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Does social class or the state of the economy influence whether people
with schizophrenia recover from their illness? Has industrial development
affected the number of people with this illness who become severely
disabled? Does the level of economic development determine which citizens
become insane? These questions are at the heart of Recovery from
Schizophrenia. Acclaimed as a major work on its first publication, this
fully revised and updated second edition draws on new research and
experience to consider whether recent changes in approach to treatment
are really an advance.

The author argues that we have been too pessimistic about the course of
untreated schizophrenia and overconfident about the benefits of modern
treatment. Despite the increased use of new antipsychotic drugs and massive
annual investment in the treatment of schizophrenia, the outcome from
the illness in modern industrial society is no better than in the Third World.
Much of what is called community treatment is, in fact, the antithesis of
treatment, resulting in people with psychosis living a life in which even
basic needs, such as food and shelter, are not met.

To explain how society has come to respond in this way to the person with
schizophrenia, Richard Warner, a psychiatrist, anthropologist and medical
director of a public mental health system, steps outside the usual confines
of the mental health field and draws on information from sociology, history
and economics as well as medicine to make his case.

Dr. Richard Warner is the Medical Director of the Mental Health Center
of Boulder County, Colorado, and Associate Professor-Adjunct at the
University of Colorado, U.S.A.



“Warner’s 2nd edition [of Recovery from Schizophrenia] remains a
refreshingly different view of psychiatry’s favorite conundrum—
schizophrenia; a problem psychiatry wants to own, to legitimise itself,
but does not want to deal with its socio-contextual origins. Warner, in
this updated and rewritten text continues to prick the mythological
balloons that have come to be associated with this so-called ‘disease’”.
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Introduction

 
Does the way we make our living or the level of economic development
of our country affect whether or not we become insane? Do social
class or the state of the economy influence whether schizophrenics
recover from their illness? Has industrial development affected the
number of schizophrenics who become permanently and severely
disabled—lost to their families, costly to the community and leading
lives of emptiness and degradation? These questions are at the heart
of this book.

My original intent was to uncover what the natural course of
schizophrenia had been before the antipsychotic drugs were introduced,
but this simple goal led to the realization that some current beliefs about
the illness, widely accepted in psychiatry, are not accurate. We may well
have been too pessimistic about the course of untreated schizophrenia and
overconfident about the benefits of modern treatment. The antipsychotic
drugs, it emerges, have not appreciably improved the long-term outcome
from the illness; these drugs alone did not unlock the doors of our mental
institutions and make possible the community treatment of psychotics.
Despite a massive annual investment in the treatment of schizophrenia,
the outcome from the illness in modern industrial society is no better than
in the Third World.

Each change in our treatment approach to schizophrenia, moreover, is
not necessarily an advance. A treatment method of demonstrated
effectiveness—moral management—was laid to rest in the mid-nineteenth
century only to be resurrected in a similar form nearly a hundred years
later. Much of what today is called community treatment is, in fact, the
antithesis of treatment: people suffering from psychosis are consigned to a
sordid, impoverished existence in which even basic needs, such as food
and shelter, are not met. To understand how such aberrations and
misconceptions have come about, to appreciate what has shaped the course
and occurrence of schizophrenia, and to see what has molded psychiatric
ideology and the social response to the schizophrenic, we need to step
outside psychiatry. We have to venture into the territory of the sociologist,
the anthropologist and the historian; we must enter the province of
epidemiologists, social psychologists, economists and political scientists.
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A NOTE ON THEORY

The materialist theoretical approach I have used throughout this book
is not commonly applied to questions in psychiatry. The central premise
of the approach is that in order to understand human thought and
behavior it is essential to begin with the material conditions of mankind’s
existence and productive processes. The origins of philosophical and
social change, the materialist argues, are likely to be found in changes
in technology. Values, attitudes and ideology are likely to be shaped by
political and domestic economy (for example, family patterns, social
stratification and political organization); and these aspects of society,
in turn, tend to be molded by the forces of production and reproduction,
by the technology of subsistence and population control and by labor
requirements.1

A materialist research strategy, for example, allows us to generate the
hypothesis that social attitudes towards the insane partly reflect the
usefulness of the psychotic person in the productive process; that
psychiatric ideology is influenced by economic conditions; that the course
of schizophrenia is influenced by class status, sex roles and labor
dynamics; or that variations in the occurrence of the illness may reflect
differences in the circumstances of different classes and castes under
different modes of subsistence and production. Such hypotheses, of course,
must be tested against alternative explanations, and that is what this
book sets out to do.

I do not wish to suggest that material conditions create schizophrenia
in any simple, deterministic way, but rather that they mold the course and
outcome of the illness and influence, along with other factors, its incidence.
Psychiatric ideology is obviously not wholly determined by the economy,
but it could be significantly affected by such factors. The materialist
perspective allows for the operation of any number of causes besides
technological, environmental and production-related forces. People in
similar environmental settings will not all develop schizophrenia; biology
is crucial in determining who becomes psychotic. Inbreeding could produce
isolated populations with an increased genetic predisposition to
schizophrenia. Individual psychology is also relevant; the psychotic or pre-
psychotic person’s behavior or response to circumstances may sometimes
create the stresses that precipitate or worsen his or her illness. The
materialist researcher would expect, however, that if we look at a large
number of instances we will often find material forces to be important. It
is not only biological, genetic or psychological factors which determine
the distribution and course of schizophrenia. We should be prepared to
expand our concern with social factors beyond family dynamics and
socioeconomic status. It is in the relationship between all of these potential
causes and the economic, technological and environmental facts of our
existence that we may gain the broadest understanding of why some people
become schizophrenic and why some of them never recover.
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CHAPTER TOPICS

The opening chapters of the book establish the background for the
subsequent analysis. The first chapter outlines what is known about the
factors that promote the appearance of schizophrenia and that shape the
course of the illness. The material is presented in such a way that readers
who are not already familiar with the facts and features of the illness will
learn enough to understand the rest of the book. The next chapter provides
details of the ways in which mental and physical health are influenced by
the economy, by social class and by the conditions of labor.

The middle section of the book looks at the impact of political economy
on schizophrenia. Chapter 3 is an analysis of outcome studies of
schizophrenia since the turn of the century and tries to establish whether
changes in the long-term course of the illness are linked to large-scale
fluctuations in the economy. The extent to which political, economic and
labor market forces shaped the postwar policy of deinstitutionalization is
examined in Chapter 4; and the role of similar forces in the development
of institutions for the insane in the eighteenth and nineteenth centuries
and in molding the treatment philosophy of the period is discussed in the
following chapter.

