal standing. Two years later, the State Comprehensive Mental

Health Services Plan Act built on this initiative. In 1989 the Community Sup-

port Program was redesigned to test the effectiveness of different approaches,

thus limiting its role as a means of encouraging system change (Koyanagi and

Goldman 1991; Tessler and Goldman 1982).

Some of the initial results in the early 1980s with community support sys-

tems programs were encouraging. These programs served a chronic pop-

ulation, the 10 services defined by the NIMH were actually in use, and those

with the greatest needs were the beneficiaries. Outward appearances to the

contrary, the condition of many severely and persistently ill persons improved

during the remainder of the decade as states attempted to integrate federal en-

titlement programs (e.g., SSDI, SSI, Medicaid, and Medicare) with commu-

nity mental health services. Nevertheless, the impact of these developments

was often overshadowed by massive problems posed by homelessness, sub-

stance abuse, and an angry and sometimes alienated public fearful that their se-

curity was in danger (Koyanagi and Goldman 1991; Tessler et al. 1982).

A quite different perspective on community programs became evident

during these years. From World War II to the 1960s, community mental
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health had been portrayed as an all-embracing panacea; its supporters em-

ployed exaggerated rhetoric and largely ignored the absence of empirical data

to validate their assertions. Exaggerated claims inevitably laid the groundwork

for a reaction that threatened to inhibit or undermine efforts to deal with the

needs of a severely disabled population.

By contrast, community care and treatment came to have a different

meaning in succeeding decades. The focus on cure and prevention, although

still pervasive, was less significant. The emphasis shifted to the need to limit

disability and preserve function. Moreover, advocates of experimental com-

munity programs were more prone to concede that cure, independence, and

total integration into normal society were often not achievable, and that many

severely and persistently mentally ill persons might require comprehensive

assistance for much of their adult lives.

In sum, the challenge was to create a system that provided all the ele-

ments of the traditional mental hospital, but without the liabilities of pro-

tracted institutionalization.

The integrated and comprehensive community programs created during

and after the 1970s provided evidence of the difficulties ahead. To administer

a program responsible for different patients proved a formidable undertaking,

especially in view of the multiple sources of funding. Nor was it inexpensive

or easy to replicate elsewhere the results achieved in any given community.

Yet, at the very least, such programs offered guidelines.

Perhaps the best-known community mental health care program was de-

veloped in Madison, Wisconsin, by Leonard Stein, Mary Ann Test, and oth-

ers. Its origins went back to the late 1960s, when efforts were made to combat

the negative effects of long-term hospitalization that tended to infantilize pa-

tients and reduce them to total dependency. Initially, the emphasis was on

psychosocial rehabilitation designed to help patients leave the hospital, but

there was little carryover once patients were returned to the community.

Moreover, data from outpatient treatment experiments indicated that indi-

viduals in such programs deteriorated after their involvement ceased. By 1970

Stein and his colleagues had launched the first phase of a program to prevent

rehospitalization. Out of this emerged the Training in Community Living

project. An unselected group of patients seeking admission to a mental hospi-

tal were randomly assigned to experimental and control groups. The latter re-

ceived hospital treatment linked with aftercare services. The experimental

group received intensive services designed to provide them with the skills re-

quired to cope in the community, thus avoiding rehospitalization. In succeed-

ing years, the Madison model underwent significant changes. Patients in the

experimental program were taught simple living skills, such as how to budget

their money and use public transportation. They were provided with housing

and job assistance, and received social support services. Provision was made

for ongoing monitoring, including crisis intervention, and where possible

family members were involved in the program as well. The model that

evolved deemphasized traditional office psychiatry and professional facilities

in favor of care to patients at home and in the community.
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Although subject to debate, the Madison experiment suggested that it

was possible for highly impaired persons to be cared for in the community (al-

though not necessarily at less cost). Clinical interventions appeared to be

more beneficial for those in the program, producing better outcomes in terms

of personal relationships, satisfaction, and rates of rehospitalization. Never-

theless, they remained marginalized and dependent—an indication that re-

covery remained a distant possibility (Olfson 1990; Stein 1992; Thompson et

al. 1990).

There were attempts to replicate the Madison model both in the United

States and abroad, but most had to be significantly altered because of impor-

tant differences between Madison and the areas where the model duplicated

was attempted. The most consistent finding was that assertive community

care and treatment reduced hospitalization, but it was unclear why. Were re-

ductions in hospitalization, for example, accompanied by compensatory in-

creases in other supervision? Did such programs shift burdens to the families

of patients? Moreover, fundamental differences between Madison and larger

urban areas meant that what was effective in Madison was not necessarily ap-

plicable elsewhere (Olfson 1990).

In an effort to improve services to the chronically mentally ill, the Robert

Wood Johnson Foundation—the nation’s largest foundation concerned with

health—created the Program on Chronic Mental Illness in 1985. Under this

program, nine cities were given resources to create a central mental health au-

thority. Drawing on the experiences of Madison, as well as those of the Mass-

achusetts Mental Health Center in Boston, the program grew out of the

realization that individuals in urban areas fell under various jurisdictions.

Many urban governments, for example, had little responsibility for mental

health services, but dealt instead with homelessness, welfare, and housing.

This absence of linkages precluded continuity of care, thus vitiating efforts to

assist the chronically mentally ill. The Robert Wood Johnson Foundation

Program on Chronic Mental Illness was designed to demonstrate that com-

munity care could become a reality when resources were concentrated under

a single mental health authority. Preliminary findings suggested that selected

services in the nine cities were being directed toward the care of the chroni-

cally mentally ill; that a central authority was more likely to be concerned

with how the system as a whole was serving client needs (rather than how in-

dividual programs operated); that centralization improved financial support;

and, perhaps most important, that change was possible.

Whether the Robert Wood Johnson Program on Chronic Mental Illness

and others will succeed in redressing existing shortcomings remains an open

question. “There is no quick fix for the problems that plague public mental

health systems,” David Mechanic conceded. “The problems are deeply en-

trenched and difficult to solve. Many public officials are concerned that in-

vestments in mental health will not yield significant visible benefits that

justify taking political risks” (Mechanic 1991, p. 801). Nevertheless, he in-

sisted that the integration of different strategies—including assertive com-
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munity treatment approaches that unified diverse funding and directed it to-

ward meeting the needs of disabled persons, strong local mental health au-

thorities, and rational reimbursement structures—offered the potential for

improvement (Goldman et al. 1990a, 1990b; Mechanic 1991; Shore and Co-

hen 1990).

The persistence of problems, however, should not be permitted to conceal

the more important fact that a large proportion of chronically mentally ill per-

sons have made a more or less successful transition to community life. To be

sure, the media and the public are prone to focus on a subgroup of homeless

young adults who have a dual diagnosis of mental illness and substance abuse.

Their visibility on the streets often overshadows the inadvertent success of

deinstitutionalization. In fact, two authorities have recently written,

the situation is indeed much better for many people, and overall it is

much better than it might have been. . . . While many people still do not

have adequate incomes or access to the services theoretically provided

through Medicaid and Medicare, the fact that the structure exists within

these federal programs to meet the needs of these individuals represents

a major step forward. (Koyanagi and Goldman 1991, p. 904)

Conclusion

It would be useful if knowledge of past policies could offer a sound prescrip-

tion for the future. Unfortunately, the lessons of history are less than clear and

often fraught with contradictions and ambiguities. Individuals persist in se-

lecting examples or making analogies that support their preferred policies. Yet

historical knowledge can deepen the way we think about contemporary issues

and problems; it can also sensitize us to the dangers of simplistic thinking or

utopian solutions. The presumption that conscious policy decisions will lead

unerringly to stipulated consequences, for example, ignores the reality that

individuals and groups often adjust their behavior and reshape laws and reg-

ulations and policies in unanticipated and sometimes unwelcome ways.

The history of the care and treatment of the mentally ill in America for

almost four centuries offers a sobering example of a cyclical pattern alternat-

ing between enthusiastic optimism and fatalistic pessimism. In the nineteenth

century, an affinity for institutional solutions led to the creation of the asylum,

an institution designed to promote recovery and to enable individuals to re-

turn to their communities. When early hospitals seemed to enjoy a measure of

success, institutional care and treatment became the basis of public policy.

States invested large sums in creating a public hospital system that integrated

care with treatment. The adoption of this new policy reflected a widespread

faith that insanity was treatable and curable, and that chronicity would only

follow the failure to provide effective hospital treatment.

No institution ever lives up to the claims of its promoters, and the mental

hospital was no exception. Plagued by problems, the mental hospital found its
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reputation and image slowly tarnished. When it became clear after World

War II that such hospitals were caring for large numbers of chronic patients,

the stage was set for an attack on the legitimacy of the mental hospital. De-

tractors insisted that a community-based policy could succeed where an insti-

tutional policy had failed, and that it was possible to identify mental illness in

the early stages when treatment would prevent the advent of chronicity. Be-

tween the 1940s and 1960s, a sustained attack on institutional care finally led

Congress to enact legislation shifting the locus of care back to the community.

But the community mental health policy proved no less problematic. Indeed,

the emergence of a new group of young chronically mentally ill persons in the

1970s and 1980s created entirely new problems, for they proved difficult to

treat under any circumstances. Yet unforeseen developments—notably the ex-

pansion of federal disability and entitlement programs—made it possible for

many severely and chronically mentally ill people to live in the community.

Each of these stages was marked by unrealistic expectations and rhetori-

cal claims with little basis in fact. In their quest to build public support and le-

gitimize their cherished policy, psychiatric activists invariably insisted that

they possessed the means to prevent and cure severe mental disorders. When

such expectations proved unrealistic, they placed the blame on a callous gov-

ernment, an uninformed public, or an obsolete system that failed to incorpo-

rate the findings of medical science.

If American society is to deal effectively, compassionately, and humanely

with the seriously mentally ill, we must acknowledge that this group includes

individuals with quite different disorders, prognoses, and needs, the outcome

of which varies considerably over time. Some persons with schizophrenia, for

example, have reasonably good outcomes; others lapse into chronicity and be-

come progressively more disabled. We must also confront the evidence that

serious mental disorders are often exacerbated by other social problems—

poverty, racism, and substance abuse (Mechanic 1987). Although psychiatric

therapies can alleviate symptoms and permit individuals to live in the com-

munity, there is no “magic bullet” to cure serious mental illness. Like cardio-

vascular, renal, and other chronic degenerative disorders, serious mental

disorders require both therapy and continued management.

Serious mental illness can strike at any time and among all elements of the

population. The ensuing impact on the individual, family, and society is im-

mense, for it often leads to disability and dependency. Rhetorical claims to 

the contrary, little is known about the etiology of serious mental disorders.

Treatment—whether biological or psychosocial—does not necessarily elimi-

nate the disorder. The absence of curative therapies, however, should not dis-

parage efforts to alleviate adverse consequences of illness. Many therapies

assist seriously ill persons in coping with and managing their condition. “In

the last analysis,” a group of investigators concluded, “systems of treatment

are not as yet able to cure, but they should be able to remove the obstacles 

that stand in the way of natural self-healing processes” (Harding et al. 1987c,

p. 483).
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For too long, mental health policy has embodied an elusive dream of mag-

ical cures for age-old maladies. Psychiatrists and other professionals have jus-

tified their raison d’être in terms of cure, overstating their ability to intervene

effectively. The public and their elected representatives often accepted with-

out question the illusory belief that good health is always attainable and pur-

chasable. The result has been periods of prolonged disillusionment that have

sometimes led to the abandonment of severely incapacitated persons. Public

policy has thus been shaped by exaggerated claims and unrealistic valuative

standards. Largely overlooked or forgotten are ethical and moral considera-

tions. All societies, after all, have an obligation toward individuals whose dis-

ability leads to partial or full dependency. Even if the means of complete cure

are beyond our grasp, it does not follow that we should ignore those incapaci-

tated by illness. To posit an absolute standard of cure leads to a paralyzing in-

capacity to act in spite of evidence that programs that integrate mental health

services, entitlements, housing, and social support often minimize the need

for prolonged hospitalization and foster a better quality of life. It has been

noted that a society will be judged by the manner in which it treats its most

vulnerable and dependent citizens. In this sense, the severely mentally ill have

a moral claim on our sympathy, our compassion, and, above all, our assistance.
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CHAPTER 11

Deinstitutionalization and Public Policy

H. Richard Lamb, M.D.

Only since the 1980s and 1990s has there been an acute awareness of what has

been an accomplished fact in our society for more than three decades: deinsti-

tutionalization—the mass exodus of psychiatric patients from state hospitals

to the community. In 1955 there were 559,000 patients in state hospitals in the

United States in a population of 165 million; in 1997 there were approxi-

mately 61,722 in a population that has grown to 260 million (R. Mander-

scheid, personal communication, September 1999). Thus we went from 339

occupied state hospital beds per 100,000 population to 40 per 100,000. How

did such a momentous change come about?

