
Oliver Wendell Holmes observed in 
1861 that medicine "is as sensitive to out- 
side influences, political, religious, philo- 
sophical, imaginative, as is the barometer 
to the changes of atmospheric density" (1). 
Medicine and health are now major issues 
in political discourse, public policy deci- 
sions, and resource allocation; but sub- 
stantive scientific and medical data fre- 
quently get short shrift in the decision- 
making process. Pilot programs and ex- 
periments have usually not been under- 
taken before full-scale programs are put 
into effect. Consequently, massive health 
and welfare programs are mounted with 
inadequate consideration of potential iat- 
rogenic consequences or other con- 
traindications. Only now, on a very cau- 
tious and small scale, are clearly experi- 
mental studies of new social policy being 
undertaken (2). 

The political-public-policy process is 
such that, once a program of respectable 
size and political prescription is mounted, 
it is extremely difficult to change its course 
even if there is mounting evidence that its 
cost or its harmful effects far exceed its 
benefits. When the policies involve ideolog- 
ical issues, they may rather quickly pass 
through a process of "social validation" 
(3) and acquire a life of their own, divorced 
from empirical validation or refutation. 

The mental health movement experi- 
enced its initial impetus following World 
War II, but its growth accelerated mark- 
edly in the early 1960's as part of a wide- 
spread recrudescence of concern for social 
and institutional reconstruction and dis- 
tributive justice. The term "mental 
health," which had at first served primarily 
as a euphemism for "mental illness," now 
expanded to aggregate all behavior rang- 
ing from the everyday thoughts and feel- 
ings and inner life of everyman to the ex- 
treme psychosocial disturbances of the 

florid psychoses. If any boundaries and 
conceptual precision ever existed for the 
term mental illness, it was now lost. With 
the elevation of the mental health move- 
ment to a position of national prominence, 
reflected in congressional acts and presi- 
dential speeches, public policy issues 
emerge with considerable import for so- 
ciety at large rather than only for a limited 
spectrum of afflicted individuals. Specifi- 
cally, the issue of community mental 
health (treatment of the mentally ill at 
home and in the community, in contrast 
to the traditional mental hospital treat- 
ment) brings with it a host of potential 
trade-offs. Community treatment and the 
planned complete phasing out of the pub- 
lic mental hospital have become official 
policy of federal, state, and local gov- 
ernment, with enthusiastic sanction from 
professional and citizens' organizations. 
The policy stance was stated in the report 
of the Joint Commission on Mental Illness 
and Health (4): 

The objective of modern treatment of persons 
with major mental illness is to enable the patient 
to maintain himself in the community in a nor- 
mal manner. To do so, it is necessary (1) to save 
the patient from the debilitating effects of insti- 
tutionalization as much as possible, (2) if the 
patient requires hospitalization, to return him to 
home and community life as soon as possible, 
and (3) thereafter to maintain him in the com- 
munity as long as possible. Therefore, aftercare 
and rehabilitation are essential parts of all ser- 
vice to mental patients, and the various methods 
of achieving rehabilitation should be integrated 
in all forms of services, among them day hospi- 
tals, night hospitals, aftercare clinics, public 
health nursing services, foster family care, con- 
valescent nursing homes, rehabilitation centers, 
work services, and expatient groups. 

Along with the shift to community treat- 
ment and maintenance, concepts of pre- 
vention adapted from traditional public 
health principles have emerged, directed 
toward intervention in and modification of 
conditions assumed to cause or be con- 
ducive to mental illness (5). 

The growth of the mental health move- 

ment and its component disciplines, as well 
as the general reorientation to community- 
based treatment, has come under a contin- 
uous stream of criticism and comment 
from an extremely diverse range of critics, 
whose views are often at polar extremes 
(6-10). The major public policy decisions, 
however, have tended to ignore substantive 
issues and developments in biological psy- 
chiatry and the behavioral sciences and 
have been predominantly determined by 
short-range political expediency and the 
pressures of social reform. A compelling 
body of systematic evidence now exists to 
suggest not only that the actual cost-bene- 
fits of community treatment (using cost in 
its broadest social sense) are far less than 
its advocates proclaim, but that the con- 
sequences of indiscriminate community 
treatment may often have profound iat- 
rogenic effects; in short, we may be pro- 
ducing more psychological and social dis- 
turbance than we correct (11-15). 