Chapter 6 looks at possible reasons for the link between the economy
and outcome from schizophrenia, and Chapter 7 attempts to explain why
schizophrenia is a less malignant condition in the Third World. The plight
of the Western schizophrenic person and the way in which the social role
and alienation of the psychotic person shape the course of the illness are
examined in Chapter 8. Moving from the course of schizophrenia to its
incidence, Chapter 9 analyzes how economic development, social
stratification and birth complications influence the appearance of the illness.

The final section deals with treatment issues. Chapter 10 evaluates the
limitations of the antipsychotic drugs and the place of low-dose and drug-
free treatment. The importance of work, economic opportunities, consumer
involvement and community support in the management of psychosis is
covered in the final two chapters.
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Background
 
 





Chapter 1
 

What is schizophrenia?

 
Schizophrenia is an illness which is shaped, to a large extent, by political
economy. The thrust of the following chapters will be to document this
claim. First, though, we must be clear what it means. What is political
economy? What is schizophrenia, and how can it be “shaped”?

WHAT IS POLITICAL ECONOMY?

All social groups survive by exploiting their environment and by
limiting their population size to whatever their technology and the
environment can sustain. The !Kung Bushmen subsist in the arid
Kalahari Desert by camping in small bands near the few waterholes
that exist and foraging over wide areas for nuts, berries, roots and
melons.1 Industrial societies sustain dense populations through
increasingly intensive exploitation of land and sea for food, fuel and
raw materials by means of elaborate forms of technology. Whatever
the level of complexity of a society, however, it must possess a social
structure which regulates the basic mechanisms of production and
reproduction—a structure which governs the relationships among the
productive and non-productive members of the society; which controls
population size; and which regulates the distribution of labor power
and energy in the society. All these functions may be subsumed under
the term economy. Where the social structure is primarily seen as
influencing domestic roles and relationships we speak of domestic
economy. When we are considering larger political groupings (clans,
bands, classes, castes and nations) we refer to political economy.2

We shall be looking, then, for influences on the occurrence and course
of schizophrenia which lie in differences in the modes of production of
various societies—hunting and gathering, subsistence farming and industrial
capitalism, for example. What was the impact of the Industrial Revolution
upon insanity and the insane? How is schizophrenia affected by styles of
labor use, by Third World nutrition and childbearing, by unemployment,
by the social stratification of class and caste, by the fluctuations of the
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business cycle, by poverty, by welfare support and by variations in family
organization which are consequences of political-economic forces?

WHAT IS SCHIZOPHRENIA?

Schizophrenia is an illness (or, equally, a group of illnesses). Psychiatrist
Thomas Szasz would disagree, arguing that the whole concept of mental
illness is a fabrication—scientifically worthless and socially harmful.3

Indeed there are many conditions treated as illnesses by psychiatrists
which might more logically be considered as non-medical forms of
deviance—for instance, nicotine dependence, transvestism and conduct
disorder of childhood (to name just a few), all mental disorders listed in
the third edition (revised) of the American Psychiatric Association
Diagnostic and Statistical Manual (DSM-III-R).4 Schizophrenia,
nevertheless, fulfills any criteria we might wish to establish to define an
illness. It is a non-volitional and generally maladaptive condition which
decreases the person’s functional capacity and which may be identified
by a reasonably circumscribed set of characteristic features. Within rather
broad limits, the age of onset and the expected course of the condition
may be specified. Researchers are beginning to identify anatomical,
physiological and biochemical abnormalities in the brains of people
exhibiting features of schizophrenia. The predisposition to develop the
condition appears to be, to a certain extent, inherited, and in essentially
similar forms the disorder is universally identifiable in all societies around
the globe with (as we shall see, in Chapter 9) a surprisingly similar
incidence rate. We may regard schizophrenia as an illness, but it will be
apparent that it is an illness which is strongly affected by the patient’s
environment.

Schizophrenia is a psychosis. That is to say, it is a severe mental disorder
in which the person’s ability to recognize reality and his or her emotional
responses, thinking processes, judgment and ability to communicate are
so affected that his or her functioning is seriously impaired. Hallucinations
and delusions are common features of psychosis.

Schizophrenia is one of the functional psychoses. These are the disorders
in which the changes in functioning cannot definitely be attributed to any
specific organic abnormality in the brain. As more is learned of brain
pathology in mental illness this distinction has become less relevant. It
allows us, however, to distinguish certain mental illnesses from such organic
mental disorders as the pre-senile dementias (like Huntington’s chorea),
drug-induced psychoses (such as those the amphetamines may cause) or
delirium tremens (secondary to alcohol withdrawal).

The two most common functional psychoses are schizophrenia and
manic-depressive illness (also known as bipolar affective disorder). The
distinction between the two is often not easy to make and, as we shall see,
psychiatrists in different parts of the world at different times have not
drawn the boundaries in the same way. In essence, however, manic-
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depressive illness is an episodic and recurrent disorder in which the psychotic
symptoms are associated with severe alterations in mood—at times elated,
agitated episodes of mania, at other times depression, with physical and
mental slowing, despair, guilt feelings and low self-esteem.

Schizophrenia, on the other hand, while it may be episodic, will tend
to relapse at irregular intervals, unlike the regular, cyclical pattern of
manic-depressive psychosis; or it will demonstrate a continuous but
fluctuating course. Furthermore, although schizophrenia may be
associated with depression, elation or agitation at times, it is often free
of these features and the mood is likely, instead, to be blunted, lacking in
spontaneity or incongruous. Markedly illogical thinking is common in
schizophrenia. Auditory hallucinations may occur in either manic-
depressive illness or schizophrenia, but in the latter they are more likely
to be commenting on the patient’s thoughts and actions or to be conversing
one with another. Delusions, also, can occur in both conditions; in
schizophrenia they may give the individual the sense that he or she is
being controlled by outside forces or that his or her thoughts are being
broadcast or interfered with. Both manic-depressive illness and
schizophrenia are most likely to begin in late adolescence or in early
adult life.

Despite common features, different forms of schizophrenia can
appear quite dissimilar. One patient, for example, may be paranoid
and hostile in certain circumstances but show good judgment and
high functioning in many areas of life. Another may be bizarre in
manner and appearance, preoccupied with delusions of bodily disorder,
passive and withdrawn. So marked are these differences, in fact, that
many psychiatrists believe that, when the underlying neurophysiological
and biochemical mechanisms of schizophrenia are worked out, the
illness will prove to be a set of different but related conditions which
lead, via a final common pathway of biochemical interactions, to a
similar series of consequences. This view of schizophrenia as a
federation of states has been present from the time of its earliest
conception. To understand why these conditions were united in the
first instance we must look at the history of the development of the
idea.