Federal Legislation

For more than half the twentieth century, the state hospitals fulfilled the soci-

etal function of keeping the mentally ill out of sight and out of mind. More-

over, the controls and structure these institutions provided and the granting

of almost total asylum may have been necessary for many of the chronically

and severely mentally ill before the advent of modern psychoactive medica-

tions. Unfortunately, state hospitals achieved this structure and asylum in

ways that led to everyday abuses that left scars not only on patients but also on

the mental health professions.

Periodic public outcries about deplorable conditions documented by

journalists such as Albert Deutsch (1948) set the stage for deinstitutionaliza-

tion. Mental health professionals and their organizational leaders also ex-

pressed growing concern. These concerns led ultimately to the formation in

1955 of the Joint Commission on Mental Illness and Health (1961), as briefly

described later in this chapter.

When the new psychoactive medications appeared in the mid-1950s (Brill

and Patton 1957; Kris 1971), along with a new philosophy of social treatment

(Greenblatt 1977), the great majority of the chronically and severely mentally

ill population was left in an environment that was clearly unnecessary and

even inappropriate. Still other factors came into play. First was a belief that

mental patients would receive better and more humane treatment in their own

community than in state hospitals far removed from home.
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This was a philosophical keystone in the origins of the community men-

tal health movement. Another powerful motivating force was a rising concern

about the civil rights of psychiatric patients; the system of commitment and

institutionalization prior to the late 1960s in many ways deprived patients of

their civil rights. Not the least of the motivating factors was financial. State

governments wished to shift some of the fiscal burden to federal and local

governments, that is, to federal Supplemental Security Income (SSI) and

Medicaid and to local law enforcement and emergency health and mental

health services.

The process of deinstitutionalization was considerably accelerated by two

significant federal developments in 1963. First, categorical Aid to the Dis-

abled (ATD) became available to the mentally ill; this made them eligible for

the first time for federal financial support within the community. Second, leg-

islation establishing the community mental health centers was passed.

With ATD, psychiatric patients and mental health professionals acting on

their behalf had access to federal grants-in-aid, supplemented in some states

by state funds, which enabled patients to support themselves or be supported

either at home or in such facilities as board-and-care homes or old hotels at

comparatively little cost to the state. Although the amount of money available

to patients under ATD was not a princely sum, it was sufficient to maintain a

low standard of living in the community. Thus the states, even those that pro-

vided generous ATD supplements, found it cost far less in terms of state

funds. (ATD is now called Supplemental Security Income, or SSI, and is ad-

ministered by the Social Security Administration.)

The second significant federal development of 1963 was the passage of

the Mental Retardation Facilities and Community Mental Health Centers

Construction Act, amended in 1965 to provide grants for the initial staffing of

newly constructed centers. This legislation was a strong incentive for the de-

velopment of community programs with the potential to treat people whose

main resource previously had been the state hospital. The centers were de-

fined as requiring five basic services: inpatient treatment, emergency services,

partial hospitalization, outpatient services, and consultation-education. It is

important to note, however, that although precare, aftercare, and rehabilita-

tion services were also eligible for funding, an agency did not have to offer

them in order to qualify as a comprehensive community mental health center.

The Community Mental Health Center Amendments, passed by Con-

gress in 1975, established the principle of federal responsibility for the treat-

ment and prevention of mental disorder, with the community mental health

center as the primary locus for this activity. This law required 12 services in-

stead of the previous 5. New services added were those for 1) children, 2) the

aged, 3) follow-up for formerly institutionalized patients, 4) screening before

admission to state hospitals, 5) alcoholism treatment, 6) drug abuse treatment,

and 7) transitional housing. It further required that quality assurance pro-

grams and utilization review be built into the management of each center.

However, this legislation was not accompanied by any significant funding in-

crease.
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The federal legislation provided funding on a decreasing basis for com-

munity mental health center staffing. In many cases, there was a naive expec-

tation that time-limited financial pump-priming by the federal government

would be sufficient to create state and local community mental health systems

that would be ongoing. In reality, however, the individual states and many lo-

cal communities were often unwilling to take on the financial burdens as fed-

eral funding declined (Lamb 1993).

In 1977 the President’s Commission on Mental Health was formed and

its report was completed in 1978. Its recommendations led to the Mental

Health Systems Act, which was passed in 1980 but never implemented. That

act emphasized coordination of services, patients’ rights and advocacy, and a

number of grant programs for underserved populations.

What Went Wrong?

Any review of deinstitutionalization raises the question, “What went wrong?”

The conditions under which former state hospital patients live in the com-

munity have been closely examined. Numerous investigations have uncovered

deplorable situations in some of the community institutions from which pa-

tients were transferred to other institutions (transinstitutionalized), as well as

the many patients living on the streets or who ended up in jails. This has led

to questions concerning why chronically disabled psychiatric patients are not

yet in the mainstream of society, why they have not been “normalized,” and

why rehabilitation has not been more successful. Follow-up studies show that

only 10% to 30% of former hospital patients were employed and that recidi-

vism has been high: 35% to 50% were readmitted within 1 year after hospital

discharge and 65% to 70% within 5 years (Anthony et al. 1978).

Some of these problems were blamed on a disorganized and chaotic ser-

vice delivery system (General Accounting Office 1977). This belief has led to

the argument that most problems of deinstitutionalization could be resolved

if there were a concerted effort to improve coordination and integration at

the federal, state, and local levels among the various health and social agen-

cies that serve the chronically mentally ill. Another proposed strategy was

the development of “model” treatment and rehabilitation programs and their

replication on a massive scale. As history has often shown, it is doubtful

whether the complex problems of deinstitutionalization have such simple an-

swers.

After the late 1970s, society in general and mental health professionals in

particular moved from one extreme—neglect of long-term, severely disabled

psychiatric patients and a seeming lack of awareness of the clinical and social

impact of deinstitutionalization—to the other extreme of placing a major fo-

cus on deinstitutionalization and long-term treatment. In addition to the em-

phasis on deinstitutionalization in the psychiatric literature and at mental

health conferences, there was the added glare of media publicity, no doubt in

large part because of the highly visible problem of the homeless mentally ill.
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In just a few years, reordering of priorities moved the long-term, severely dis-

abled psychiatric patient from the bottom to the top of the list.

Thus this climate provided the mental health profession with an oppor-

tunity that comes along only rarely: to take effective action to improve the lot

of the great majority of long-term, severely ill patients. But we took only par-

tial advantage of this opportunity.

Model Programs: A Solution?

Much attention has been paid to glamorous, innovative, and successful pilot

treatment and rehabilitation programs with dedicated staff members whose

enthusiasm is infectious. The publicizing of these programs has led to one

proposed remedy for the problems of the deinstitutionalized long-term pa-

tient: the mass cloning of model programs.

But this solution presents serious problems (Bachrach 1980). One, well

described by Mechanic (1978), is that even in innovative treatment programs,

staff members find it extremely difficult to maintain their early momentum

and even harder to communicate their enthusiasm to others:

The conditions they treat are chronic and difficult, and often intractable,

and require effective and aggressive services over the long range. In the

early stages of any new program there is a sense of excitement and inno-

vation. Both personnel and patients feel that something new is being 

attempted and accomplished. The energy that comes from such involve-

ment is a very powerful treatment force, but it is difficult to maintain over

the long haul. People get tired; they seek to regularize their work pat-

terns; they desire to control the uncertainties and unpredictabilities in

their environment. Thus, they tend to push toward the bureaucratization

of roles and the clear-cut definition of responsibilities and turfs, and they

become smug about their own failures, less sensitive to the problems of

their clients, and less committed to the jobs that have to be done. (p. 316)

Another problem in replicating the new programs is that what worked in

one community may not work in another. Some programs are well suited to

urban areas but not to rural areas, and vice versa; some programs that work

well in small- or medium-sized cities are not feasible in inner-city settings.

Even beyond this, programs that are highly successful in one community may

fail or be rejected in what appears to be an entirely comparable set of circum-

stances elsewhere; cultural, political, and socioeconomic factors specific to

each community must be taken into account.

Experience has shown that it is more exciting to develop and run one’s

own innovative and pioneering program than to replicate someone else’s.

Bachrach (1980) concluded that planners of mental health services have too

often looked to “model programs” to provide answers to the problems of de-

institutionalization:
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Beyond their demonstration of some very elementary principles of suc-

cessful programming, model programs tell us only that individual model

programs can work. The inductive leap from this position to the notion

that because a given model is successful for a specific target population,

it can solve the range of problems associated with deinstitutionalization

is based on faulty logic; the conclusion does not follow from the evidence

at hand. (p. 1028)

Bachrach (1980) conceptualized eight elementary principles common to

successful model programs:

1. Assignment of top priority to the care of the most severely impaired

2. Realistic linkage with other community resources

3. Provision of out-of-hospital alternatives for the full range of hospital 

services

4. Individually tailored treatment

5. Cultural relevance and specificity, that is, the tailoring of programs to

conform to the local realities of the community

6. Trained staff who are attuned to the unique survival problems of chroni-

cally mentally ill patients in noninstitutional settings

7. Access to a complement of hospital beds for patients who require inpa-

tient care periodically

8. An ongoing internal assessment mechanism for continuous self-monitoring

Some “successful” rehabilitation programs have skimmed the cream of the

chronic population in terms of level of functioning and motivation. A few pro-

grams included patients who were only temporarily dysfunctional. The high

employment rates and low recidivism rates achieved by these programs have

been mistakenly interpreted as indicating that such results can be achieved for

the chronically affected population in general—even the most severely im-

paired (Lamb 1988). Professionals can then become discouraged when their

own efforts fail to measure up to these artificially inflated standards.

Is Coordination the Answer?

Many in the mental health field have pursued still another solution: they have

focused their energy and resources on finding ways to increase coordination

and cooperation between various governmental health, rehabilitation, hous-

ing, and income maintenance agencies at the national, state, and local levels.

Their aim has been to produce a well-integrated system of social and mental

health services to replace the disorganized array of agencies, which often have

overlapping or conflicting goals, that serve long-term psychiatric patients.

These agencies have often been reluctant or unable to cooperate with each

other because of bureaucratic obstacles or territorial concerns (General Ac-

counting Office 1977).
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Integrating these services would certainly be a vast improvement, but too

much reliance can be placed on this policy of coordination—especially when

accompanied by an expectation that it will lead to a normalized community

existence for long-term patients. There is always the danger of being seduced

by the bureaucratic perspective that almost any problem can be solved by

making government agencies more efficient and effective. Mega-agencies of-

ten respond to pressure with a wealth of promises but only a token effort,

leaving the great majority of the target population unserved. By holding out

the hope that conditions can be improved at very little added cost, this solu-

tion of fixing the bureaucracy provides a rationalization for appropriating

minimal funds. Coordination is of limited value when there are insufficient

resources.

A Philosophical Conflict

A basic conflict within the community mental health movement has con-

tributed to the problems of deinstitutionalization. Perhaps the main reason for

this movement was concern about the abysmal conditions in large state psy-

chiatric hospitals (Zusman and Lamb 1977). The community mental health

approach, to the extent that it grew out of the report by the Joint Commission

on Mental Illness and Health (1961), was intended to shrink state hospital

populations by developing community alternatives and reducing new admis-

sions. The country was to be covered with community mental health centers

providing a wide variety of services.