Terms and Assumptions 

Given the global and imprecise usage of 
the terms "mental illness" and "mental 
health," some narrowing of focus is neces- 
sary. To a great extent, the lumping of all 
behavior together reflects a guiding as- 
sumption of many mental health profes- 
sionals, and advocates of community men- 
tal health programs in particular, that all 
behavior exists on a continuum; that differ- 
ences between the problems of living, on 
the one hand, and the psychoses, on the 
other, are quantitative, not qualitative (7, 
16). It is further believed that intervention 
in the early stages of development of a 
problem can prevent disability and that 
treatment will reduce morbidity and dis- 
ability (5). In an excellent discussion of this 
assumption, Mechanic (8) has called atten- 
tion to the conjectural nature of these as- 
sumptions and to the growing body of evi- 
dence to the contrary. It increasingly ap- 
pears that the psychoses, especially the 
chronic psychoses, are qualitatively differ- 
ent from other forms of psychological dis- 
order. In a now classic study of the rates of 
mental illness in Massachusetts over the 
last century, Goldhammer and Marshall 
(17) found that there was no evidence to 
support the belief that psychosis was in- 
creasing in modern society, and no system- 
atic data have yet appeared to alter their 
conclusion. Despite diagnostic, theoretical, 
and cultural differences, the rates of hospi- 
talized psychoses remain quite similar 
among the developed Western societies, 
nor do they appear to vary much over time 
(8). Although the practices of military psy- 
chiatry have varied over time, rates of hos- 
pitalized psychoses in the armed forces 
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show considerable consistency between 
World War I and World War II; no essen- 
tial differences in psychosis rates emerge 
under extreme combat conditions or 
bombing attacks (18), nor do rates of psy- 
choses increase in civilian populations ex- 
posed to bombing or other stresses (8). An 
impressive body of evidence over time and 
across cultures regarding rates of psycho- 
ses, coupled with the extensive evidence on 
concordance and consanguinity in schizo- 
phrenia and manic-depressive psychosis 
(19, 20), testifies against the idea of a 
simple behavioral continuum of psycho- 
pathology and does not support the belief 
that treatment, intervention, and policy 
formulations can be meaningfully ad- 
dressed in a nonspecific, global manner. 

As used in this discussion, "mental ill- 
ness" refers to the major psychoses, and no 
attempt will be made to discuss in detail 
the issues of community treatment for 
other conditions. A considerable literature 
demonstrates that psychotics can be 
treated in the community, can be dis- 
charged from hospital after very brief hos- 
pitalization, and can be maintained in the 
community, as evidenced by lower rates of 
readmission (13, 14, 21, 22). Such studies, 
however, are essentially "program effec- 
tiveness" studies which demonstrate that it 
is possible to accomplish the stated pro- 
gram or to implement a particular policy. 
Our concern here is with "program bene- 
fits"--the costs and benefits attendant 
upon the implemented program. Although 
the factors involved in the decisions to hos- 
pitalize, the determination of suitability 
for discharge, and subsequent success in 
avoidance of readmission are staggering 
and of profound importance to a complete 
review of the current mental health scene, 
they will not be discussed here. Rather, 
existing studies of the effects of community 
treatment on family, siblings, and off- 
spring, as well as the psychotic patient, will 
be examined and then related to current 
theories of development and social func- 
tioning. Unfortunately, and despite the im- 
portance of the questions, such studies re- 
main quite scarce. 

Since the turn to community treatment 
represents a retreat from the apparent fail- 
ures of confinement in the public mental 
institutions, some discussion of the histori- 
cal rise and fall of these institutions is es- 
sential to an understanding of the factors 
involved on the current scene. 

The Mental Hospital 

"Throughout the greater part of human 
history the role of the medical man in the 
care and treatment of the mentally ill has 
been a minor one. Only in recent decades 

1278 

has the medical approach assumed a domi- 
nant position in this field.... The story of 
the mentally ill falls largely within the pe- 
numbra of social welfare development..." 
(23). Consequently, and as has been amply 
documented, conceptions of mental illness 
and the treatment afforded those labeled 
mentally ill have reflected prevailing reli- 
gious, moral, and social philosophies, a 
state of affairs characteristic of psychiatry 
and the entire mental health field from 
their inception up to and including the 
present time. Although advances in medi- 
cal and scientific knowledge have occurred 
and have been incorporated into practice, 
the major trends in the field continue to be 
dominated by social philosophy, moral 
suasion, and belief under the guise of medi- 
cine. This is most glaringly apparent in the 
consideration of the role of the mental hos- 
pital itself as a treatment modality. 

While 18th-century European reforms 
brought drastic changes in the humanita- 
rian aspects of confinement of the mentally 
ill, medical advances were meager. In the 
New World, changes from the European 
pattern began to evolve and were incorpo- 
rated into major social policies concerning 
poverty, welfare, and prisons during the 
Jacksonian era. During this period of time, 
overall concern for social change and so- 
cial progress, free of European tradition 
and tailored to the new society, gave rise to 
a wave of optimism about the per- 
fectability of man and his social order. 
This optimism extended to mental illness: 
the psychiatrists of the time and their lay 
supporters insisted that insanity was cur- 
able, in fact more curable than most other 
ailments (24). They believed that the 
causes of insanity were to be found in the 
social order and environment, and cure 
was to be brought about by a corrective en- 
vironment which would remedy the defi- 
ciencies of the society. The programs of the 