EMIL KRAEPELIN

The concept of schizophrenia was formulated by the German psychiatrist
Emil Kraepelin. Studying, over the course of years, patients admitted to
the insane asylums of the late nineteenth century, he observed that certain
types of insanity with an onset in early adult life and initially rather varied
features seemed to progress ultimately to a similar deteriorated condition.
To accentuate the progressive destruction of mental abilities, emotional
responses and the integrity of the personality which he saw as central to
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Table 1.1 Features of dementia praecox identified by Emil Kraepelin
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this condition, Professor Kraepelin termed it dementia praecox—dementia
of early life. Against considerable professional opposition, he took the
position in 1887 that three conditions, previously considered separate,
were in fact subtypes of this single disease entity. These conditions were
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hebephrenia, marked by aimless, disorganized and incongruous behavior;
catatonia, in which the individual might be negativistic, motionless or even
stuporose or, at other times, extremely agitated and incoherent; and finally,
dementia paranoides, in which delusions of persecution and grandeur were
predominant.

In defining dementia praecox, Kraepelin was particularly concerned
to show how it differed from other forms of insanity and from idiocy.
Unlike cerebral syphilis, no specific cause of the condition could be
identified; in contrast to the psychogenic psychoses, dementia praecox
did not appear to be an acute response to stress; and it was to be
distinguished from manic-depressive insanity by its progressive
deteriorating course and by the absence of clear-cut mood swings from
elation to melancholia.

Emil Kraepelin’s description of dementia praecox continues to serve
us well,  with some exceptions, as a picture of modern-day
schizophrenia. Some of the characteristic features which he identified
are listed in Table 1.1. Where his observations no longer appear
relevant is in his description of the symptoms associated with catatonic
schizophrenia—automatic obedience, stereotypic movements, waxy
flexibility, echolalia and echopraxia (see Table 1.1). Kraepelin’s treatise
on dementia praecox is illustrated with photographs of catatonic
patients sitting and standing rigidly in bizarre and contorted postures,
preserving poses into which they were set by the photographer. It was
not unusual for Kraepelin’s patients to repeat involuntarily the words
and movements of those around them or to stand or kneel for days or
longer in the same spot.5 Patients with such features could still be
seen on the wards of old-style institutions after the Second World
War, but they are now very rarely seen in the industrial world.
Catatonic schizophrenia, however, is still one of the commonest forms
of the disorder in the Third World.

It is possible, as social psychiatrist Julian Leff argues, that these
catatonic symptoms are a somatic expression of delusions of influence,
symbolic thinking and pathological fear, much as the bodily symptoms
of hysteria are a somatic conversion of anxiety. Both hysteria and
catatonic symptoms have receded in the West, Dr. Leff suggests, as the
population has developed a capacity for expressing emotions in verbal
and psychological terms rather than as somatic symptoms.6 It may also
be true that the harsh and regressive conditions of asylums around the
turn of the century tended to provoke and worsen catatonic symptoms
which persisted as a physical expression of the patient’s dependent status
and barren existence.

Even more probable, these same asylum conditions may have brought
about the deteriorating course which Kraepelin saw as central to his concept
of the illness. Therapeutic nihilism, extended hospital stays and coercive
management within the asylum walls, and poverty and unemployment
beyond them, during these years of the late nineteenth-century Great
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Depression combined to limit the chances of recovery from dementia
praecox. Few psychiatrists since Kraepelin, as we shall see in Chapter 3,
have found the course of schizophrenia to be as malignant as originally
portrayed. As Kraepelin’s classification was adopted around the world,
nevertheless, so was the impression that the illness was inevitably
progressive and incurable. To varying degrees the same view holds sway
today—that without treatment the outlook is hopeless—despite
considerable evidence to the contrary.

EUGEN BLEULER

Twelve per cent of Emil Kraepelin’s patients with dementia praecox
recovered more or less completely—few enough, but a sufficient number
to cause concern about the central diagnostic criterion being poor outcome.
In the more prosperous years of the early twentieth century in Switzerland
and in the therapeutically progressive atmosphere of the renowned
Burgholzi Hospital, psychiatrist Eugen Bleuler presented a more optimistic
view of the outcome from the illness. Stimulated by the psychoanalytic
theories of his assistant, Carl Jung, Dr. Bleuler formulated a new unifying
concept for the condition and gave it a new name. To Dr. Bleuler the
identifying characteristic of the illness was not poor outcome but a specific
psychological picture—a lack of continuity in the associations between
the patient’s thoughts and a restricted or incongruous expression of
emotion. Other symptoms which he regarded as fundamental were
ambivalence and autism (a preoccupation with the inner world leading to
detachment from reality). From the fragmentation of thinking and feeling,
Eugen Bleuler derived the term schizophrenia—split mind. The
hallucinations and delusions which were commonly part of the psychotic
picture, Dr. Bleuler considered to be merely secondary to the more
fundamental defects.7

Dr. Bleuler’s 1911 monograph, Dementia Praecox or the Group of
Schizophrenias, contains many examples of patients who fail to show
Kraepelin’s progressive deterioration and who often recover a high level
of functioning.
 

A young farm girl, age seventeen, has been catatonic for a period of
two years. Then she became a nursing attendant. Two years later she
was released. She then became a midwife. She married, her husband
had a difficult time with her. For example, she would not permit him
to sing while he worked. She formed strong unfounded sympathies
and antipathies. At the age of thirty-eight, she was again mildly
catatonic for some six months. Since then she has been working for
eight years outside the hospital, but not as a midwife.8

 
Another of Bleuler’s examples:
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Physician: Neurasthenia at twenty-nine. Then at thirty-one after
typhoid fever, catatonic. At forty-seven, apparently “cured”. He then
resumes his practice, marries. Has been well for the past two years.9

 
Bleuler’s impression was that few, if any, of his schizophrenic patients
completely recovered without some vestige of their illness remaining. Far-
reaching improvement, however, was common. Fully 60 per cent of his
patients recovered sufficiently from their first schizophrenic episode to
return to work and support themselves.10 Such “social recoveries” cannot
be directly compared with Kraepelin’s 12 per cent of patients, who may
well have shown signs of more complete symptomatic recovery. There can
be no doubt, though, that the course of the illness in Bleuler’s patients was
much more benign than in Kraepelin’s hospital in Munich. So much so,
that Bleuler was able to assert that
 

the therapy of schizophrenia is one of the most rewarding for the
physician who does not ascribe the results of the natural healing
processes of psychosis to his own intervention.11

 
It would be hard to find in modern psychiatry such an optimistic view of
the natural course of schizophrenia.