However, community mental health centers in their implementation had

a very different focus. Many professionals originally attracted to providing

mental health services within the community were drawn to it by the prospect

of creating programs that would prevent mental illness. For instance, in the

1960s and early 1970s, it was often implied (and sometimes promised) that

techniques of primary prevention, such as consultation and mental health ed-

ucation, would result in significant reductions of mental illness and of the

need for conventional treatment (Becker et al. 1971; Caplan 1964). Unfortu-

nately, there is no evidence that primary prevention was able to achieve such

results. Other professionals were drawn to community mental health pro-

grams because they believed this structure would enable them to focus on

long-term intensive psychotherapy or crisis intervention with less severely ill

patients, that is, those with whom it is more gratifying to work (Hogarty 1971;

Stern and Minkoff 1979).

Efforts at prevention, however, did not reduce the incidence of major

mental illness, psychoses, or major affective disorders (Lamb and Zusman

1981). In the meantime, the chronically and severely disabled were given scant

attention in terms of direct service. The neglect they suffered in state hospi-

tals continued in their new lives in the community.
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Functions of the State Hospital

In the midst of valid concerns about the shortcomings and antitherapeutic as-

pects of state hospitals, it was not appreciated that these institutions fulfilled

some very crucial functions. The term asylum was in many ways appropriate,

for these imperfect institutions did provide sanctuary from the pressures of

the world, with which most patients were unable to cope (Lamb and Peele

1984). Furthermore, these institutions provided essential medical care, pa-

tient monitoring, family respite, and a social network for the patient, as well as

food, shelter, support, and structure (Bachrach 1984; Wing 1990).

What treatment and services did exist in the state hospitals were all in one

place under one administration. In the community, the situation is very dif-

ferent. Services and treatment are under various administrative jurisdictions

and in various locations. Even the mentally healthy have difficulty dealing

with a number of bureaucracies, both governmental and private, in meeting

their needs. Patients can also easily get lost in the community, in comparison

with a hospital, where they may have been neglected but at least their where-

abouts were known. These problems have led to the recognition of the impor-

tance of case management. It is probable that many of America’s homeless

mentally ill would not be on the streets if they were part of the caseload of a

professional or paraprofessional trained to deal with the chronically mentally

ill—monitoring them (with considerable persistence when necessary) and fa-

cilitating their access to services.

The use of the word asylum, which has taken on such a negative connota-

tion in the United States, needs further elaboration. The fact that the chron-

ically mentally ill have been deinstitutionalized does not mean that they no

longer need social support, protection, and relief—either periodic or contin-

uous—from external stimuli and the pressures of life. In short, they need

sanctuary within the community itself (Bachrach 1984; Lamb and Peele 1984;

Wing 1990).

Unfortunately, because the old state hospitals were called asylums, the

word took on an almost sinister connotation. Only in recent years has it again

become a respectable part of our vocabulary by denoting the function of pro-

viding asylum, rather than the place itself. In the community, the concept of

asylum becomes especially important in postdischarge planning. Although

some chronically mentally ill patients eventually attain high levels of social

and vocational functioning, others have difficulty meeting the simple de-

mands of living on their own, even with long-term rehabilitative help.

Whatever degree of rehabilitation is possible for each patient cannot take

place without concomitant support and protection in the community, whether

from family, treatment program, therapist, family care home, or board-and-

care home. If we do not take into account this need for sanctuary from the

stresses of life, living in the community may not be possible for many chroni-

cally and severely mentally ill persons.

Deinstitutionalization and Public Policy •    265



Hospital and Community

In the view of some, deinstitutionalization went too far in attempting to treat

the long-term mentally ill in the community. Some mentally ill persons

clearly require a highly structured, locked, 24-hour setting for adequate in-

termediate or long-term management (Dorwart 1988). The psychiatric pro-

fession has an obligation to provide such care (Group for the Advancement of

Psychiatry 1982), either in a hospital or in an alternative facility such as Cali-

fornia’s Locked Skilled Nursing Facilities with Special Programs for Psychi-

atric Patients (Lamb 1980).

Where to treat a patient should not have become the ideological issue it

did, enmeshed in the community mental health and civil rights movements.

Where to treat is a decision best based on the clinical needs of each person.

Unfortunately, deinstitutionalization efforts too often confused locus of care

with quality of care (Bachrach 1978). Where mentally ill persons are treated

was seen as more important than how or how well they are treated. Care in the

community was often assumed almost by definition to be better than hospital

care. In actuality, poor care could be found in both settings. But the other is-

sue that required attention was appropriateness. The long-term mentally ill

are not a homogeneous population; what is appropriate for some is not appro-

priate for others.

Problematic cases, for instance, include those persons who are character-

ized by assaultive behavior; severe, overt major psychopathology; lack of in-

ternal controls; reluctance to take psychotropic medications; inability to

adjust to open settings; problems with drugs and alcohol; and self-destructive

behavior. When attempts were made to treat these persons in open commu-

nity settings, they required an inordinate amount of time and effort from

mental health professionals, various social agencies, and the criminal justice

system—but with only limited success. Many were lost to the mental health

system and ended up on the streets or in jail.

Moreover, this less-than-satisfactory result was often seen as a series of

failures on the part of both mentally ill persons and mental health profes-

sionals. One consequence was the alienation of some long-term mentally ill 

persons from a system that did not meet their needs. Some mental health pro-

fessionals became disenchanted with the treatment as well. Unfortunately, the

heated debate over this issue of whether to provide intermediate and long-

term hospitalization for such patients tended to obscure the benefits of com-

munity treatment for the majority of long-term mentally ill persons who did

not require highly structured 24-hour care.

A Primary Problem of Deinstitutionalization

Perhaps the most important lesson to be drawn from this experience is that

the most difficult problem is not the fate of those patients discharged into the
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community after many years of hospitalization. Rather, the problem that has

proved most vexing was almost totally unforeseen by the advocates of deinsti-

tutionalization, namely, the treatment of the new generation that has grown up

since deinstitutionalization.

For instance, it has been largely from this generation that the homeless

mentally ill are drawn (Hopper et al. 1982). Thus the large homeless popula-

tion with major mental illness—that is, schizophrenia, schizoaffective disor-

der, bipolar illness, and major depression with psychotic features—tends to be

young.

How did this come to be? The chances are that most of the current long-

stay hospitalized patients who are most inappropriate for discharge, because

of a propensity to physical violence, very poor coping skills, and a marked de-

gree of manifest pathology, will not be discharged, or if they are discharged

and fail to adjust to the community, will not be released again.

Those who have been hospitalized for long periods have been institution-

alized to passivity. For the most part, they do what they are told. When those

for whom discharge is feasible and appropriate are placed in a community liv-

ing situation with sufficient support and structure, most, though by no means

all, tend to accept treatment and stay where they are placed.

This sequence has not been true for the new generation of severely men-

tally ill persons. Not only have they not spent long years in hospitals (and thus

not been institutionalized to passivity), they probably have had difficulty just

getting admitted to an acute care hospital (whether they wanted to be or not)

and probably have had even greater difficulty staying there for more than a

short period on any one admission.

Taking an Existential Perspective

To understand the plight of this new generation of the chronically and se-

verely mentally ill, we should consider their problems from an existential

point of view. A study of long-term severely disabled psychiatric patients (in

a board-and-care home in Los Angeles) showed that significantly more pa-

tients under 30 years of age had goals for change in their lives as compared

with those over 30 years of age (Lamb 1979). How can we understand this

finding? Perhaps, as these persons with limited capabilities have become older,

they have had more time to experience repeated failures in dealing with life’s

demands and in achieving their earlier goals. They have had more time to

lower or set aside their goals and to accept a life with a lower level of func-

tioning that does not exceed their capabilities. In the same study, a strong re-

lationship was found between age and history of hospitalization; three-fourths

of those under age 30 had been hospitalized during the preceding year as com-

pared with only one-fifth over age 30.

When we are still young and have just begun to deal with life’s demands

and are trying to make our way in the world, we struggle to achieve some mea-
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sure of independence, to choose and succeed at a vocation, to establish satis-

fying interpersonal relationships and attain some degree of intimacy, and to

acquire some sense of identity. But mentally ill persons who lack the ability to

withstand stress and the ability to form meaningful interpersonal relation-

ships often find that their efforts lead only to failure. The result may be a still

more determined, oftentimes frantic, effort, with a greatly increased level of

anxiety, or even desperation. Ultimately, this may lead to another failure,

accompanied by feelings of despair. For a person predisposed to retreat into

psychosis, the predictable result is a stormy course, with acute psychotic

breaks and repeated hospitalizations (Lamb 1982a). The situation becomes

even worse when such persons are in an environment where unrealistic ex-

pectations emanate not just from within themselves, but also from families

and mental health professionals.

Before deinstitutionalization, these new chronic patients would have been

chronically institutionalized, often starting from the time of their first psy-

chotic break in adolescence or early adulthood. Some of these patients would

have reconstituted in the hospital and been discharged but would be rehospi-

talized at the point of their next decompensation, often never to return to the

community. Thus these patients, after their initial failure in trying to cope

with the vicissitudes of life and of living in the community, would have no

longer been exposed to those stresses: they would have been given a perma-

nent place of asylum from the demands of the world. In contrast, hospital

stays now tend to be brief.

In this sense, the majority of new long-term patients are the products of

deinstitutionalization. This is not to suggest that we should turn the clock back

and return to a system of total institutionalization. In the community, most of

these patients can have something very precious—their liberty, to the extent

that they can cope with it. Furthermore, if we provide the resources, they can

realize their potential to successfully achieve some of life’s milestones. Never-

theless, it is this new generation of the chronically and severely mentally ill

that has constituted the greatest indictment of deinstitutionalization. They

pose the most difficult clinical problems in treatment, and they have created

serious social problems for the community by swelling the ranks of the home-

less and the imprisoned (Lamb 1984; Pepper et al. 1981).

Treatment Problems of New Long-Term Patients

Less than a half-century ago, there were no psychotropic drugs to bring long-

term patients out of their world of autistic fantasy and help them return to the

community. Even today, many patients fail to take psychotropic medication

because of disturbing side effects, fear of tardive dyskinesia, and denial of ill-

ness. They may also wish to avoid the dysphoric feelings of depression and

anxiety that result when they see their reality too clearly; grandiosity and a

blurring of reality may make their lives more bearable than a drug-induced

relative normality (Van Putten et al. 1976).
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A large proportion of the new chronically ill patients tend to deny a need

for mental health treatment and to eschew the identity of the chronically men-

tally ill patient (Minkoff 1987). Admitting mental illness seems to them like

admitting failure. Becoming part of the mental health system seems like join-

ing an army of misfits (Lamb 1982a). Many of these persons also have primary

substance abuse disorders or medicate themselves with street drugs (Minkoff

and Drake 1991). Another factor contributing to refusal of treatment is the

natural rebelliousness of youth.

The problem becomes worse for those whose illness is more severe. Their

problems are again illustrated by those of the homeless mentally ill. Evidence

has begun to emerge that the homeless mentally ill have a greater severity of

illness than the mentally ill in general. At Bellevue Hospital in New York City,

for example, approximately 50% of the homeless inpatients are transferred to

state hospitals for long-term care, as opposed to 8% of other psychiatric in-

patients there (Marcos et al. 1990).

Some Basic Needs

Experience has demonstrated a great deal about the needs of the long-term

mentally ill in the community. This population needs a comprehensive and 

integrated system of care (Bachrach 1986); such a system would include an

adequate number and range of supervised, supportive housing settings; ade-

quate, comprehensive, and accessible crisis intervention (both in the commu-

nity and in hospitals); and ongoing treatment and rehabilitative services, all

provided assertively through outreach.

Furthermore, a system of case management is vitally important so that

every long-term mentally ill person is part of the caseload of some mental

health agency that will take full responsibility for individualized treatment

planning. These persons should be linked to needed resources and monitored

so that they not only receive the services they need, but also are not lost to the

system. Unfortunately, too little of this knowledge has found its way into

practice (Talbott 1985).