"asylum," which came to be known as 
"moral treatment," were widely and ex- 
travagantly proclaimed; legislatures were 
petitioned to create state-supported insti- 
tutions for the insane, and by 1860, 28 of 
the 33 states had done so. By 1870, how- 
ever, these institutions had suffered a dra- 
matic decline from reform to custodial es- 
tablishments, and "both the reality of insti- 
tutional care and the rhetoric of psychia- 
trists made clear that the optimism of 
reformers had been unfounded, that the ex- 

pectation of eradicating insanity from the 
new world had been illusory" (24, p. 265). 
Now psychiatrists began to reexamine 
their earlier optimism and decided that in- 

sanity was becoming more of an incurable 
disease, that earlier statistics were er- 
roneous, hospitalization was inadequate to 
accomplish the desired ends, and mild 
cases were best treated at home. The state- 

supported mental institutions deteriorated 
into understaffed, overcrowded places of 
last resort. They were not again to occupy 
a prominent role in public policy until after 
World War II, although private institu- 
tions for the mentally ill continued to de- 
velop, often providing models of the care, 
attention, staffing ratios, and treatment 
possible in an institutional setting. 

Thus, while public mental institutions 
rose and fell on the basis of exaggerated 
claims, erroneous beliefs, utopian social 
philosophy, and fallacious rhetoric, private 
hospitals continued to develop, and they 
flourish to this day. It is essential to recog- 
nize that the detrimental effects of institu- 
tionalization that are currently expounded 
are not necessarily a function of institu- 
tionalization per se; they appear to exist in 
interaction with the quality of the institu- 
tion and the type of patient (specific illness 
and its stage). Institutionalization, even 
"total institutionalization" (25), is not a 
unique characteristic of mental institutions 
but rather is a possible and probable con- 
sequence in any setting characterized by 
neglect and depersonalization (13). The 
current policy position of a large segment 
of the mental health professions, the Na- 
tional Institute of Mental Health, and the 
lay lobby organizations, that institution- 
alization is detrimental and the public in- 
stitutions should be phased out over the 
shortest span of time possible, is based 
upon the logical fallacy that since bad hos- 
pitals are bad for patients, any hospital- 
ization is bad for patients and should be 
avoided entirely or made as short as pos- 
sible (10). Reinforcement for this position 
is provided by the most limited type of cost 
accounting and administrative statistics, 
from which it is fallaciously concluded that 
economies will be realized by such policies. 
Thus it is made to appear that humanita- 
rian ends can be achieved at lower cost, an 
outcome that has obvious popular appeal. 
That this policy will eventually lead to the 
need to rediscover the public mental insti- 
tution has already been noted (12, 15, 26), 
since there unfortunately remain large 
numbers of chronic psychotics who are 
unable to exist outside of an institutional 
setting. 

Stress, Environment, and Asylum 

Current theories of individual psycho- 
social functioning and dysfunction place 
considerable emphasis upon environmen- 
tal and social stress and interpersonal, in- 

trafamily processes. Basic individual biol- 

ogy is often completely ignored or alluded 
to grudgingly; learning processes are con- 
sidered primary in etiology. Thus, from 

psychoanalysis through operant condi- 
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tioning theories, although the terminology 
is vastly different, the learning process is 
invoked as the basis for specific maladap- 
tive behavior, thoughts, and feelings of 
those to whom mental illness is ascribed. 
As has been indicated above, this emphasis 
upon the community, the environment, and 
the social system as primary sources of 
stress is certainly not new. But earlier the 
mental institution was seen as a place of 
asylum, where free from the stresses, 
strains, and corruptions of the social order 
the patient could be retrained; where the 

past evils would be unlearned and a correc- 
tive, totally new learning environment pro- 
vided (23, 24, 27). Now, however, the 

patient is seen as best treated within the 

setting that is presumed to have induced or 
contributed to his illness. (It is an inter- 
esting commentary of the times that the 
term "asylum" and its literal meaning of 
protection and safety are no longer used 
with reference to mental illness, but usu- 
ally only appear in the context of politics.) 
The apparent paradox has been com- 
mented upon in detail by Kubie (10). Con- 
comitantly with their ascribed etiologic 
role, these same family contacts and social 
environments are now seen as maximally 
therapeutic, and the patient is to be main- 
tained in the community and home rather 
than in the hospital. 

The paradox arises because health pol- 
icy is formulated largely on the basis of be- 
liefs and attitudes which, at their best, rep- 
resent uncritical clinical judgments but 
certainly not systematic explorations of 
specific contexts of treatment for specific 
types of conditions. The continuing ten- 
dency is to deal with global aggregates of 

patients and treatments under vague ru- 
brics such as "mental health" or "mental 
illness," while ignoring the growing body 
of literature indicating the absolute imper- 
ative for reliable differential diagnosis 
leading to specific therapies and therapeu- 
tic modalities (28). Probably the most 
striking example of such differentiation is 
that between schizophrenia and affective 
(depressive) psychosis, which leads to the 
use of quite different pharmacologic agents 
and therapeutic regimens (29). At this 
point, however, the conceptual inconsis- 
tency of treating the patient in the very en- 
vironment that is seen as the cause of his 
problems needs further amplification. Tak- 
ing as the point of reference the heavy em- 
phasis upon learning as the basis of treat- 
ment modalities, with the attendant public 
policy decisions in favor of community 
treatment, we may compare these choices 
with available data on the psychotic 
patient in the family and community set- 
tings. In this fashion, the broader effects of 
current policies may be examined within 
the context of total social costs. 