Bleuler’s treatment methods

Why should the outcome for Bleuler’s patients have been so superior?
He may well have broadened the diagnosis of schizophrenia to include
some less severely disturbed patients. But it is also likely that Bleuler
was too modest about the value of treatment, and that his methods of
management maximized the chances of his patients” recovery. The
description of his treatment methods from the first decade of the
twentieth century reads like a model of the approaches introduced a
half-century later in the social-psychiatry revolution of postwar northern
Europe (to be described in Chapter 4) or like the principles of humane
care abandoned half a century earlier at the end of the moral-treatment
era (described in Chapter 5).

Institutional care, for instance, was to be minimized. “It is preferable to
treat these patients under their usual conditions and within their habitual
surroundings,” Dr. Bleuler insisted. “The patient should not be admitted
to hospital just because he suffers from schizophrenia, but only when there
is a definite indication for hospitalization.” Furthermore, “one can consider
it an established rule that earlier release produces better results.”12 If the
patient cannot return to his own family, “the care he may receive from a
strange family often serves as an adequate substitute.”13 In pursuing this
policy of active community rehabilitation Bleuler may have been aided by
the low levels of poverty and unemployment in Switzerland at that time. It
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is certain, at any rate, that his discharge policies were much more liberal
than those of Kraepelin.

The return to an appropriate occupation, Bleuler believed, was vital to
the patient’s health. “Idleness facilitates the predomination by the
complexes over the personality,” he argued, “whereas regulated work
maintains the activity of normal thinking.”14 But he emphasized that
“faultless performance can hardly be expected and the unavoidable rebukes
can greatly endanger the entire pleasure that the patients take in their
work.”15 Dr. Bleuler recognized that a number of other stresses might
threaten the patient’s recovery—too much responsibility at work, for
example, family troubles or a sense of failure.

Within the institution close attention was to be given to the quality of
the patient’s environment. “Good surroundings have a very different
influence on the patient than unpleasant and noisy ones.”16 The use of
mechanical restraints was limited. Patient self-reliance was encouraged
and occupational therapy was considered essential. “Every mental
institution should have the kind of set-up that will make it possible to
offer every patient some kind of work at all times.”17 On Sundays,
“generally a bad day” for the patients as there was no work, “special
care should be taken to provide sufficient opportunity for
entertainment.”18

Although Bleuler demonstrated that the outcome of schizophrenia was
often benign, Kraepelin’s more pessimistic view has proven more popular.
Why should this have been so? Partly, perhaps, because patient
management, economic conditions and community acceptance of the
mentally ill in most places through many of the subsequent years have
been sufficiently poor that outcome from the illness has seemed closer to
Kraepelin’s experience than to Bleuler’s. (This possibility will be examined
in some detail in subsequent chapters.) In part, the modern pessimistic
view of the untreated course of schizophrenia may have developed because
the introduction of the antipsychotic drugs in the mid-1950s and their
subsequent, virtually universal, employment in the treatment of psychosis
has masked what was previously known of the natural history of the illness.
Finally, some diagnostic reforms have tended to follow Kraepelin’s lead in
attempting to limit the use of the term schizophrenia to only those cases
that do not recover.

DIAGNOSIS

It is by no means universally clear what is schizophrenia and what is not,
and before we can study the course of the illness in more detail it will be
necessary to examine the different approaches to defining its boundaries.

Scandinavian psychiatrists have tended to use a rather narrow
definition of schizophrenia in an attempt to adhere to Kraepelin’s
emphasis on poor outcome. In this they have followed the course set
by psychiatrist G.Langfeldt in 1937. He distinguished between a core
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group of process or nuclear schizophrenics, on the one hand, who
demonstrated an insidious onset of illness and a deteriorating course
and, on the other, a reactive group, who tended to show signs of better
social functioning before becoming psychotic, to have a more acute
onset and to display a better prognosis. The reactive psychotics, for
whom the outlook is brighter, have been separated from “true”
schizophrenics in Scandinavian psychiatric terminology and labeled as
suffering from schizophreniform psychoses.19 In Britain this approach
has not been generally adopted, nor was it much used in the United
States until recently.

Russian psychiatrists, particularly in Moscow, also emphasized the
course of the illness in developing their classification of schizophrenia.
In this instance, however, the result is a broad definition. The Moscow-
school psychiatrists speak of periodic schizophrenia, consisting of acute
episodes with normal remission; stepwise schizophrenia, in which each
acute episode leads to a period of lowered social functioning; and sluggish
schizophrenia, with a course of progressive deterioration. Among the
periodic schizophrenics are to be found patients who would probably be
diagnosed in Western Europe as suffering from manic-depressive
psychosis. The Soviet emphasis on social adjustment in diagnosing
schizophrenia, in a society where dissidence and non-conformity were
seen as pathological, led to the use of the label schizophrenia for
individuals who might elsewhere have been considered merely eccentric
or iconoclastic.20

In the United States, until the mid-1970s, the diagnostic approach to
schizophrenia was also extremely broad, leading to the labeling of many
patients as schizophrenic who in Europe would have been considered manic-
depressive or non-psychotic. This diagnostic practice came about not
through an emphasis on the course of the illness but as a result of giving
weight to certain intrapsychic mechanisms (under the influence of
psychoanalytic theory) which were thought to be basic to schizophrenia.
Thus, American psychiatry, like the Russian system, expanded the concept
of schizophrenia to include patients with no clear psychotic features. In
the United States these patients were labeled latent and pseudoneurotic
schizophrenics.

In the 1960s a research project used a standardized method of diagnosis
(built around British criteria) to compare the diagnostic approaches of
psychiatrists in New York and London. Comparing the hospital diagnoses
given to hundreds of patients admitted in these two cities on opposite
sides of the Atlantic, it was found that American psychiatrists were roughly
twice as likely to diagnose schizophrenia, compared with the research team’s
standardized approach, four times as likely to diagnose psychotic depression
and ten times less likely to label a psychotic patient as suffering from
mania. The diagnoses given by the psychiatrists working in London
hospitals, as might be expected, were very close to those of the project
psychiatrists (who were using a British diagnostic approach).21 Plainly, at
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this time, American psychiatrists were labeling patients as schizophrenic
who would have been considered manic-depressive in Britain.

The underlying problem was that schizophrenia and manic-depressive
illness share many common symptoms. During an acute episode it may
not be possible to tell them apart. The distinguishing feature is often likely
to be the prior history of the illness. The records of patients with manic-
depressive illness (unless they are too early in the course of the illness)
should reveal prior episodes of depression and mania with interludes of
normal functioning. From 1950 until the mid-1970s, however, American
psychiatrists paid little attention to the course of the psychosis in diagnosing
schizophrenia and emphasized instead the presence of supposedly
“schizophrenic” symptoms and defects. The result was an overinclusive
pattern of diagnosis in comparison with European approaches.