Therapeutic but Realistic Optimism

Our experience with deinstitutionalization has taught us that nothing is more

important than therapeutic optimism for working successfully with the long-

term mentally ill. But there is also a need for a realistic appraisal of these per-

sons. Such an appraisal will make possible the necessary vigorous treatment

and rehabilitation efforts for those with the potential for high levels of func-

tioning and will facilitate our striving to achieve other goals, such as improv-

ing the quality of life for those whose potential is less.

In regard to goal setting, the kinds of criteria used in assessing social in-

tegration by theorists, researchers, policymakers, and clinicians have a distinct
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bias in favor of values held by these professionals and by middle-class society

in general (Shadish and Bootzin 1981). Thus holding a job, increasing one’s

socialization and relationships with other people, and living independently

may be goals that are not shared by a large proportion of the long-term men-

tally ill.

Likewise, what makes these patients happy may be unrelated to such goals.

They may want (or need) to avoid the stress of competitive employment, even

sheltered employment, and of living independently. They may experience

more anxiety than gratification from the threat of intimacy that accompanies

increased involvement with other people. Furthermore, many of their rela-

tives may be primarily interested in the simple provision of decent custodial

care (Thomas 1980).

Moreover, we have learned that if our only model is the expectations ap-

plicable to the long-term, higher functioning mentally ill, then we will neglect

the large population who function at a lower level and cannot respond to these

expectations. There may be several reasons why, in fact, this has happened in

many jurisdictions.

First, a major obstacle to understanding and addressing the problems

brought about by deinstitutionalization has been the failure by mental health

professionals to recognize that there are many different kinds of long-term

patients and that they vary greatly in their capacity for rehabilitation and

change (Lamb 1982b). Long-term mentally ill persons differ in their ability to

cope with stress without decompensating and developing psychotic symp-

toms. They differ, too, in the kinds of stress and pressure they can handle; for

instance, some who are amenable to social rehabilitation cannot handle the

stress of vocational rehabilitation, and vice versa. What may appear to be, at

first glance, a homogeneous group turns out to be a group that ranges from

persons who can tolerate almost no stress at all to those who can, with some

assistance, cope with most of life’s demands.

Such a view is supported by the very marked variations of course and

outcome in both the shorter term follow-up studies of schizophrenia (Hawk et

al. 1975; World Health Organization 1979) and in the longer term studies dis-

cussed later. For some chronically and severely mentally ill patients, compet-

itive employment, independent living, and a high level of social functioning

are realistic goals; for others, just maintaining their present level of function-

ing should be considered a success (Solomon et al. 1980).

Dependency, and the reactions of professionals to it, may well be another

important factor. To gratify dependency needs and to nurture are crucial ac-

tivities in the helping professions. We need to learn to do this in such a way

that patients do not experience a loss of self-esteem from knowing that they

need our help and support (Lamb 1986). Not only may the process of provid-

ing support be draining, but it also may be disappointing. We expect growth

when we nurture, and we feel let down when we do not get it, despite the fact

that the potential for growth may not be there. As a result, lower functioning

patients may receive less of our attention, our resources, and our efforts.
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Moreover, most of us, as products of our culture and our society, tend to

have a moral disapproval of persons who have “given in” to their dependency

needs, who have adopted a passive, inactive lifestyle, and who have accepted

public support instead of working (Lamb 1982b). Perhaps this moral disap-

proval helps to explain why programs whose goal is rehabilitation to high lev-

els of functioning (i.e., mainstreaming) have attracted the most attention and

the most funding. Such programs have been very much needed. If, however,

attempts are made to reverse low-functioning adaptations to the pressures of

life, without making a realistic appraisal of the capabilities of each individual,

the result may be an acute exacerbation of psychosis. It is likely that no prob-

lems have been more difficult to overcome in the treatment of the long-term

mentally ill than those of professionals having to come to terms with the fact

that some persons are unable or unwilling to give up a life of dependency.

The matter of independence presents similar problems. Society in gen-

eral, including professionals, highly values independence. And yet nothing

has been more difficult for many long-term mentally ill persons to attain and

sustain (Harris and Bergman 1987). The issue of supervised versus unsuper-

vised housing provides an example. Professionals want to see their patients

living in their own apartments, managing on their own, perhaps with some

outpatient support. But the experience of deinstitutionalization has been that

most long-term mentally ill persons living in unsupervised community set-

tings find the ordinary stress of managing on their own more than they can

handle. As a result, after a while, they tend to not take their medications, to

neglect their nutrition, to let their lives unravel and become disorganized, and

to eventually find their way back to the hospital or the streets (Lamb 1984).

Mentally ill persons highly value independence, but they very often un-

derestimate their own dependency needs. Professionals should try to be real-

istic about their patients’ potential for independence, even if the patients

themselves are not.

Still another factor has been a lack of appreciation by some mental health

professionals of the rewards of treating the lower functioning long-term men-

tally ill patient and of forming a relationship over many years with both pa-

tient and family. Even when the potential for higher functioning is limited, we

can derive an immense amount of satisfaction from helping to transform

chaotic, dysphoric lives into stable ones with at least some opportunity for

pleasure and contentment—for both mentally ill persons and their families.

Long-Term Outcome

Long-term follow-up studies of schizophrenia have been seen by some as in-

dicating that we should raise our expectations of how persons with schizo-

phrenia will function in the community. Such conclusions require closer

scrutiny. These long-term follow-up studies (mean lengths of follow-up rang-

ing from 22.4 to 36.9 years) have demonstrated considerable degrees of im-
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provement and even recovery over time (Bleuler 1968; Ciompi 1980; Harding

et al. 1987; Huber et al. 1980; Tsuang et al. 1979). These findings are not sur-

prising, for they are consistent with everyday clinical experience that schizo-

phrenia in the middle and later years tends to be more benign and far less

stormy. In contrast, younger schizophrenic patients are faced with the same

concerns and life-cycle stresses as others in their age group.

As the years go by, persons with schizophrenia and those around them

tend to come to terms with the illness. Goals are lowered, as are the expecta-

tions of others. Under these circumstances, it is not unusual for many persons

with limited abilities for coping and dealing with stress to gradually be able to

function in both vocational and domestic roles—meeting lowered expecta-

tions of both others and themselves. With time, the fires of youth burn lower.

Increasing maturity is still another factor. Thus these persons may present a

far different appearance than when they were younger, less mature, and striv-

ing to meet higher aspirations.

There is danger, however, in talking about recovery from mental illness

(Anthony 1992, 1993) when referring to improved or even normal functioning.

The proponents of this way of thinking believe that “much of the chronicity in

severe mental illness is due to the way the mental health system and society

treat mental illness and not the nature of the illness itself ” (Anthony 1992,

p. 1). This point of view appeals both to patients and to some families.

Proponents of the word recovery are careful to add a disclaimer that they

are not claiming a cure from what is after all a biological illness. Rather, they

say that recovery means regaining control over one’s life and leading a useful,

satisfying life even though symptoms may recur. Such an outlook contains the

optimism so important to rehabilitation.

However, there is the danger that, for many, the word recovery implies

cure and may even lead to denial of illness. One alternative is to refer instead

to remission, which can be stable and long lasting. Another alternative is that

used by alcoholics, who refer to themselves as recovering but never as recov-

ered, even though it may have been many years since their last drink.

Moreover, as important as long-term findings of improvement are, they

should not mislead clinicians working with schizophrenic patients in their 20s

and 30s into expecting short-term or intermediate-term results that are be-

yond the capabilities of individual patients within this shorter time frame.

Involuntary Treatment

Involuntary treatment presents society, including mental health professionals,

with an extremely difficult dilemma. Our belief in civil liberties comes into

conflict with our concern for patient welfare. This dilemma can be resolved if

we believe that the mentally ill have a right to involuntary treatment (Lamb

and Mills 1986; Rachlin 1975) when, because of severe mental illness, they
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present a serious threat to their own welfare or that of others but are not men-

tally competent to make a rational decision about treatment.

Reaching out to patients and working with them to accept help on a vol-

untary basis has certainly been a key first step. But when the patient remains

at serious risk, helping professionals must use their ethical obligation to advo-

cate for changes in the laws that will facilitate involuntary treatment, or

changes in the way these laws are administered. Such changes would result in

the patient’s prompt return to acute inpatient treatment when clinically indi-

cated, and in ongoing measures when indicated, such as conservatorship,

court-mandated outpatient treatment, and the appointment of a payee for the

person’s SSI check.

A treatment philosophy is needed that would recognize that external con-

trols such as involuntary treatment are a positive, even crucial, therapeutic ap-

proach for persons who lack the internal controls to deal with their impulses

and to organize themselves to cope with life’s demands. Such external con-

trols may interrupt a self-destructive, chaotic life on the streets and in and out

of jails and hospitals.

In some parts of California, for instance, conservatorship has become an

important therapeutic modality. This is particularly true when conservators

are psychiatric social workers or persons with similar backgrounds and skills

who use their court-granted authority to become a crucial source of stability

and support. Conservatorship thus can enable persons who might otherwise

be long-term residents of hospitals to live in the community and to achieve a

considerable measure of autonomy and satisfaction in their lives.

It has become more and more clear that when mental health professionals

do not take a firm stand on these issues, the mental health professions risk be-

ing seen by society, not to mention the long-term mentally ill themselves, as

uncaring and even inhumane. The homeless mentally ill dramatically illus-

trate this issue.

Making Deinstitutionalization Work

What has been learned about what should be done to get our flawed social ex-

periment of deinstitutionalization back on course? The following strategy has

emerged from the experience of the last half-century:

1. Although deinstitutionalization was a positive step and the correct

thing to do, it should be acknowledged that it went too far.

2. Only some of the long-term mentally ill need intermediate- or long-

term, highly structured, 24-hour residential care. For those who need

such care, however, it should be provided. When it has not been, the

resulting problems and debate have obscured the benefits of commu-

nity treatment for the great majority.
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3. The long-term mentally ill should be made the highest priority in

public mental health in terms of both resources and funding. In mak-

ing this commitment, mental health professionals should join with

their natural allies, the patients’ families.

4. A comprehensive and coordinated system of care for the long-term

mentally ill should be established.

5. Therapeutic optimism is needed, but it should be tempered with real-

istic, individualized goals.

6. It should be emphasized that the long-term mentally ill are a highly

heterogeneous population.

7. Mental health professionals should be aware that the values and goals

of psychiatrically disabled persons may be different from those pro-

jected onto them by well-meaning professionals.

8. Mental health professionals should continue to mount a vigorous re-

habilitation effort aimed at higher levels of functioning, both social

and vocational, for those who can benefit from it.

9. Mental health professionals should also give high priority to the lower

functioning segment of the long-term mentally ill population.

10. Mental health professionals should realize the gratification they can

derive, even if they cannot help a patient achieve rehabilitation to a

high level of functioning, from helping to change a chaotic and painful

life on the streets and in and out of jails and hospitals into a stable life

that offers the possibility of some contentment.

11. Involuntary treatment, both emergency and ongoing, should be advo-

cated for those persons for whom it is clinically indicated.

Most of what is known about community treatment of the long-term

mentally ill has been learned the hard way—through experience. Mental

health professionals should be guided by that hard-won knowledge; look at

each long-term mentally ill person as an individual with unique strengths,

weaknesses, and needs; and do what their experience and clinical judgment

tell them should be done to maximize the benefits of deinstitutionalization.
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CHAPTER 12

Antipsychiatry

Norman Dain, Ph.D.

Antipsychiatry is a protean concept whose meaning has constantly changed.

The twists and turns occurred not only in response to the changing nature of

psychiatry, but also to meet the religious, political, legal, and social demands

of those who made use of antipsychiatry. For many, it was a vehicle for attain-

ing goals that frequently extended beyond the needs of mental patients or the

deficiencies of psychiatry. Of enduring concern was the perceived power of

psychiatry, directly and indirectly, over moral values and behavior. Yet there

has never been a unified antipsychiatry movement. There have been too many

different groups and individuals with different and sometimes conflicting in-

terests and approaches. About the only common ground has been opposition

to psychiatry, opposition that ranged from serious criticism to passionate con-

demnation and repudiation (Dain 1989, 1993).