27 JUNE 1975 

Social Learning and 

Developmental Psychopathology 

With hospitalization to be avoided or 

kept as short as possible, many mental 

patients who in the past would have been 
removed from the family situation now re- 
main at home; many children who in the 

past would have had little exposure to a 
psychotic parent, being reared by one par- 
ent or by parent surrogates, are now ex- 

posed to a psychotic parent or parents in 

varying states of pharmacologically con- 
trolled remission. What effects may be 

produced or exacerbated by such circum- 
stances, where learning and imitation are 
seen as of major developmental impor- 
tance? The development of the child as a 
social organism has been approached from 
a variety of perspectives, including multi- 
faceted and multidisciplinary formula- 
tions. In all of them early experience is 
seen as leaving permanent residues in the 
individual; they all view socialization as so- 
cially purposive to some degree; and in 
most some version of adaptation is seen 
which integrates individual development 
and societal goals (30). Central to these 
theories is the role of the parent or parent 
surrogate in providing models, explicit and 

implicit, to the developing organism. This 
is not to be taken as necessarily mini- 
mizing biological determinants of behav- 
ior. Even the most biologically based theo- 
ries acknowledge the role of environmental 
factors in shaping specific behaviors and 
evoking extreme stress responses in those 
genetically prone. Diathesis-stress,models 
(19, 20, 31) in particular acknowledge the 
environmental role while detailing specific 
genetic involvement in mental illness. 
What then are the effects where the behav- 
ioral models are distorted or defective or 
when the child is caught up in the emo- 
tional turbulence of major parental mental 
disorder? 

Despite the importance of the question, 
there have been few controlled, long-term 
studies of children of psychotic parents. 
Enough data have been collected, however, 
to lead current investigators to regard such 
children as a high-risk group for the devel- 
opment of some form of psychiatric dis- 
order at some point in their lives. Although 
data indicate both genetic and environ- 
mental factors, assignment of differential 
risk is not yet possible. Consistently, the 
studies of the children of psychotic parents 
show higher rates than the general popu- 
lation not only of schizophrenia and 
manic-depressive psychosis but of other 
types of psychological and behavioral dis- 
turbances (32-36). Thus, Anthony's re- 
search finds that in a group of such chil- 
dren about 15 percent will themselves de- 
velop a psychosis, approximately 40 per- 

cent will become juvenile delinquents or 

engage in some form of antisocial behav- 
ior, and the rest will be essentially normal, 
including a subgroup of about 10 percent 
who are actually superior, creative people. 
There is obviously no simple relationship; 
the work of Mednick and Schulsinger (32), 
Anthony (34-36), and Reisby (37) in- 
dicates complex interactions between 
length of time with parent, type of parental 
illness, sex of parent, and so on. In this re- 

gard it is important that consideration not 
be limited to the behavior (symptoms) of 
the parent but be extended to the broader 
network of relationships and communica- 
tions within which the child's thought 
processes, coping mechanisms, affective re- 
sponse patterns, linguistic abilities, and 
normative standards evolve. The distur- 
bances in these patterns in the setting of 
the psychotic parent are current foci of in- 
tense study and give rise to what Anthony 
(36) has recently described as "the con- 
tagious subculture of psychosis." The new 
treatment policies have led "to an increase 
in the incidence of ambulatory and re- 
mitted psychosis in the general population. 
Since the relapse rate has remained rela- 
tively constant throughout this time, fam- 
ilies are being exposed, more than ever be- 
fore, to the initial stages of psychotic epi- 
sodes ... but the potential detriment to the 
family members resulting from the pres- 
ence of a psychotic person in their midst 
has not received the careful scientific scru- 
tiny it deserves. As the traffic between 
home and hospital multiplies, a point may 
be reached when the mental health needs 
of the community as a whole conflict with 
the mental health needs of individual 
patients" (34, p. 312). 

It would appear that this point may have 
been reached and that its implications need 
to be incorporated into new policy formu- 
lations, resource allocation, and psychiat- 
ric practice as well as into extensive further 
research. We still do not know the relative 
effects (strengths and weaknesses) upon 
the offspring's later behavior and perform- 
ance of being removed from the care of the 
psychotic parent or being exposed to that 
parent, as a function of type of parental ill- 
ness, sex of the parent, length and intensity 
of exposure, and the critical periods of 
maximum developmental effect on specific 
psychological functions. Supposed benefits 
for the patient alone can no longer suffice 
as determinants of policy when the data so 
strongly indicate potential iatrogenic ef- 
fects on others. These points are even more 
strongly reinforced by the few studies 
which actually compare treatment at home 
and in the community with treatment in 
the hospital when the dependent variables 
are not only improvement of the patient 
but also family and social costs. 
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Community and Home versus 

Hospital Treatment 

The mental health literature contains an 
impressive number of studies of the effects 
of treatment, the focus of which has been 
primarily on the patients themselves. 
Given the highly social nature of mental 
health theorizing, assumptions, and poli- 
cies, it is surprising that such a small seg- 
ment of the research deals with the social 
cost and impact of treatment and practice. 
Conceptually the need to abandon the indi- 
vidual patient model in favor of a more ex- 
tensive, complicated (and costly) systems 
model is not at all new. The issues, sum- 
maries of research, and their policy impli- 
cations have been excellently presented by 
Mechanic (8, 9), Kahn (12), Wing and 
Brown (13), and Kramer (38). 