We may view the problem of the diagnosis of schizophrenia in even
broader cross-cultural perspective through the findings of the
International Pilot Study of Schizophrenia. This large-scale project of
the World Health Organization looked at two issues—the diagnosis of
schizophrenia around the world (which is what concerns us here) and
the course and outcome of the illness. Their findings on the latter question
will be discussed later in the book. Using a standardized, British diagnostic
approach (incorporated in a computer program), the project evaluated
the symptoms of psychotic patients admitted to treatment in nine centers
in the developed and developing world—in cities in Colombia,
Czechoslovakia, Denmark, India, Nigeria, Taiwan, the U.K., the U.S.A.
and the U.S.S.R.

Comparing the diagnoses made by the local hospital psychiatrists and
the uniform research method, the project revealed that the diagnosis of
psychosis, in general, and schizophrenia, in particular, was reasonably
similar in the European and Third World centers. The serious discrepancies
lay in the Russian and American diagnostic approaches. A large proportion
of the patients who were labeled schizophrenic by psychiatrists in Moscow
and Washington, D.C. did not meet the research definition and would
have been diagnosed as suffering from manic-depressive psychosis or a
neurosis elsewhere in the world.22

The diagnostic approaches of American psychiatrists changed suddenly
and radically in the late 1970s. Much greater attention was paid to
discriminating manic-depressive illness from schizophrenia. The stimulus
to this movement was clearly the introduction of lithium carbonate to
U.S. psychiatry. This drug, a simple salt, is highly effective in the control
of manic-depressive illness in many patients and it is more pleasant and
probably less potentially harmful to use than the most common alternative
category of drugs, the antipsychotics. Lithium carbonate, however, is
generally not beneficial for schizophrenic patients.

Research published as early as 1949 in Australia23 and in 1954 by
researchers in Scandinavia24 demonstrated the effectiveness of lithium
salts in manic-depressive illness, and the use of the drug was widespread
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in Europe and other countries throughout the 1960s. Despite these facts,
lithium carbonate was not commonly used in the United States until the
mid-1970s. This delay of ten years or more is usually attributed to the
concern over accidental poisonings resulting from the use of lithium
chloride as a salt substitute for cardiac patients in the United States during
the 1940s. Lithium was taken off the market until the U.S. Food and
Drug Administration gave permission for its use in the treatment of mania
in 1970.25

Some observers, however, have suggested that the delay in the
marketing of lithium in the United States was due to a lack of enthusiasm
on the part of the major pharmaceutical companies. Lithium carbonate
is such a simple substance that it cannot be patented. Nor can patentable
alternatives be developed from it (as is common with psychiatric
medications). Lithium carbonate, consequently, sells for only slightly
more than the cost of aspirin. The profit margin for manufacturers is
therefore a good deal lower than with other products. (As an illustration
of this point, most psychiatrists in the United States receive several
visits a month from representatives of pharmaceutical companies
marketing patented antipsychotic or antidepressant drugs, but salesmen
for lithium carbonate are not seen from one year to the next.)

Whatever the reasons for the delay in the introduction of lithium to
the United States, the advent of the drug was followed within a few
years by a major revision of the U.S. classification system for mental
disorders. These changes meant more for the diagnosis of schizophrenia,
however, than a tightening of the criteria to exclude manic-depressive
illness. The concept of schizophrenia was narrowed down to include
only those patients with the worst prognostic outlook. With the
publication in 1980 of the third edition of the American Psychiatric
Association Diagnostic and Statistical Manual (DSM-III), American
psychiatry switched from one of the broadest concepts of schizophrenia
in the world to one of the narrowest—a diagnostic approach similar to
the Scandinavian system. No psychotic patient, for example, could any
longer be labeled as suffering from schizophrenia if he or she had been
continuously disturbed for less than six months. Thus, a patient who
had experienced several schizophrenia-like episodes, each briefer than
six months, was not to be considered schizophrenic. Nor was a patient
who did not show a clear deterioration in functioning. Patients who
failed to meet these criteria but appeared schizophrenic in other ways
were to be diagnosed as suffering from brief reactive psychosis,
schizophreniform disorder or atypical psychosis. Those patients who
could not be definitely diagnosed as either manic-depressive or
schizophrenic, having features of both conditions, were previously
labeled schizoaffective and included within the schizophrenia category;
now they were to be excluded.26



What is schizophrenia? 15

A number of practical implications flow from these geographic and
temporal variations in the diagnosis of schizophrenia. In particular,
whatever we have to say about the prevalence and course of the illness
has meaning only if we define which diagnostic approach is being used.
For every narrowly defined case of schizophrenia in the population there
are about four more people who meet broadly defined criteria for the
illness.27 Where the diagnostic concept is deliberately shaped to exclude
patients who recover, we must expect the outcome to be worse. In this
book, the term schizophrenia, unless otherwise qualified, refers to a
middle-of-the-road definition—not as exclusive as the Scandinavian or
modern American approach, nor as broad as the Russian or earlier
American systems. The definition used here will essentially be the one in
use in British psychiatry and the one which, as the WHO Pilot Study
shows, is most commonly used around the world. This definition, while
clearly differentiating cases of manic-depressive illness, does not exclude
psychoses of short duration or those with features of good prognosis. It
does, however, exclude patients who fail to show clear-cut psychotic
symptoms.

COURSE AND OUTCOME OF SCHIZOPHRENIA

A thorough analysis of the outcome of schizophrenic illness will be
attempted in Chapter 3. At this point it is necessary to give an idea of the
wide variation which occurs in the course of the condition. A Swiss
psychiatrist, Professor Luc Ciompi, provides a useful analysis of the course
of schizophrenia followed into old age. In the late 1960s Dr. Ciompi traced
289 patients, all more than 65 years of age, who had been admitted for
treatment of schizophrenia to the University Psychiatric Clinic of Lausanne
at various times throughout the century. For most of these patients the
history of the illness extended back for more than thirty-five years, in
many cases for more than fifty years. This is one of the longest follow-up
studies in the literature. Dr. Ciompi describes in detail his diagnostic
criteria, which are those of Emil Kraepelin and Eugen Bleuler—neither
particularly narrow nor broad.

Figure 1.1 is a diagrammatic representation (adapted from Dr. Ciompi’s
paper) of the onset, course and outcome of the illness in the 228 patients
for whom the information could be determined with certainty. Dr. Ciompi
found that the onset of the illness had been either acute (with less than six
months from first symptoms to full-blown psychosis) or, conversely,
insidious, in roughly equal numbers of cases. Similarly, the course of the
condition was episodic or continuous in approximately equal numbers of
patients; and the outcome was moderate to severe disability in half the
cases and mild disability or full recovery in the other half. Full recovery
was noted in more than a quarter of the patients.28 The outcome from
schizophrenia varies from one period to another and from place to place.
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These results, like Eugen Bleuler’s, are somewhat better than average and,
as we shall see (in Chapter 6), this may be a consequence of the superior
economic conditions in Switzerland throughout the century. We can see
from these results, nevertheless, that the course of schizophrenia varies a
good deal between patients and that the outcome is often favorable—
regardless of treatment.