Although the aims of antipsychiatry advocates varied, often having more

to do with other concerns than with psychiatry per se, they all played off psy-

chiatry. And because psychiatrists, dealing with complex and puzzling disor-

ders, could not agree about the nature of mental illness, who their proper

patients were, or how relevant psychiatry was to the solution of social issues

confronting society, antipsychiatry advocates found it hard either to formulate

a coherent definition of what they opposed or to develop workable alterna-

tives. Antipsychiatry among the religious was a less difficult task, because in

the United States it has taken the form of a protest against the negative im-

plications of psychiatric naturalism for Christian beliefs. The religious were

thus spared the need to resolve intractable medical issues.

Early Psychiatry and Antipsychiatry

If psychiatrists, faced with difficult scientific problems, could not reach con-

sensus, they did not, even from the early years of American psychiatry as a

profession but most notably in the mid-twentieth century, flinch from making

psychiatry all encompassing. (The terms psychiatry and psychiatrists did not

become common until the late nineteenth century, but are used here generi-

cally for the medical specialty concerned with mental disorders.) From the 

beginning, with Benjamin Rush as the most prominent but not the only ex-
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ample, those physicians specializing in the diagnosis and treatment of the

mentally ill took the world as their patient. They commented on and pre-

sented themselves as authorities on whatever ailed humankind. And they did

so with an assertiveness that in some respects put them into conflict with tra-

ditional moral and social arbiters: the clergy and the law. In dealing with aber-

rant behavior from a scientific, naturalistic viewpoint and claiming

jurisdiction over persons considered mentally disordered, psychiatrists not

only encroached on the territory of the Christian clergy and called the con-

cept of demonic possession into question, they also prescribed right behavior

for society as well as individuals as preventive of mental illness and warned of

the dire consequences of wrong behavior (like masturbation or overindul-

gence in alcohol). Their naturalistic approach also had implications for the

criminal justice system; the concept that proven mental illness might absolve

a perpetrator from responsibility could and did lead to the idea that all crimi-

nal behavior was illness. What, then, of traditional morality and belief in free

will? These were, and remain, serious questions that critics of psychiatry, as

well as psychiatrists themselves, have raised and debated. This psychiatric im-

perialism produced hostility that frequently had nothing to do with psychia-

try as a profession concerned with the mentally ill, but rather arose from the

self-proclaimed role of psychiatry, and especially psychoanalysis, as an inter-

preter of human nature and its ills.

The early psychiatrists were on occasion rebels or iconoclasts who cham-

pioned humanitarian reform in the treatment of the mentally ill. Indeed, psy-

chiatry as a recognized profession was the product of such reform. But

psychiatrists certainly did not challenge all traditional views. They wanted

their patients to be able to function in conventional society, and they custom-

arily inculcated conventional morality. Coinciding with the rise of science and

secularism, psychiatrists’ naturalism—the concept of mental illness as a nat-

ural disease treatable by the medical profession—was generally accepted, and

psychiatrists enjoyed a respected position in American society. Indeed, psy-

chiatrists’ growing authority depended partly on their being members of the

establishment, and much antipsychiatry, particularly that emanating from

mental patients and former mental patients, aimed at the legal bases of psy-

chiatrists’ power. Besides, what appeared to be radical in one age could be

seen as conservative in another, especially as psychiatry sought to defend itself

against competitors as well as critics. As new professions dealing with human

behavior appeared (e.g., psychology and social work), and as certain sectors of

the population gained self-consciousness and organized to attain particular

goals (e.g., women and homosexuals), they almost invariably had to run the

gauntlet of psychiatry, which in turn would be viewed as a major obstacle.

Early opposition to physicians’ treatment of the mentally ill, from the late

eighteenth to the mid-nineteenth centuries, came predominantly from Chris-

tian clergymen, the legal profession, and the so-called insane. Psychiatry re-

jected the etiological role of sin, possession, and the devil and the therapeutic

value of exorcism in mental disorders. Psychiatrists did not, however, oppose
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religion as such. Although they believed that evangelicalism sometimes drove

its adherents mad and terrified mental patients, in their own institutions med-

ical superintendents generally approved Sunday prayer and religious sermons

that gave hope to patients. And religious opposition to psychiatry did not as a

rule emanate from “mainstream” religious denominations, from which med-

ical care of the mentally ill received general approval and support. The more

conservative and, we might say, fundamentalist religious groups, however, did

spawn antipsychiatry advocates who feared that the new medical specialty of

psychiatry called into question the traditional Christian view of madness and

thereby Christianity itself: no devil, no God. In the late nineteenth century,

new religions were founded that specifically rejected medicine and psychiatry

in favor of spiritual healing or, in the case of Christian Science, of belief in ill-

ness as created by thought. Among their adherents, as opposed to the leaders,

the focus was on dealing with “physical,” not “mental,” disorders; sufferers

from “insanity” were more or less ignored. Psychiatrists, although worried

about the competition for potential patients from Christian Science healers,

could do little to counter this and similarly oriented religious movements. But

as long as the new religions remained on the fringes of organized religion and

outside established institutions, they presented no great threat, and in any

case the states continued to build new mental hospitals directed and staffed by

psychiatrists.

The legal profession also carried on a running battle with psychiatry over

jurisdiction, human nature, human responsibility, and the nature of mental

illness. After the 1843 M’Naughten decision (in Great Britain) was adopted in

most American states, unless a defendant could prove that at the time of the

crime he or she could not distinguish right from wrong, an insanity defense,

which was recognized by British and American courts, did not apply. Psychi-

atrists maintained that as scientists their findings must guide the courts in

cases where insanity was employed as a defense; jurists insisted that the law

and not psychiatrists should determine the degree of mental defect necessary

to free a defendant from responsibility and therefore punishment. Further-

more, jurists, with few exceptions, rejected psychiatrists’ claims that many

mental patients could tell right from wrong but were nevertheless insane and

should be freed of responsibility for their actions, that is, they were morally

insane or, in later terminology, psychopaths. Both jurists and the clergy per-

ceived the concept of moral insanity as threatening society because it provided

no way of distinguishing between the morally insane and the criminal.

Equally upsetting was the implication that psychiatrists would be the arbiters

of what, if any, actions were punishable. As of this writing, the basic dispute

remains relevant.

Mental patients and ex-patients who criticized psychiatry stressed, un-

derstandably, a personal perspective. Their protests centered on three issues:

forcible hospitalization even where no criminal act was involved, incarceration

of people who were not insane, and mistreatment of patients in hospitals. In-

dividual former mental patients, such as Elizabeth Packard in Illinois in the

Antipsychiatry •    279



1860s, were able to mount successful campaigns to protect potential patients

by changing laws regarding commitment to mental hospitals, and in the early

twentieth century, Clifford Beers, with the aid of his autobiography, A Mind

That Found Itself (1908), publicized abuses in mental hospitals and founded

the modern mental hygiene movement. But Packard, Beers, and other influ-

ential ex-patients of their times, however sharp and damaging their critiques,

did not question the validity of psychiatry, mental hospitals, or the concept of

mental illness itself. Nor did they organize patients or ex-patients to act in

their own behalf.

Organized antipsychiatry emerged in the late 1870s, when members of

the new specialty of neurology and of a new profession in the making, social

work, joined together in New York City to condemn a psychiatric profession

that they considered to be bureaucratized, self-serving, therapeutically inef-

fective, and custodial rather than research oriented. Medical directors of men-

tal hospitals, particularly John P. Gray, head of the Utica State Hospital in

New York State and editor of the American Journal of Insanity (predecessor of

the American Journal of Psychiatry), were publicly charged with excessive use

of mechanical restraint. For various reasons—including loss of key leadership

and the questioning by nonphysicians of the competence of medical men, not

just psychiatrists, to treat mental illness—this antipsychiatry reform move-

ment died out. Reform-minded neurologists joined with Clifford Beers in

1909 to found the National Committee for Mental Hygiene, which initially

campaigned to improve hospital conditions but by the 1920s came to focus on

prevention and on psychiatric training and research (Blustein 1981; Dain 1980;

B. Sicherman, The quest for mental health in America, 1880–1917 [Ph.D. dis-

sertation], Columbia University, 1967; State of New York Senate 1879). Ef-

forts to organize ex-patients in their own behalf were made by individual

psychiatrists such as Dr. A. A. Low, who founded the organization Recovery in

Chicago in 1938, but the profession was highly critical of Low’s authoritarian

approach and until the mid-1980s did not support his movement.

Sufficient resources to treat mental patients therapeutically, according to

the best contemporary standards of the day, were only rarely provided except

in a few of the best private institutions. At the end of the nineteenth century,

most state hospitals, crowded with chronic patients and the aged with no

place else to go, had become primarily custodial.

Post–World War II Antipsychiatry

By the close of the second World War, the hospitals where the great prepon-

derance of psychiatrists worked and most of the mentally ill and mentally de-

teriorated aged persons resided were generally recognized to be in deplorable

condition as a consequence of the years of financial stringency during the

Great Depression and the Second World War. The public, influenced in part

by several shocking exposés, perceived mental hospitals to be “snake pits,”
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where patients were abused and neglected and where there were few if any ef-

fective therapies. The new techniques of electroshock, insulin shock, and lo-

botomy, introduced in the 1930s from Europe, were highly controversial. But,

again, lay persons (newspapers excepted) did not ordinarily attack psychiatry

and psychiatrists or mental hospitals per se, only their very obvious short-

comings.

The post–World War II years witnessed an extensive upsurge of antipsy-

chiatry ideas and activism that continued into the 1980s. Preparing the way

for the attack on the traditional power base of psychiatry, the mental hospi-

tals, was the rise in prestige and power of the postwar medical psychoanalysts.

The preponderance of psychoanalytic practice occurred in the physician’s of-

fice, where as a rule so-called neurotic rather than psychotic patients were

treated; psychoanalysis was attempted in mental hospitals, where the psy-

chotic patients were, but without much success. As psychoanalysis became

popular, the locus of psychiatry shifted from the hospital to the practitioner’s

office, which exacerbated the already low status of hospital psychiatry and

centered attention on psychotherapy. Although early in his career Freud him-

self believed that there was a neurological basis for some mental disorders,

that was not his focus, and many in the psychoanalytic movement in effect

came to deny the somatic nature of most such disorders and therefore the

therapeutic value of hospital treatment.

Experience in the Second World War seemed to justify this position.

During the war army psychiatrists rediscovered a forgotten lesson of World

War I, that soldiers who broke down emotionally did best when not institu-

tionalized. Psychoanalysts, most prominently Karl Menninger, later took the

lead in arguing that civilians at home would also benefit from noninstitution-

alization (Grob 1991; Levine 1981; Menninger 1969; Musto 1975). Some psy-

chiatrists also argued, as sociologist Erving Goffman asserted in his influential

1961 book, Asylums, that state-funded mental hospitals were vehicles for so-

cial control, were counterproductive therapeutically, and were prone to abus-

ing patients (Dain 1989; Goffman 1961).