A study by Pasamanick et al. (21) lends 
itself to examination of the issues we have 
been raising. The study was a comparison 
of the effects of hospitalization and non- 
hospitalization (home treatment) on sev- 
eral groups of schizophrenic patients ob- 
served for 6 to 30 months. The authors 
concluded that the study demonstrated the 
feasibility of caring for schizophrenics at 
home and that the methods and procedures 
used were effective in preventing hospital- 
ization. Direct data for assessing our con- 
cerns of social cost and social policy are 
not provided, but inferences may be drawn 
from some of their data, particularly those 
relating to psychiatric and social function- 
ing after 6, 18, and 24 months. In all the 
groups, most of the improvement occurred 
during the first 6 months; there was only 
minor improvement, if any, thereafter. The 
rates of improvement during these first 6 
months did not differ appreciably among 
the groups. Thus one form (locus) of treat- 
ment appears to have had no advantage 
over the other, at least so far as the individ- 
ual patient is concerned. 

The disruption to family and community 
of the home-care groups was highest in the 
beginning, with disturbing and disturbed 
behavior occurring frequently but decreas- 
ing significantly during the first 6 months. 
Of course the families and communities of 
those patients who were hospitalized were 
relieved of the burden, whereas the families 
of home-treated patients continued to ex- 
perience their difficulties. It can be con- 
cluded that there is considerable social cost 
in keeping the patient on home treatment, 
at least during the initial, acute illness 
phase, with no clear-cut therapeutic advan- 
tage to the patient. A 5-year follow-up of 
these same patients revealed no differences 
in social or psychological functioning be- 
tween those who had been treated in the 
hospital originally and those treated in the 
community (39). 

1280 

Another study (40) was more directly 
concerned with family and community 
costs as well as patient outcomes in a 5- 
year follow-up of 339 schizophrenic 
patients. A considerable proportion of the 
relatives of these patients stated that the 
patients' illness was harmful to their own 
health, had produced disturbances in the 
children, and was accompanied by consid- 
erable financial difficulties. In another fol- 
low-up study (41) patients and their fam- 
ilies were studied 2 years after hospital- 
based or community-based treatment; the 
authors report that hospital-based treat- 
ment was more effective in reducing anx- 
iety and distress among patients' relatives, 
and that the community care families were 
much more likely to be having a variety of 
problems 2 years later. Other investigators 
report similar findings (13, 42, 43). 

From all the studies available two essen- 
tial points emerge: from the standpoint of 
the individual patient, community or home 
treatment is not necessarily superior either 
in its short-term or its long-term effects; 
and secondly, when the scope of investiga- 
tion includes the family and relatives, "the 
burden on relatives and the community 
was rarely negligible, and in some cases it 
was intolerable" (13, p. 192). Thus, when 
considerations of psychiatric morbidity are 
extended to the effects on relatives and the 
community, it becomes clear that current 
treatment policies maintain or promote 
psychological disturbance which more re- 
alistic approaches could minimize and oft- 
times prevent. 

Neither maintenance in the community 
during treatment nor return to the commu- 
nity after brief hospitalization can any 
longer be viewed as meaningful indicators 
of either effectiveness of treatment or so- 
cial functioning. Follow-up studies of psy- 
chotic patients returned to community 
tend to reveal distressingly high per- 
centages of marginal or poor adjustment 
and of unemployment, and for many a sub- 
sequent need to return to hospital and re- 
main there (13, 43, 44). The existence of 
many ex-patients outside the hospital mir- 
rors that of those within, but in an environ- 
ment which, at best, must be accom- 
modated to maintain them, at a social and 
economic cost rarely calculated or studied. 
The pharmacological agents that account 
for a good deal of the effectiveness of the 
community care policy are in themselves a 
mixed blessing, for often there are iatro- 
genic neurological sequelae as a con- 
sequence of the long-term and often hap- 
hazard, massive dosage used to prevent re- 
hospitalization (45). 