Many attempts have been made to predict which patients will have a
benign course and a good outcome—good-prognosis schizophrenia—and
to identify the features that will distinguish them from patients with poor-

Figure 1.1 The long-term course of schizophrenia in 228 patients
Source: Ciompi, L., “Catamnestic long-term study on the course of life and aging
of schizophrenics,” Schizophrenia Bulletin, 6:606–18, 1980.
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prognosis schizophrenia. (This distinction is similar to Dr. Langfeldt’s
differentiation of process and reactive schizophrenia mentioned earlier.)
The results of this work will be discussed in some detail in Chapter 10.
Here we may briefly state that it is the patients with the higher levels of
functioning (social, sexual and vocational) before becoming psychotic who
tend to do better. A sudden onset to the illness and an onset late in life are
also good prognostic features.

HOW WIDESPREAD IS SCHIZOPHRENIA?

Results of prevalence studies range from as few as one schizophrenic
for every 1,000 adults in one community to one for each 60 adults in
others. This wide variation is in part due, as we have seen, to
differences in diagnostic practices and, in part, to differences in
recovery and death rates for people with schizophrenia in different
parts of the world. It is possible that there are also variations in the
true frequency of occurrence of the illness, but a recent World Health
Organization multi-national study makes this seem unlikely. The
WHO research demonstrates that the rate of occurrence of new cases
(the incidence) of narrowly defined schizophrenia is extraordinarily
similar in ten widely dispersed countries.29 Chapter 9 will examine
differences in the incidence and prevalence of schizophrenia in detail
and the possibility of environmental effects on the frequency of the
illness. The studies analyzed in that chapter indicate that in many
industrial world settings the prevalence of schizophrenia is close to
one in every 200 adults.

Schizophrenia is found in every culture. The content of the patient’s
hallucinations and delusions varies from one social group to another—the
delusions of villagers living in the north of Ghana are associated with the
local fetish system, for example, but among the city dwellers of Accra in
the south of that country ideas of influence and control by electricity and
radio are more common.30 The form and basic features of schizophrenia,
nevertheless, are similar around the world, as the WHO Pilot Study shows.

WHAT CAUSES SCHIZOPHRENIA?

Tuberculosis is the result of an infection by a bacillus. In the early
decades of the century, however, when the disease was widespread,
although a huge proportion of the population became infected with
the organism, only a relatively small number went on to develop
clinically recognizable evidence of the disease. What caused the manifest
symptoms of the illness to appear in those few, in some cases years
after the initial infection? Poor social conditions were known to increase
the susceptibility to the illness, and improvements in diet and housing
were linked to a decline in the death rate from tuberculosis long before
effective drug treatment was introduced. The irritant effects of coal
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dust on miners, pregnancy in women and the debilitating influence of
secondary illnesses all could reduce an individual’s resistance to the
disease. What, then, is the cause of tuberculosis? The tubercle bacillus?
Overcrowding? Poor diet? The stresses of lower-class living? Or any
of the other environmental, occupational or constitutional factors that
increase the individual’s susceptibility? Clearly any and all of these
factors may be considered contributory, and the reduction in the
prevalence of the illness had as much to do with elimination of some
of the social causes and with the increase in the resistance of the
population by vaccination as with the direct attack on the infective
organism by chemotherapy.

The same principles apply to schizophrenia. We do not know with
certainty of a specific organic defect or infective agent which is critical
in the development of schizophrenia (although there are a number of
theories and there has been an expansion of knowledge in this area).
We do know, however, of several factors which increase the susceptibility
to this illness and which may provoke its appearance. To grasp how
these factors may influence the development and the course of
schizophrenia we need to use an interactive conceptual model such as
the one proposed by American psychiatrists John Strauss and William
Carpenter.

An adaptation of the conceptual scheme offered by these authors31

is given in Figure 1.2. An interactional model allows for various types
of explanation to assume importance at different stages in the
individual’s development. The genetic contribution, damaging
intrauterine effects and birth trauma might each play a part in forming
the newborn infant’s predisposition to developing schizophrenia. The
vulnerability to the illness might theoretically be heightened during
childhood development by brain damage, for example, or by unusual
family communication patterns.

Whether or not the illness becomes manifest in later life will depend
upon the extent of the vulnerability and the subsequent exposure to a
variety of stresses. Precipitating stresses may be biological in nature
(such as hallucinogenic drug abuse), or psychosocial. In the latter
category are life events (such as starting work, leaving home or
bereavement), environmental influences (criticism or intrusiveness at
home, for example) or existential concerns (loss of a sense of purpose
or belonging).

Once an episode of psychosis has begun, these same stressors and new
ones, together with the degree of vulnerability, will determine the
subsequent course and outcome of the illness. Labeling and social stigma
may affect the individual’s sense of self-worth, as may his or her success in
reintegrating with the social group and in returning to a valued social role.
Criticism, rejection, restriction, confinement or idleness might well limit
the individual’s capacity for recovery from schizophrenia.
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The strength of some of these potential causes of vulnerability and
precipitants of psychosis has been better demonstrated than others. On
the following pages a few of the more important will be briefly outlined.

Inheritance

If inheritance is important in the development of schizophrenia, relatives of
schizophrenic people will have a greater risk of developing the illness than

Figure 1.2 Interactional model for factors possibly affecting the onset, course and
outcome of schizophrenia
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others—and they do. One would also expect the risk to be progressively
greater in relatives who are more genetically similar to the schizophrenic
person. Epidemiologist Irving Gottesman, drawing data from about 40
European studies conducted between 1920 and 1987, has compiled a
comparison of the average lifetime risk of developing schizophrenia for
people with different degrees of relationship to someone with schizophrenia.
His findings, shown in Figure 1.3, indicate that the closer the similarity in

 
Figure 1.3 The average risk of developing schizophrenia for relatives of a person
with the illness; compiled from family and twin studies conducted in Europe
between 1920 and 1987
Source: Reprinted by permission of the author. From Gottesman, I.I., Schizophrenia
Genesis: The Origins of Madness, New York: W.H.Freeman, 1991, p. 96, © 1991
living I. Gottesman.