Antipsychiatry: The Medical Versus 
the Psychotherapy Model

To the dismay of those seeking to reconstitute mental hospitals as therapeutic

communities, the federal government in the 1960s, influenced by psychiatrists

such as Karl Menninger, funded community mental health centers not as sup-

plements but as alternatives to state hospitals. State governments, seeing such

a trend as a cost-cutting measure, went along with alacrity. By then, and even

more intensely in the 1970s, the barrage of criticism (most notably, charges of

high costs, abuse and neglect of patients, and dire side effects of drug and

shock therapies) directed at state hospitals by strongly anti-institutional social

activists contributed to creating a climate hostile to hospital psychiatry. Some
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of these activists, influenced in part by the ideas of certain theoreticians and

radical practitioners, rejected the so-called medical model and hence the so-

matic nature of mental disorders and, in some cases, the existence of mental

disorders altogether. At the same time, the new symptom-reducing psy-

chotropic drugs, introduced in the 1950s, convinced many hospital psychia-

trists of the exact opposite and enabled them to control many previously

intractable violent patients without mechanical restraints; violent wards were

largely eliminated. Furthermore, psychopharmaceuticals such as chlorpro-

mazine could permit certain patients to live safely in the community, albeit

with the support of the community mental health centers that were supposed

to be universally available (but that never were, due in part to budgetary con-

straints). There was a double irony here: the very drugs that to many psychi-

atrists provided strong evidence for the somatic nature of at least the

psychoses, and therefore for the relevance of somatic hospital psychiatry, also

furnished justification, albeit not the only justification, for deinstitutionaliz-

ing their patients. And the ensuing depopulation of the mental hospitals ad-

vocated by activists and reforming psychoanalysts who questioned the

medical model of mental disorders depended in part on the drug therapy that

seemed to validate a somatic basis for behavior and feelings.

There had always been in psychiatry a vulnerability that stemmed from a

certain ambivalence or ambiguity about the relationship between mind and

body, suggestion and medication. Although protection of society from the

misbehavior of the “insane” was involved, the reforms of the eighteenth and

nineteenth centuries in the treatment of the mentally ill were animated by be-

lief in humane care. This belief had a partly religious origin in England and

North America, where Quakers started asylums. It also partook of the secular,

humanitarian, scientific spirit of the age. Humane treatment of the insane,

who were regarded as sick persons and therefore subject to physicians’ care,

was seen as a key ingredient of a new therapeutic system: moral treatment.

Originating in Western Europe, moral treatment combined moral suasion, a

benevolent and therapeutic environment, a naturalistic approach to mental

disorder, and minimal application of traditional somatic therapies, sometimes

to the point of disappearance. Insanity was seen as essentially a disorder of the

brain and nervous system, an approach that could accommodate mainstream

religionists and garner societal support for the construction of mental hospi-

tals and sanction of their leadership by medical superintendents with the le-

gal right to admit involuntary patients. But because the nature of the somatic

disorder was unknown and most somatic therapies were neither specific nor

verifiably effective, practitioners of moral treatment worked primarily on the

disorder’s manifestations in behavior and emotions. This left psychiatrists

open to criticism that they were not scientific. Countering this charge re-

quired retaining a somatic explanation. This was best accomplished by adopt-

ing a theory of functional brain disorder; moral treatment thus could affect

the soma (Dain 1964). Although, in practice, much of moral treatment in-

volved the power of suggestion, the medical profession did not regard sug-

282 •    Public Attitudes, Public Perceptions, and Public Policy



gestion as central to that treatment. Indeed, psychiatrists characterized the

seeming therapeutic successes of their nonmedical competitors as exploitation

of the suggestibility of impressionable people. For example, there were the

followers of Franz Mesmer (himself a physician and now considered by some

to be a founder of modern psychiatry [Buranelli 1975]) and Christian Science

adherents. They were seen by nineteenth-century psychiatrists as practicing

suggestion upon hysterical individuals, who were not truly insane, that is,

whose brain and nervous system were not damaged.

In the late nineteenth century, under the influence of the new scientific

medicine and evolutionary theories that emphasized the role of heredity, and

discouraged by low recovery rates and overcrowding in state hospitals, Ameri-

can psychiatrists abandoned moral treatment in favor of physical “therapies” or,

at worst, mere custodialism. Thus was their theoretical quandary eventually

“resolved” (though of course their patients did not necessarily benefit thereby).

The issue, however, would not rest. In the early twentieth century, new

religious groups, attacking somatic psychiatry as therapeutically ineffective,

revived spiritual healing, and within psychiatry itself, psychoanalysis and

other psychotherapeutic theories and practices presented a new and potent

challenge to traditional somaticism. But psychotherapy, however popular it

became by the mid-twentieth century, was as susceptible to criticism as was

moral treatment, if not more so, in using what appeared to its critics suspi-

ciously like suggestion and in perpetuating a mind-body dichotomy. The new

psychotropic substances that became so popular in treating hospitalized pa-

tients seemed to justify such criticism.

Psychiatrists’ expectations of immediate and dramatic therapeutic break-

throughs in chemistry and neurobiology did not, however, materialize. Fur-

thermore, use of the new drugs, along with electroshock and lobotomy, all of

which could have damaging side effects, raised angry protests from among a

vocal group of patients and ex-patients who found support among antiau-

thoritarian liberation movements in the late 1960s and early 1970s. This wing

of the antipsychiatry “movement” joined the critics who protested against

racism, the Vietnam War, professional authority, medical science, and hierar-

chical distinctions characteristic of “establishment” organizations of whatever

type, especially the ostensibly horrific state mental hospitals. For the first

time, ex-mental patients created their own organizations to fight against in-

voluntary institutionalization and involuntary treatments and to win both civil

rights and self-rule. They were helped by activist lawyers who brought suits

to require state hospitals to provide adequate therapy rather than, at best, cus-

todial management or, at worst, abusive or neglectful treatment.

Radical Psychiatry

Antipsychiatry also took on an increasingly cosmopolitan and ideological

character. Ex-patient antipsychiatry organizations occasionally contacted
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similar groups in Western Europe and South America, as well as prestigious

American professional organizations in law, psychiatry, psychology, sociology,

and philosophy, some of whose members took up the antipsychiatry cause and

helped to develop its ideology.1

The most influential ideologist of the “new” antipsychiatry of the 1960s

and 1970s was Thomas Szasz, himself a hospital psychoanalyst. Szasz at-

tracted lay critics of psychiatry because he rejected involuntary institutional-

ization and treatment and also denied the medical reality of mental illness. He

assumed that if mental illness qualified as a medical entity, it must have a so-

matic etiology. But because proof of somatic etiology was lacking in all but a

few forms of insanity such as paresis, he concluded that so-called mental ill-

ness did not exist. Rather, mentally disturbed people had problems in living;

they were merely lazy and irresponsible people unwilling to expend the en-

ergy necessary to cope with life’s difficulties. They were seeking a handout

from society, which in turn owed little to such people. Szasz did not deny that

some people needed help and that the existing, if superfluous, specialty of

psychiatry, especially psychoanalysis, could give them help, but such people

were not medically ill and therefore not the proper province of medical doc-

tors. Szasz presumed, perhaps prematurely, that because medicine had not yet

found a somatic basis for many forms of mental illness, it never would do so.

His influence was greatest among the lay public, ex-mental patients, and the

political left (whom Szasz, a conservative libertarian, disdained, and who, as

Szasz did not, wanted public funding for mental health facilities); his fellow

psychiatrists generally regarded him with anger, if not contempt (Szasz 1963,

1964, 1974).

Another radical critic of psychiatry was British psychiatrist R. D. Laing,

a counterculture hero of the 1960s (Burston 1996). Initially, Laing (along with

his colleague David Cooper) attributed the origins of schizophrenia, his pri-

mary concern, to the nuclear family, which victimized one of its members and

literally drove him or her mad. Then Laing shifted his position and claimed

an inability to discover the symptoms characteristic of schizophrenia among

mental patients so labeled by psychiatrists. He saw such “patients” as people

responding sensibly to a genuinely irrational or schizophrenic society. They

could even be seen as potentially supernormal, superior beings, reflecting the

old, popular belief in the kinship of madness or melancholy and (artistic) ge-

nius, a view that has been revived by researchers (Angier 1993). For Laing,

schizophrenia became a desirable alternative to sanity, a means of entering a

deep inner world from which one might emerge emotionally cleansed and full

of keen insights. Rather than being a disabling condition, schizophrenia could

be seen as a stage in the growth of some sensitive people who could be helped

284 •    Public Attitudes, Public Perceptions, and Public Policy

1 For a more extensive discussion and bibliography of recent antipsychiatry, especially

among ex-patients, see work by Dain (1989). Among the most important and influential

examples of the ex-patient literature are the writings of Chamberlin (1978), Hill (1983),

Hirsch et al. (1974), and Lapon (1986). Edwards (1982) has compiled antipsychiatry writ-

ings by psychiatrists, psychologists, philosophers, legal scholars, and political scientists.



by living not in a hospital but in a benevolent, supportive group home, which

Laing established at Kingsley Hall (Laing 1967).

The positions of Szasz and initially of Laing were not atypical of the ten-

dency of psychiatrists to blame the victim for his or her problems or for psy-

chiatry’s lack of therapeutic success, a tradition within psychiatry going back

to the mid-nineteenth century. At that time, psychiatrists assumed that if pa-

tients did not recover, the responsibility usually lay with relatives who delayed

sending them to the hospital early enough, when they were supposedly cur-

able. Later in the century, psychiatrists attributed a declining recovery rate for

the hospitalized “insane” to patients’ hereditary predisposition. Similarly,

American asylum superintendents deemed mechanical restraint, frowned on

and abandoned in Britain in principle if not always in fact, necessary in the

United States because Americans, as opposed to the passive Englishmen, were

freedom-loving and rebellious and brooked no limitations. Then the psycho-

genetic approach of psychoanalysis led to a popular belief in the power of par-

ents, especially the mother, to cause neurosis and by extension, psychosis, in

their children. Laing’s stress on the family’s responsibility for schizophrenia

was widely adopted in the United States, thereby alienating mental patients

and ex-patients from their parents and the parents from psychiatry.

It is therefore not surprising that psychiatry had difficulty establishing a

sympathetic constituency among the mentally ill and their relatives, which

constituency could have provided a means of winning public support and pro-

tection against the development of antipsychiatry. Nor is it surprising that

psychiatrists’ efforts to eliminate the stigmatization of the mentally ill, to

which stigmatization some psychiatrists themselves contributed, met with

limited success. I do not mean to suggest that parents might not play a role in

their offsprings’ disorder, but rather that psychiatrists, afraid of losing public

confidence and careful to protect their image, tended to give explanations of

mental illness and its chronicity in ways that minimized psychiatrists’ inef-

fectiveness. For more on this subject, see work by Dain (1994).

Szasz blamed the so-called mentally ill for their own condition, and Laing

blamed first the family and then society; other antipsychiatry advocates

blamed everything on psychiatry. Goffman’s study of asylums attributed men-

tal patients’ “schizophrenic” characteristics to the hospital rather than to the

nature of mental illness, and he also rejected the value of medicine. The

French polymath Michel Foucault, writing on mental illness in the early

1950s, considered it a cultural artifact. Foucault, whose ideas later became

enormously influential among American intellectuals, claimed that the “in-

sane” had once been and should again be integrated into society, but he did

not indicate how to accomplish this more humane social relationship (Fou-

cault 1965). In the same vein, sociologist Thomas Scheff, along with certain

influential historical writers, considered mental illness a socially created des-

ignation and depicted mental hospitals and psychiatry as forms of social con-

trol of outcasts and unwanted, troublesome people who had committed no

crimes (Rothman 1971; Scheff 1966, 1975; Scull 1979).
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One did not, however, need to deny the existence of mental disorder to

adopt an antipsychiatry stance. There was no lack of psychologists and sociol-

ogists who considered medicine and disease concepts irrelevant and stressed

instead learned behavior as an explanation for mental illness. Such was the po-

sition of the prominent psychologist Hans Eysenck, who contended that neu-

rotic individuals suffered from no “lesions . . . no infection [and] nothing

whatever that suggests . . . ‘disease’ ” (Eysenck 1975, p. 16). Even in the few

cases of organicity, he wrote, neurologists were the proper therapists; where

mere neurosis existed, it had been acquired through some form of learning and

was therefore the province of psychologists. In his view, psychiatrists therefore

really had no role to play. Additional views of this sort were posed later by

Eysenck (1978), Reznek (1991), and Sedgwick (1982).

Former Mental Patients and Antipsychiatry

In the 1960s and 1970s, these various ideas constituted the justification for

liberal and leftist antipsychiatry activists’ programs, especially among the

small amorphous new groups of vocal and occasionally effectively organized

ex-patients. These ex-patient activists, many of them well educated and artic-

ulate, operated in urban areas and were supported by an environment of social

and cultural change. They were impressive witnesses and advocates for re-

form by state governments of the status and treatment of the mentally ill.