One other aspect of the community pol- 
icy for psychotic patients needs comment: 
its relation to procreation by the mentally 
ill. There are two questions here: the ability 

of mentally ill parents, particularly moth- 
ers, to provide adequate care to their chil- 
dren, and the probability of increased fer- 
tility rates of those who now reside in the 
community rather than in an institution. 
As to the first point, mentally ill parents 
can and do provide care which ranges from 
essentially sound to the other extreme of 
terrible neglect and trauma. The essential 
aspects of these potential effects were dis- 
cussed earlier. As to the second, it has been 
observed that since the shift to a commu- 
nity focus rather than an institutional one 
there has been a marked increase in birth 
rates among the severely mentally ill, for 
both legitimate and illegitimate births (46). 
Thousands of schizophrenics and others 
who could not bear children while in custo- 
dial settings are now in the community 
with biological capability of reproduction 
(12). As recently described by Rosenthal 
(19), the pattern of natural selection in 
man has changed markedly over time and 
this is apparently true for the mentally ill 
as for man in general. The increased repro- 
duction of those who previously were in 
custodial settings increases their inputs 
into the potential gene pool. Given the 
striking research consensus on the pres- 
ence of genetic as well as environmental 
factors in predisposition to and devel- 
opment of disorder in such high-risk popu- 
lations, Rosenthal suggests that "future 
generations may include many more men- 
tally ill persons, and those predisposed to 
mental illness, than exist today" (19, p. 
11). 

Summary and Conclusions 

That reform movements often create 
more problems than they solve has been 
noted (47), and the task of each succeeding 
generation is to correct the excesses of the 
last; the issues and problems are not 
unique to mental illness. There comes a 
time when reformist zeal must be matched 
against available data, and while the hu- 
manistic goals may persist the paths to 
them must be modified. This clearly is long 
overdue for the field of mental health. 
With regard to the psychoses and schizo- 
phrenia and the issues of treatment in com- 
munity instead of institutional settings, "it 
is ... important to point out that the eval- 
uation of different types of social policy 
and social structure can only be properly 
undertaken when there are adequate mea- 
sures of morbidity in patients and relatives. 
Administrative indices such as length of 
stay, staff-patient ratios, re-admission rate 
or cost-per-patient week are valueless in 
themselves" (13, p. 11). As Mechanic (8) 
has cautioned, it is these indices that are 
most subject to administrative manipula- 
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tion, yet it is these same administrative in- 
dices that are continually presented to leg- 
islative bodies as the basis for policy for- 
mulation and resource allocation. 

It can be argued that the present state of 
affairs is related to the encumbering of 
psychiatry with more responsibility and 
greater expectations than reality would 
permit accomplishment of; to the rapid 
creation of new mental health professions 
and subspecialties, which continue to fight 
for their place in the sun; and to the contin- 
ued reliance upon belief, conjecture, and 
the political process to deal with problems 
for which hard data either already exist or 
can be readily obtained. Somewhere along 
the line, a problem as old as man, that of 
mental illness, was absorbed into the pur- 
suit of global mental health. As Dubos (48) 
has written, any significant social change 
will be reflected in the health of a society, 
and behavior as an intrinsic aspect of over- 
all health is also a reflection of social 
change, social forces, and social policies. 
But there has been a consistent failure to 
distinguish between objectives explicitly 
related to mental health and objectives 
that affect mental health (49). The care and 
treatment of the mentally ill, although pro- 
viding the impetus for the social reform 
movement, receded into the background, 
increasingly impervious to the research 
and data it had generated. Although the 
objectives and goals were those of health, 
the language and idiom increasingly were 
those of politics rather than science or 
medicine. Consequently, the impetus of the 
mental health movement to obtain re- 
sources for purposes explicitly related to 
mental illness became diffused once again 
to broader social goals and welfare philos- 
ophies which may affect the chimera, men- 
tal health. The range and sequence of 
treatment modalities initially seen as offer- 
ing great hope and promise-smaller, bet- 
ter-staffed hospitals, halfway houses, shel- 
tered workshops, emergency protective re- 
sources, and community treatment cen- 
ters-never were implemented, as political 
enthusiasm, fed by inflated rhetoric, moved 
to community treatment, eradication of 
social ills, and the elimination of the pub- 
licly supported mental institution. It is 
highly conjectural that the severely men- 
tally ill have had their lot that much im- 
proved in the process. 

Both data and theory already exist to 
permit a systematic reevaluation of mental 
health policy so as to minimize long-term 

undesirable effects while focusing on the 
specific needs of specific types of illness. 

References and Notes 

1. 0. W. Holmes, Currents and Counter-currents in 
Medical Science. with Other Addresses and Essays 
(Tichnor& Fields, Boston, 1861), p. 7. 

2. A. M. Rivlin, Science 183, 35 (1974). 
3. R. La Piere, The Freudian Ethic (Duell, Sloane, 

Pierce, New York, 1958). 
4. Joint Commission on Mental Illness and Health, 

Action for Mental Health (Basic Books, New 
York, 1961), p. xvii. 

5. R. H. Felix, Mental Illness: Progress and Pros- 
pects (Columbia Univ. Press, New York, 1967); G. 
Caplan, Principles of Preventive Psychiatry (Basic 
Books, New York, 1964). 