What is schizophrenia? 21

genetic make-up the greater the risk. The identical twins of schizophrenic
people, who have precisely the same genetic constitution, run the greatest
risk of developing the illness—nearly 50 per cent. The offspring of two
schizophrenic parents have a similar risk. The rate is less for first-degree
relatives such as non-identical siblings and progressively declines through
second-degree and third-degree relatives to the general population risk of
around 1 per cent.32

Studies of people adopted in infancy suggest that the increased risk of
schizophrenia in the relatives of identified cases is related to inheritance
rather than environment. The children of schizophrenic people have a
similar increased prevalence of the illness whether they are raised by their
biological parents or by adoptive parents. Likewise, the family history of
schizophrenic people brought up by adoptive parents reveals an increased
prevalence of the illness among their biological relatives but not among
their relatives by adoption.33

Genetic factors appear to be important in the development of
schizophrenia but are not sufficient to explain the entire pattern of occurrence.
As we have seen, although identical twins have exactly the same genetic
make-up, the risk of the second twin developing schizophrenia is only 50
per cent. One may conclude that genetic factors play a major part in
establishing the vulnerability to the illness but that environmental factors
(including the intrauterine experience) must also play important roles before
schizophrenia becomes manifest. Nearly two-thirds of schizophrenic people,
moreover, have no relative at all with the illness:34 so it is questionable whether
everyone with schizophrenia carries a genetic vulnerability.

Studies of twins reveal additional information about the inheritance of
schizophrenic vulnerability.35 When one of a pair of identical twins has a
severe and deteriorating form of schizophrenia, it is virtually certain that
the other twin will show signs of the illness; but if one identical twin has a
mild form of the psychosis, the chances of the other twin developing
schizophrenia are very much lower—around 25 per cent.36 This observation
suggests that the genetic vulnerability influences both the onset and the
course of the illness. The identical twins of schizophrenic people,
furthermore, if they do not develop schizophrenia, run an increased risk
of developing other psychiatric disorders—alcoholism, neurosis or
personality problems.37 What is inherited is, perhaps, not specifically a
vulnerability to schizophrenia but, instead, an underlying biochemical and
functional disturbance which may express itself in somewhat different ways
under the influence of environmental stresses.

Just what is the deficit that might be inherited?

Brain chemistry

Emotions and thought processes are regulated by the complex interaction
of systems of nerve cells throughout the brain. Each nerve cell (or neuron)
exerts its effect by the release of a chemical mediator at the synapse—the
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point of contact with another neuron. Biochemical theories attempting to
explain the appearance of schizophrenic symptoms have focused on
abnormalities in the action of some of these chemical neurotransmitters.

The predominant biochemical theory of schizophrenia—the dopamine
hypothesis—suggests that the underlying abnormality may be a relative
overactivity of tracts of neurons in which dopamine is the chemical
mediator. Acute stress, leading to sudden increases in dopamine turnover,
could thus precipitate an episode of psychosis in a vulnerable individual.38

It is likely, however, that the disturbance of dopamine function is a
consequence of other abnormalities elsewhere in the brain which have not
yet been clearly identified. Recently, for example, attention has been focused
on whether an abnormality in the functioning of neurons which release
gamma-amino butyric acid (GABA) is responsible for producing changes
in the dopamine-releasing neurons.39 The dopamine hypothesis is dealt
with in some detail in Chapter 10.

Research on other neurochemical substances—indoleamines,
neuropeptides and amino acids—has not produced clear-cut findings.40

This may be because our research techniques are too crude to elucidate
the complex interactions between neuronal systems in the brain. Our
eventual understanding of the neurochemical malfunction in schizophrenia,
however, will probably involve different neurotransmitters in various parts
of the brain.

Brain structure

That there are biochemical differences in schizophrenia is certain—just as
certain as that there are biochemical correlates in the brain to rage, anxiety
and learning Spanish. That there are anatomical differences in the brains
of schizophrenic people (as in some organic brain disorders) is not a
foregone conclusion, however, and in fact the evidence for such
abnormalities in the structure of the brain has been slow in accumulating.
Decades of postmortem study of the brains of schizophrenic people failed
to produce agreement on any neuroanatomical changes specific to the
illness. In recent years, however, the application of more advanced research
techniques has shown indications of injury in an area of the brain known
as the limbic system. Several researchers have identified such degenerative
changes in schizophrenic patients which were not evident in non-
schizophrenic people.41 These findings are of interest as they point to
abnormalities in the same area of the brain (the limbic system) that
neurochemical research has incriminated as functioning abnormally in
schizophrenia. This interconnecting network of terminals and tracts is
believed to be central to the regulation of emotion and to the individual’s
response to stress.

Important evidence for anatomical changes in the brain in schizophrenia
has been provided by computed tomographic (CT) scans. Over 50 studies
using brain scans have found evidence of mild cerebral atrophy in a
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proportion of schizophrenic patients.42 The changes, which include
enlargement of the fluid-containing ventricles of the brain and widening
of the fissures between folds of brain tissue, can also occur in degenerative
brain conditions and in some other psychiatric patients.43

The cause of such cerebral atrophy in schizophrenia is not known. Since
the abnormalities are found equally in first-break, acute schizophrenic
people and in chronic patients, it is unlikely that the changes are due to
treatment.44 The atrophy does not indicate that schizophrenia is a
degenerative brain disease: it is not progressive, it is not specific to
schizophrenia, nor is it present in all cases.45 The changes occur in only
about a quarter of schizophrenic patients, but there is not a well-defined
group with enlarged cerebral ventricles and another with normal-size
ventricles: the CT-scan changes are distributed along a smooth gradient
from normal to large.46 The most probable explanation is that the cerebral
atrophy found in some schizophrenic people is an indicator of some earlier
non-specific brain injury which increases the vulnerability to developing
the illness. Such brain damage might result, for example, from intrauterine
drug effects or infection, birth trauma or one of a list of similar assaults.