They also sought to create independent self-help collectives or drop-in cen-

ters (Gordon 1982). To the extent that such patient-run centers succeeded,

and most of them were short-lived for lack of money, they tended to serve

persons who could function fairly well outside the hospital. As for the chronic

patients discharged from mental hospitals, most of them were transferred to

old-age residences and the streets, and some ended up in jails; only a small

number had homes to go to (Lamb 1984). The new community mental health

centers were not required by law to take discharged chronic patients and did

not do so, and the remaining functioning mental hospitals continued to house

a declining population of highly troubled, chronic patients and served as a

short-term last resort for acutely disturbed persons who had been out in the

community (Isaac and Armat 1990; Johnson 1990).

Extensive though it was, the antipsychiatry literature virtually ignored

the deteriorating condition of former mental hospital patients. Those writers

with an ideological axe to grind were less interested in the plight of mental pa-

tients and the realities of their lives than in campaigning against psychiatry.

And to do them justice, some critics did believe that if hospital psychiatrists

were deprived of their authoritarian powers, chronic mental ills would decline

once hospitals began discharging patients. As for ex-patient activists, they ob-

viously lacked the resources to provide for chronic patients, but more impor-

tant was their ideological commitment to antipsychiatry. Their goal was to

disallow, as Szasz taught, any valid role for hospital psychiatry that treated
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mental disorder as a somatic illness on an involuntary basis. They could then

justify the establishment of self-run nonmedical facilities where ex-patients

controlled their own lives (funded, of course, by government and by whatever

private sources they could find), without the interference of psychiatrists or

even sympathetic “sane” people. Ex-patient leader Judi Chamberlin (1978)

entitled her influential book On Our Own.

Chamberlin in effect argued that ex-patients, to be on their own success-

fully, must exclude nonfunctioning ex-patients and especially those who did

not seek help; those who needed help least would therefore take precedence

over those who needed it most. Thus would voluntarism be served. The large

majority of former mental hospital patients, the chronic and the aged (often

the same persons), along with those unwilling to ask for help, were consid-

ered inappropriate candidates for drop-in centers, whose establishment was

ironically justified as a means of providing appropriate care for formerly hos-

pitalized people. To recognize the incongruity of this situation would have

required admitting that drop-in centers would serve in actuality as satellites

to mental hospitals, where severely disturbed persons would be admitted.

The same was true for community mental health centers, which also refused

chronic patients. As one director of a community mental health center, a so-

cial worker, expressed it: to accept chronic patients just discharged from

hospitals would mean refusing treatment to troubled people already living in

the community (personal communication, April 1980). The result would be

loss of support from the community, which, together with the state, would

have to finance the center now that the federal government had virtually sur-

rendered its role as sponsor of community mental health centers. Besides,

chronic patients were expensive to care for, they did not recover, and they

would be resisted as residents in the community.

Szasz’s laissez-faire libertarian philosophy dominated middle-class an-

tipsychiatry advocates, but among radicals it faced stiff competition from Karl

Marx, or at least from his disciples. Marxists saw psychiatrists as servants of

an exploitative capitalist ruling class that drove people mad or defined revolu-

tionaries, real or potential, as mad in order to discredit them and confine them

in mental hospitals. Antipsychiatry among political radicals was seen as part

of a revolutionary movement that would bring down capitalism and usher in a

more just new world.

Although for the Marxists socialism was the only solution, some ex-

patients could not wait for that glorious day to win control over their lives. To

be on their own now, ex-patients needed substantial financial support. Should

they seek this funding from enemy capitalists and the exploitative state? Or

should they refuse tainted money and thereby the chance to attain limited

goals? The purists’ answer was “no” to the first, and “yes” to the second.

They even rejected cooperation with a group that might be considered their

natural ally, the National Alliance for the Mentally Ill, an organization of par-

ents of the mentally ill. The Alliance supported the theory, unacceptable to

radical ex-patients, that insanity had a somatic etiology, a position that gained
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adherents with the growth of neurobiological psychiatry and confirmed the

validity of psychiatry.2

In 1985 the long-simmering disputes within the antipsychiatry ex-patient

movement finally resulted in the dissolution of public unity, and several new

“reformist” competing organizations were formed. First there was the Na-

tional Mental Health Consumers’ Association, from which discontented

members resigned to create the National Alliance of Mental Patients. In 1986

the disputes led the monthly journal Madness Network News: A Journal of the

Psychiatric Inmates’ Liberation Movement, which had appeared for a decade

under different names, to cease publication. At issue were the questions of re-

form versus revolution, total independence versus support from the estab-

lishment, and the failure of radical politics significantly to empower the

ex-patient activists. Former radicals-turned-reformers, such as Judi Cham-

berlin, no longer denied the reality of mental disorders or totally rejected co-

operation with psychiatrists. Even before then, left-wing intellectuals,

psychiatrists, and political activists who advocated antipsychiatry had admit-

ted that their expectations about the destruction of psychiatry and the sup-

port its destruction would give to revolutionary movements, a position

popular in post-1968 France, had not materialized. Nor had mental patients

notably benefited from radical politics (National Organizations 1986), albeit

civil rights attorneys had succeeded in winning patients’ rights in state courts.

This dissent over goals, means, and power also plagued the few facilities con-

trolled by ex-patients. At the same time, by the 1980s, some leading American

psychiatrists were beginning to listen to their critics and were making over-

tures to the organized ex-patients. Some of these ex-patients, after much 

soul-searching and argument (and after years of demonstrations outside psy-

chiatrists’ meetings and mental hospitals), accepted the American Psychiatric

Association’s invitation to attend its 1985 annual meeting (see also Chapter 13

by Beard, this volume).

Other Attacks on Psychiatry

Both reformist and radical views were buttressed by claims of abuse of men-

tal hospital patients and bad side effects from drugs and other treatments. A

notable genre of antipsychiatry literature involved exposés of psychiatrists

who conducted unethical “scientific” experiments on mental patients, or

worse, those who participated in their persecution and execution in Nazi Eu-

rope. Among these activities were the post-World War II secret experiments
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with LSD and electric shock by various psychiatrists, some working for gov-

ernmental agencies, and the leadership role of prominent German psychia-

trists in the sterilization and murder of about 275,000 German mentally ill

“useless eaters” during the Nazi era, a subject largely ignored by the Ameri-

can psychiatric profession (Dain 1989). (One could also note that French psy-

chiatrists during the German occupation were involved in exterminating an

estimated 40,000 mental patients [Escoffier-Lambiotte 1987]). Ex-patient

Lenny Lapon (1986) claimed that thousands of mental patients died each year

in the United States consequent to the use of chemicals, electric shock, and

lobotomies, among other treatments. He did not, however, say that these

deaths were, as in Nazi Germany, intentional—a very important difference—

but he suggested a similarity in attitudes toward the mentally disabled. R. D.

Laing (1985) observed in his autobiography that psychiatry stressed the dif-

ference between the sane and the insane and thereby could come to the same

conclusion about exterminating the insane as that drawn by the Nazi regime.

(But Laing surely knew that most psychoanalysts and many psychiatrists did

not make a sharp distinction between the sane and the insane.) The horrible

brutality of German psychiatrists cannot be denied, and it is true that Amer-

ican psychiatry as an organized profession did, except in the case of the Soviet

Union, seek to avoid the issue of violations of the physicians’ obligation not to

harm patients. In this regard, psychiatrists have been more typical than ex-

ceptional: all professions tend to be reticent in criticizing their members’ eth-

ical lapses, the medical profession included.

The assault on psychiatry from the political left had begun in the late

1960s as part of the countercultural, anti-institutional ideology and activism

of the time. Earlier, in the 1950s, psychiatry had come under attack from the

political right, a reflection in part of the Cold War and its offshoot, Mc-

Carthyism. The newly formed political radical right-wing antipsychiatry

movement of the 1950s categorically opposed psychiatry as a liberal, left-

wing, subversive, communist, anti-American plot; psychoanalysis (with which

the ex-patients were not much concerned because it had affected mainly a

small, select, nonhospitalized clientele) came under special attack because of

its foreign (i.e., Jewish?) origin and supposed sexual and political liberalism.

Unaffected by the antipsychiatry among avant-garde intellectuals and uncon-

ventional psychiatrists, these right-wing activists incorporated their hatred

and fear of psychiatry and of modernism in general into a predominantly anti-

Communist, nationalist world view. In 1965 writer Donald Robison reported

in Look magazine that “a horde of John Birchers and other members of the

Radical Right descended upon the Wisconsin legislature last year, shouting

that the mental-health movement in Wisconsin was a subversive plot. They

caused the defeat of some 20 mental-health measures that seemed certain of

passage” (Robison 1965, p. 28). Similarly in California, extremists “raised . . .

a furor about Kremlin-directed brainwashing” (Robison 1965, p. 28). Dr. Jack

B. Lomas, clinical professor of psychiatry at the UCLA School of Medicine,

said he knew “a number of mentally sick men and women who were so fright-

Antipsychiatry •    289



ened by the anti-mental-health propaganda that they killed themselves rather

than accept help from any psychiatrist” (Robison 1965, p. 29). At a 1958

American Legion convention in California, a unanimous resolution was

passed declaring that “certain forces dedicated to the overthrow of our form

of government have distorted the magnitude of the problem of mental health

out of true proportion” (Robison 1965, p. 31). Another rightist declared that

“sane individuals” were hospitalized, and another asked, “Will YOU sit idly

by and allow them to be TORTURED and MURDERED?” (Robison 1965,

p. 31; see also National Association for Mental Health 1962; San Fernando

Valley Doctors Committee on Mental Health 1961).

The Church of Scientology, a self-help movement of the 1950s founded

by science fiction writer L. Ron Hubbard and turned into a religious sect,

claimed to have discovered the “only technology of the mind that can get rid

of the source of your problems, fears, psychosomatic illness and unwanted

emotions” (Hubbard 1950/1992, n.p.). The “Church,” from the 1960s to the

time of this writing, claimed that its own spiritual healing technology made

psychiatry superfluous and actively opposed publicly funded hospital psychi-

atry. When not totally rejecting psychiatry, scientologists insisted on proce-

dures that made commitment of patients to mental hospitals nearly impossible

by suggesting, for example, jury trials for all commitments. In the hospitals,

scientologists worked to deny psychiatrists the right, in effect, to treat com-

mitted patients by insisting that those patients willing to receive treatment

should be informed that all psychiatric practices, including electroconvulsive

treatment, chemotherapy, and lobotomy, endangered their health and could

cause death. The scientologists went so far as to attribute whatever they con-

sidered undesirable or dangerous in American life, including racism, to be a

product of the practice of psychiatry. Scientology’s antipsychiatry campaign

differed from that of other antipsychiatry groups in being better organized

and better funded and by its widespread use of lawsuits to stifle criticism of

scientology as a spurious religion and false science, and to fight exposés of its

allegedly shady financial practices. Also very important was scientology’s

prestige-building alliances with well-known nonscientologist critics of psy-

chiatry such as Szasz, civil rights lawyer Bruce Ennis, and feminist psycholo-

gist Phyllis Chesler; it attracted former mental patients such as Leonard Roy

Frank and won endorsements from entertainment notables John Travolta and

Chick Corea, among others (Church of Scientology 1973; Citizens Commis-

sion on Human Rights 1981, 1995; Frank 1979; Hubbard 1950/1992; Malko

1970; Wallis 1977).

Religionists and Antipsychiatry

Among the rightist antipsychiatry crusaders could be found fundamentalist

Christian believers, who added anticommunism to the traditional antimod-

ernism that had distinguished them from modernist Protestants earlier in the
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twentieth century. As in the past, opposition to psychiatry was based on the

traditional Christian view that insanity was commonly punishment for sin and

that denying this fact placed psychiatry in opposition to Christianity (Dain

1992). More interesting in light of the rise in the late twentieth century of re-

ligious fundamentalism and “New Age” spiritualism was the new Pentecostal

movement, in which spiritual healing found its most enthusiastic reception.