6. H. S. Akiskal and W. T. McKinney, Arch. Gen. 
Psychiatr. 28, 367 (1973); D. X. Freedman and R. 
P. Gordon, Psychiatr. Ann. 3, 11 (1973); R. B. 
Stuart, Trick or Treatment (Research Press, 
Champaign, Ill., 1970); E. F. Torrey, "The irrele- 
vancy of traditional mental health services for ur- 
ban Mexican-Americans," paper presented at the 
annual meeting of the American Orthopsychiatric 
Association, San Francisco, 23-26 March 1970; F. 
N. Arnhoff, J. W. Jenkins, J. C. Speisman, in 
Manpower for Mental Health, F. N. Arnhoff, E. 
A. Rubinstein, J. C. Speisman, Eds. (Aldine, Chi- 
cago, 1969), p. 149; R. Leifer, In the Name of 
Mental Health (Science House, New York, 1969); 
F. N. Arnhoff, Ment. Hyg. 52, 181 (1968); H. W. 
Dunham, Arch. Gen. Psychiatr. 12, 303 (1965); R. 
R. Grinker, Sr., ibid. 10, 228 (1964); T. S. Szasz, 
Law, Liberty and Psychiatry (Macmillan, New 
York, 1963); The Myth of Mental Illness (Hoeber- 
Harper, New York, 1961). 

7. G. W. Albee, in Manpower for Mental Health, F. 
N. Arnhoff, E. A. Rubinstein, J. C. Speisman, Eds. 
(Aldine, Chicago, 1969), p. 93. 

8. D. Mechanic, Mental Health and Social Policy 
(Prentice-Hall, Englewood Cliffs, N.J., 1969). 

9. . ., in Psychiatric Epidemiology, E. H. Hare 
and J. K. Wing, Eds. (Oxford Univ. Press, London, 
1970). 

10. L. S. Kubie, Arch. Gen. Psychiatr. 18, 257 (1968). 
11. D. Mechanic, Public Expectations and Health 

Care (Wiley-Interscience, New York, 1972); B. M. 
Astrachan, L. Brauer, M. Harrow, C. Schwartz, 
Arch. Gen. Psychiatr. 31, 155 (1974); L. Eisenberg, 
Lancet 1973-11, 1371 (1973); G. Klerman, Am. J. 
Psychiatr. 131, 783 (1974); H. B. M. Murphy, Can. 
Psychiatr. Assoc. J. 16, 525 (1971); R. Reich, Am. 
J. Psychiatr. 130, 911 (1973); G. Serban and A. 
Thomas, ibid. 131, 991 (1974). 

12. A. J. Kahn, Studies in Social Policy and Planning 
(Russell Sage Foundation, New York, 1969). 

13. J. K. Wing and G. W. Brown, Institutionalism and 
Schizophrenia (Cambridge Univ. Press, Cam- 
bridge, 1970). 

14. J. K. Wing and A. M. Hailey, Eds., Evaluating a 
Community Psychiatric Service: The Camberwell 
Register, 1964-1971 (Oxford Univ. Press, London, 
1972). 

15. H. R. Lamb and V. Goertzel, Arch. Gen. Psychi- 
atr. 26, 489 (1972). 

16. K. Menninger, H. Ellenberger, P. Pruyser, M. 
Mayman, Bull. Menninger Clin. 22, 4 (1958). 

17. H. Goldhammer and A. W. Marshall, Psychosis 
and Civilization (Free Press, Glencoe, I11., 1953). 

18. Preventive Psychiatry in the Armed Forces with 
Some Implications for Civilian Use (Report No. 
47, Group for the Advancement of Psychiatry, To- 
peka, Kansas, 1960). 

19. D. Rosenthal, Genetic Theory and Abnormal Be- 
havior (McGraw-Hill, New York, 1970). 

20. __ _ and S. S. Kety, Eds., The Transmission of 
Schizophrenia (Pergamon, New York, 1968). 

21. B. Pasamanick, F. R. Scarpitti, S. Dinitz, Schizo- 
phrenics in the Community (Appleton-Century- 
Crofts, New York, 1967). 

22. G. E. Hogarty and S. C. Goldberg, Arch. Gen. Psy- 
chiatr. 28, 54 (1973). 

23. A. Deutsch, The Mentally Ill in America: A His- 
tory of Their Care and Treatment From Colonial 
Times (Columbia Univ. Press, New York, ed. 2, 
1949). 

24. D. J. Rothman, The Discovery of the Asylum: So- 
cial Order and Disorder in the New Republic 
(Little, Brown, Boston, 1971). 

25. E. Goffman, Asylums. Essays on the Social Situ- 
ation of Mental Patients and Other Inmates (Dou- 
bleday, Garden City, New York, 1961). 

26. L. J. West, Am.J. Psychiatr. 130, 521 (1973). 
27. N. Daine, Concepts of Insanity in the United 

States, 1789-1865 (Rutgers Univ. Press, New 
Brunswick, N.J., 1964). 

28. J. Mendels, Ed., Biological Psychiatry (Wiley, 
New York, 1973); D. Offer and D. X. Freedman, 
Eds., Modern Psychiatry and Clinical Research 
(Basic Books, New York, 1972); F. C. Redlich and 
D. X. Freedman, The Theory and Practice of Psy- 
chiatry (Basic Books, New York, 1966). 