The Pentecostals included diverse groups such as the Assemblies of God and

the Church of God, some of whose leaders came to be known as charismatics.

In their attitude toward healing, they were divided over using nonspiritual

means along with prayer and faith in miracles. One of the most famous of the

charismatics, Oral Roberts, approved joint use of material and miraculous

means, whereas radical evangelists such as A. A. Allen did not. By the 1960s,

Roberts added a medical school to his university: his aim was to “combine

medicine and prayer as equal partners in healing” (Harrell 1990, p. 223).

Evangelists such as Roberts, who did not stress demonic possession, be-

came involved in treating all sorts of mental disorders, sometimes in their own

hospitals and in cooperation with psychiatrists. The focus of these groups was

on Christ as healer and their inheritance of his supernatural healing powers,

but like the mainstream Christian denominations, they saw a role for physi-

cians. Some psychiatrists were also revising their approach to the charismatic,

self-help programs of the religious sects and cults that had traditionally op-

posed psychiatry for spiritual reasons. Zealous groups such as the Unification

Church and the Divine Light Mission, wrote one psychiatrist in 1990, could

supplement and even collaborate in psychiatric care (Galanter 1990; Neuhaus

1986; Roof 1987).

The Courts and Antipsychiatry

Not all discontent with psychiatry came from extremists or radicals. From the

early 1960s to the late 1970s, the courts became more activist in implementing

social policy. Some mid-nineteenth-century jurists had worried about the

threat to society, especially the criminal justice system, if psychiatrists’ claim

to be the judges of human mentality was accepted. In the opinion of some

Americans, this threat was being realized a hundred years later.

Certain psychiatrists discussed the threat to individual rights and to soci-

ety posed by the growing power of psychiatry through its practitioners’ asser-

tion of unjustified authority in many areas of American life (Coleman 1984;

Robitscher 1980; Torrey 1974). For example, psychiatrists were not notably

successful in predicting behavior; still, when asked by the courts to guide

judges and juries in sentencing, they readily gave their opinion about the dan-

gerousness of convicted criminals. Also questioned was psychiatrists’ increas-

ingly important role in the disposition of criminal cases involving juveniles

and in child custody fights, as well as in obtaining legal abortions for patients,

settling injury claims, and, during the Vietnam War, determining who should

be exempted from the draft or who might break down in military combat.
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There was evidence, often in psychiatrists’ own statements, supporting at

least some of the criticism of their overweening power. Some psychiatrists

did, and still do, argue that criminality is an example of mental disorder, and

psychoanalysts added their voices to those who thought punishment ineffec-

tive in controlling undesirable behavior (e.g., Menninger 1969). Psychoanaly-

sis, moreover, found the origin of much behavior outside of consciousness:

people did not know why they acted as they did and often could not control

themselves. Some psychiatrists expanded the concept of who could legiti-

mately be considered mentally ill and freed of responsibility far beyond the

traditional limits of schizophrenia, manic-depressive disorders, and other

chronic mental illnesses or psychoses to include virtually all troubled people,

all driven by unconscious forces.

These ideas inspired anxiety that no one could be held responsible for

anything. Courts would be abandoned in favor of hospitals and doctors, and

all deviant behavior would be medicalized and therefore unpunishable. And

indeed in the twentieth century, all sorts of people were withdrawn from the

criminal justice system, especially youthful offenders. Traditional beliefs

about good and evil or right and wrong were converted into medical ques-

tions. Society, it was feared, was abandoning religious morality and tradition

(Brooks 1974; Coleman 1984; Ennis 1972; Gross 1978; Ingleby 1980; Reznek

1991; Robitscher 1980). A further issue was highlighted in the Hinckley case,

where the psychiatrist who had been treating the young man before he shot

President Reagan came under scrutiny for allegedly not preventing Hinckley

from acting out his fantasies. As in the past, finding a defendant not guilty by

reason of insanity still stimulates, or bolsters, strong public distrust of psy-

chiatry.

A different role for the courts was established when members of the legal

profession, inspired by the struggle for black civil rights, joined the antipsy-

chiatry “movement” to argue successfully for the legal protection and expan-

sion of the rights of individual hospitalized mental patients. For the first time,

such patients were allowed the right to obtain appropriate treatment and to

refuse treatment, and in many states involuntary commitment (except in cases

of demonstrated dangerousness) was abolished. By the new rules, individual

rights superseded the right of society to force on adults unwanted hospital-

ization or treatment except in a medical emergency or in cases of imminent

danger posed by a supposedly deranged person. Although in practice the

standard of dangerousness turned out to be elastic, the number of patients ad-

mitted to mental hospitals did decline; one state court held that hospitals must

either provide treatment or discharge involuntary patients, and some judges

mandated minimum standards of treatment (Appelbaum and Roth 1984;

McGarry and Chodoff 1984; Wanck 1985).

The new legal rights granted to mental patients, which were in part stim-

ulated by the perceived failure of mental hospitals to provide humane and ef-

fective therapy, could be seen as reforms or as outright antipsychiatry.

Psychiatrists tended to see them as antipsychiatry in effect and sometimes in
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intent. The effect was certainly to deny hospital psychiatrists the traditional

authority that they claimed was essential to treat and manage patients suc-

cessfully.

Perhaps more importantly, the legal challenges often resulted in the dis-

charge of many patients because the legal mandate to offer adequate therapy

and decent living conditions was too costly to be carried out. In the absence of

the network of community mental health centers for such patients that was

proposed by the advocates of deinstitutionalization, it is debatable whether

such persons lived under better conditions in the streets or in old-age homes

when “freed” from the control of psychiatrists.

The state legislatures’ protection of the personal liberty of prospective

patients by requiring a finding of dangerousness as a condition for admission

to the mental hospital also effectively denied hospitalization to some who

could get no treatment elsewhere. Legal reforms were not usually accompa-

nied by positive provision for patients’ needs. By the 1970s and especially the

1980s, hospitals, with the approval of most state legislatures, sought to admit

as few patients as possible in an effort to cut costs. The result was a reduced

hospital population and shorter duration of average residence for patients

within the hospital. Private psychiatric hospitals also were under pressure to

cut hospital stays; those patients without great means would in some institu-

tions be kept only until their insurance ran out, regardless of their condition.

Economics has always been a key factor in the fate of the mentally ill, who so

often require long-term care and for whom even acute care means longer hos-

pital stays than for those with other illnesses. Witness the struggles in the

early 1990s over whether and to what extent to include mental health cover-

age in President Clinton’s health insurance reform proposals.

It is therefore not clear whether the new “system” of mental health care

was much of an improvement over the old. No doubt some formerly hospital-

ized patients benefited, but others were harmed by the new activism of the

courts. In many court decisions, patients’ rights were protected on the appar-

ent assumption that the primary obstacles to their recovery were the hospital

and the psychiatrists and, as usual, the fate of the chronic, aging patient was

overlooked (Birnbaum 1974; Ennis 1972; Dugger 1992; Treffert 1974). By

1992, in the majority of American communities, the new legal regime had bro-

ken down. A survey sponsored by the Public Citizen Health Research Group

and the National Alliance for the Mentally Ill, supported by the American

Psychiatric Association and the American Jail Association, found widespread

neglect of mentally troubled persons who, through lack of treatment pro-

grams, were being relegated to local prisons (Hilts 1992).

That mental disorders were the product of psychiatric mismanagement or

venality, that the “insane” would disappear with the destruction of the psychi-

atric profession or the closing of mental hospitals, or that all mental patients

would be able to take advantage of their newly recognized rights seemed in-

creasingly open to question. The courts, moreover, still depended on psychia-

try. Despite perpetual complaints by lawyers that psychiatrists erroneously
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claimed to have knowledge about mental patients’ future actions, in the late

twentieth century the Supreme Court refused (most notably in 1974 and 1976

in the well-known Tarasoff case) to accept psychiatrists’ disclaimers of their

ability to predict dangerousness reliably (Colaizzi 1989; Roth and Meisel

1977). Admittedly, the newfound modesty of psychiatrists might have derived

in part from their fear of being sued in cases where they did not warn of the

danger that a patient under treatment posed, but the courts no doubt found

their guidance to be better or more knowledgeable than anyone else’s.

Jurists continue to dispute with psychiatrists over the nature of crime,

over the legal responsibility of those found suffering from mental illness, and

over the legitimate authority of psychiatry in the criminal justice system. Nor

is it likely that these issues will ever be resolved. They are not exclusively sci-

entific questions, and in any case science as yet has provided few definitive an-

swers. Science and medicine influence the way society decides these issues,

but often even more significant have been changing moral, religious, and so-

cial values and economic conditions.

Changes in Psychiatry

Psychiatry itself has been reoriented. Hospital psychiatry has declined, and

psychiatry in general has lost some of its previous status and power. Although

many individual psychiatric practitioners had little awareness of the antipsy-

chiatry activism, there have been leaders in psychiatry who knew what was go-

ing on and were sensitive to the complaints and protests. A significant

breakthrough was the invitation from American Psychiatric Association pres-

ident John Talbott to ex-patient groups to come in from the cold and partici-

pate in the American Psychiatric Association’s 1985 meeting. He not only

acknowledged the existence of the organized ex-patients, but also developed a

program to work with them to redress their grievances and thereby win

needed allies in the perpetual struggle for resources to treat and study mental

illness. Talbott remains in the leadership of those psychiatrists who have built

good working relationships not only with ex-patients but also with their par-

ents and other interested parties.

Another key change in psychiatry has been the resurgence of somaticism.

In the face of competing (and less long-term) psychotherapies and of difficul-

ties in verifying its effectiveness, psychoanalysis began to decline in the 1960s;

subsequently, psychotherapy in general largely gave way to drug therapy, or to

combinations of both. At the same time, mainstream psychiatry acknowl-

edged the possible devastating side effects of certain psychotropic drugs.

Most important, perhaps, research into the biochemistry of behavior and the

biology of the brain has come to the fore in the investigation of the etiology

and treatment of mental disorders and is leading to new support for psychia-

try (Sabshin 1990). Even Szasz’s confidence that so-called mental illness

lacked a significant biological component except in a few rare instances has
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been shaken, as revealed in his book, Insanity: The Idea and Its Consequences

(1987), although he stood his libertarian ground nevertheless. Even if so-

called schizophrenics were found to be suffering from real brain disorders,

Szasz asserted, he could not condone forced institutionalization and treat-

ment. His commitment to individual rights and autonomy superseded every-

thing else.

In the continuing mind-body arguments, general systems theory has been

most influential, and there appeared a number of writings by philosophers,

neurologists, psychiatrists, and psychologists arguing for a mind-brain iden-

tity approach (Churchland 1986; Goodman 1991; Priest 1991; Reznek 1991;

Wakefield 1992). Also by the 1980s, the revisionist history and sociology of

mental illness that had helped to fuel contemporary antipsychiatry was itself

being revised. Such criticism included self-criticism, as some revisionists ac-

knowledged the inadequacy of social control theory in explaining the com-

plexities and problems of the mental health field.3

Indeed, as the years go by, antipsychiatry’s hostility to science or, at best,

neglect of the accomplishments of researchers, has given much of antipsychi-

atry an irrelevant cast. Antipsychiatry is increasingly an alternative without an

alternative. Science is passing it by. Antipsychiatry is on the wane. Mental ill-

ness is still with us; American society is still dealing with the consequences of

deinstitutionalization; psychiatry, though changed, is not obliterated; and

chronically ill patients are still neglected. To some observers, the clock has

been turned back to the preasylum days two centuries ago. In the 1980s, many

Americans abandoned the belief that it was possible, or economically feasible,

to eliminate poverty and provide for the needs of the disadvantaged, be they

physically or mentally ill. This retreat from traditional American optimism

defeated not only the hope for successful therapy attending the birth of mod-

ern psychiatry but also that form of antipsychiatry that sought to force psy-

chiatry to live up to its best and most hopeful ideals. Whether a new spirit of

optimism and social concern will lead to a better day for those suffering from

mental and emotional disturbances is not yet clear.
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