29. S. K. Secunda, M. M. Katz, R. J. Friedman, D. 
Schuyler, L. Wienkowski, "The Depressive Dis- 
orders," special report of the National Institute of 
Mental Health, Bethesda, Md. (January 1973), 
mimeographed. 

30. R. A. LeVine, Culture, Behavior, and Personality 
(Aldine, Chicago, 1973). 

31. P. E. Meehl, Am. Psychol. 17, 827 (1962). 
32. S. A. Mednick and F. Schulsinger, in The Trans- 

mission of Schizophrenia, D. Rosenthal and S. S. 
Kety, Eds. (Pergamon, New York, 1968), pp. 267- 
291. 

33. D. Rosenthal, P. H. Wender, S. S. Kety, F. 
Schulsinger, J. Welner, L. 0stergaard, ibid., pp. 
377-392; W. C. Bronson, Child Devel. 38, 801 
(1967); E. Kringlen, in The Origins of Schizophre- 
nia, J. Romano, Ed. (Excerpta Medica Founda- 
tion, New York, 1967), pp. 2-14; E. P. Rice, M. C. 
Ekdahl, L. Miller, Children of Mentally III Par- 
ents (Behavioral Publications, New York, 1971); 
L. C. Wynne, in Progress in Group and Family 
Therapy, C. J. Sager and H. S. Kaplan, Eds. 
(Brunner/Mazel, New York, 1972), pp. 659-676; 
P. E. Yarden and B. F. Nevo, Br. J. Psychiatr. 114, 
1089 (1968). 

34. E. J. Anthony, J. Psychiatr. Res. 6 (Suppl.), 293 
(1968). 

35. __ "A clinical evaluation of children with 
psychotic parents," paper presented at the annual 
meeting of the American Psychiatric Association, 
Boston, 13--17 May 1968; in Annual Progress in 
Child Psychiatry and Child Development, S. Chess 
and A. Thomas, Eds. (Brunner/Mazel, New York, 
1970). 

36. . , in Progress in Group and Family Therapy, 
C. J. Sager and H. S. Kaplan, Eds. (Brunner/Ma- 
zel, New York, 1972), pp. 636-658. 

37. N. Reisby, Acta Psychiatr. Scandinavica 43, 8 
(1967). 

38. M. Kramer, Proc. R. Soc. Med. 63, 553 (1970). 
39. A. E. Davis, S. Dinitz, B. Pasamanick, Am. J. Or- 

thopsychiatr. 42, 375 (1972). 
40. G. W. Brown, E. Monck, G. M. Carstairs, J. K. 

Wing, Br. J. Prev. Soc. Med. 16, 55 (1962); G. W. 
Brown, M. Bone, B. Dalison, J. K. Wing, Schizo- 
phrenia and Social Care. A Comparative Follow- 
up of 339 Schizophrenic Patients (Maudsley 
Monogr. No. 17, Oxford Univ. Press, London, 
1966). 

41. J. Grad and P. Sainsbury, Milbank Mem. Fund Q. 
44, 246 (1966); Br. J. Psychiatr. 114, 265 (1968). 

42. J. Hoenig and M. W. Hamilton, in New Aspects of 
the Mental Health Services, H. Freeman and J. 
Farndale, Eds. (Pergamon, New York, 1967), pp. 
612-635; M. Rutter, Children of Sick Parents. An 
Environmental and Psychiatric Study (Oxford 
Univ. Press, New York, 1966). 

43. H. Freeman and 0. Simmons, The Mental Patient 
Comes Home (Wiley, New York, 1963). 

44. R. B. Ellsworth, L. Foster, B. Childers, G. Arthur, 
D. Kroeker, J. Consult. Clin. Psychol. 52, part 2 
(1968); R. V. Heckel, C. Perry, P. G. Reeves, Jr., 
The Discharged Mental Patient: A Five- Year Sta- 
tistical Survey (Univ. of South Carolina Press, Co- 
lumbia, 1973). 

45. G. E. Crane, Science 181, 124 (1973). 
46. M. L. Shearer, A. C. Cain, S. M. Finch, R. T. Da- 

vidson, Am. J. Orthopsychiatr. 38, 413 (1968); B. 
C. Stevens, J. Biosoc. Sci. 2, 17 (1970). 

47. E. M. Lemert, Social Pathology (McGraw-Hill, 
New York, 1951). 

48. R. J. Dubos, Mirage of Health (Anchor Books, 
New York, 1959). 

49. H. D. Lasswell, in Manpower for Mental Health, 
F. N. Arnhoff, E. A. Rubinstein, J. C. Speisman, 
Eds. (Aldine, Chicago, 1969), pp. 53-66. 

50. I appreciate the helpful comments and criticisms of 
Theodore Caplow, James Deese, Browning Hoff- 
man, and Norman Knorr. 

27 JUNE 1975 
1281 


	Cit r97_c148: 
	Cit r91_c136: 
	Cit r93_c139: 
	Cit r71_c110: 
	Cit r101_c153: 