It is likely that inheritance and early brain damage are both risk factors
for schizophrenia and that the two together create double jeopardy. Studies
of identical twins show that if one twin has schizophrenia and the other
does not, the one with the illness is more likely to have a history of obstetric
complications at birth47 and, with brain-imaging techniques such as CT-
scans, to show evidence of brain damage.48

CT-scan changes are not restricted to one clinical subtype of the illness,
but schizophrenic patients with these signs of brain damage have some
characteristic clinical features. Patients with evidence of cerebral atrophy
have more severe “negative” symptoms of schizophrenia, such as apathy,
withdrawal and poverty of ideas: “positive” symptoms such as
hallucinations and delusions are less prominent. They also are more likely
to have functioned poorly through childhood and adolescence before the
onset of illness, and more likely to show signs of neurological impairment,
to respond poorly to treatment with medication and to have an unfavorable
outcome.49

Viral infection

Evidence of early brain damage in some schizophrenic patients raises the
possibility of harm to the foetus in the uterus. The risk of intrauterine
brain damage is increased if the mother contracts a viral illness in
pregnancy. Interest in the possibility of such damage in schizophrenia has
been generated by the discovery that more schizophrenic people are born
in the late winter or spring than at other times of year:50 the proportion
born at this time is approximately 10 per cent higher than in other seasons
of the year.51 Many possible reasons have been suggested for this finding,52

maternal infection during pregnancy being one. Foetal brain damage might
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be caused by a virus or, equally, by medicines taken by the mother to
combat symptoms of the illness.53 Studies from countries as widely
dispersed as Denmark, the United States, Finland and England have shown
that the proportion of schizophrenic people born in winter and spring
increases after epidemics of such viral illnesses as influenza, measles and
chickenpox.54 A smaller number of studies have failed to find a connection
with viral epidemics.55 A recently published report, from the United
Kingdom, found that maternal influenza between the third and seventh
month of pregnancy is associated with an increased risk of schizophrenia
to the child in adult life.56

Another recent study from Milan, Italy, indicates that schizophrenic
people born between December and April are more likely to show signs of
ventricular enlargement. These brain abnormalities, moreover, were more
common in winter-born schizophrenic people with no family history for
the disorder than in those with a positive family history.57 Again the evidence
suggests that either inheritance or early brain damage (in this case, an
intrauterine effect) may put someone at risk of developing schizophrenia.

Brain functioning

Vulnerability to schizophrenia, then, may have a number of biological
sources. How it is expressed as abnormal brain functioning has also been
studied. Researchers in Colorado have detected a functional abnormality
in the limbic system. They have measured differences between people
from the general population, people with schizophrenia and their relatives
in their response to such stimuli as audible clicks and flashing lights.
Computerized averaging of multiple electroencephalograph tracings of
subjects’ responses to these stimuli (evoked potentials) has been used in
this work. The research has shown that most schizophrenic people, as
well as half of their close relatives, have an abnormal pattern of response
to environmental stimuli. They appear to be overly responsive to pieces
of sensory information—sights, sounds, smells and touch—and more
limited in their ability to blot out irrelevant material.58

It is essential to our capacity to concentrate on what is happening to
us that we be able to attend to one aspect of our environment at a time
and screen out the multiplicity of other bits of sensory data with which
we are constantly bombarded. This capacity to discriminate stimuli
and to focus attention may be disrupted in those who are vulnerable to
schizophrenia. Such a “sensory gating” deficit would be a possible result
of abnormal functioning in the limbic system. Given sufficient stress
the affected individual will become overwhelmed and highly aroused.
Withdrawal into an isolated, inner world may thus be a useful maneuver
against the effects of the person’s excessive vigilance towards irrelevant
stimuli.59
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The knowledge that half of the first-degree relatives of schizophrenic
people share a neurophysiological abnormality with schizophrenic people
themselves suggests that the defect is transmitted by a single dominant
gene. It raises another question, however: why do only some of those
with the defect develop schizophrenia? Recent research by the Colorado
team using a brain imaging technique known as magnetic resonance
imaging (MRI) reveals that schizophrenic people have a smaller area in
the hippocampus (part of the limbic system) than their healthy siblings
who have the same sensory gating abnormality. It is possible that early
damage to this brain area, combined with an inherited sensory gating
defect, is sufficient to produce schizophrenia.60

A new and interesting wrinkle to this research is the discovery that
abnormal sensory gating in schizophrenia is linked to the function of
brain nicotine receptors and to the gene that controls them. The sensory
gating defect is transiently improved by high doses of nicotine. This
finding raises the possibility that some schizophrenic people may use
tobacco as self-medication, and helps to explain why cigarette smoking
is heavier and twice as common among schizophrenic patients as in the
general population.61

Some research workers, using radioactive tracer substances, have
demonstrated that blood flow through the frontal lobes of the brain does
not increase in schizophrenic patients, as it does in other people, when
they undertake tasks requiring attention and effort. People with
schizophrenia may not be able to turn on a specific region of their frontal
lobes, the prefrontal cortex, when needed—a problem which could explain
the withdrawal, apathy and thinking difficulties in schizophrenia.62 The
prefrontal cortex and the limbic system are linked: an abnormality in one
could affect the other, though it is not certain which area is primarily
disturbed.63

Step by step, links are being forged between inheritance patterns,
biochemical and anatomical abnormalities and the symptoms of
schizophrenia. We can begin to understand how early biological factors,
development and environmental stresses may interact with an individual’s
physiological response pattern to precipitate an episode of schizophrenia.

The family

“In my own very self,” wrote D.H.Lawrence in his last work, “I am part
of my family.”64 Psychiatrists since Sigmund Freud have regarded the family
as crucial to the development of human personality and mental disorder.
Anti-psychiatrist David Cooper sees Western family life as a form of
imperialism crushing individual autonomy.65 It is to be expected, therefore,
that many will have looked to the family for dynamic forces capable of
creating schizophrenia.
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In 1948 psychoanalyst Frieda Fromm-Reichmann proposed that
some mothers fostered schizophrenia in their offspring through cold
and distant parenting.66 Others have pointed to parental schisms and
power imbalances within the family as important in the genesis of the
illness.67 The double-bind theory, put forward by anthropologist
Gregory Bateson and his colleagues, postulates that schizophrenia is
promoted by contradictory parental injunctions from which the child
is unable to escape.68 Existential psychoanalysts R.D.Laing and Aaron
Esterton offer a similar formula for the production of schizophrenia
through the mystification of the child with confusing patterns of
communication.69

While enjoying broad public recognition, such theories have seldom
been adequately tested. Recent research has claimed to find abnormalities
in the patterns of communication within the families of schizophrenic people
that are not evident in the families of non-schizophrenic people.70 These
findings, not confirmed by later research,71 have been the subject of
controversy.72 None of the work in this area, furthermore, satisfactorily
resolves the question of whether the patterns of deviance alluded to in the
families of schizophrenic people are the cause or the effect of psychological
abnormalities in the psychotic family member.

A Finnish study of the offspring of schizophrenic mothers who were
given up for adoption, for example, found that the children who became
schizophrenic themselves were more likely to have been raised in adoptive
families which were rated as being disturbed than in normal families.
Although the findings suggest that schizophrenia may be the result of an
interaction between genetic factors and the family environment, it is also
likely that the higher levels of disturbance in the adoptive families were, at
least in part, a consequence of rearing a disturbed schizophrenic or pre-
schizophrenic child.73

While there may be stresses in the rearing of children which could
increase vulnerability to schizophrenia, their nature and existence have
not yet been verified. One thing only is certain in this field: thousands, if
not millions, of family members of Western schizophrenic people have
suffered shame, guilt and stigma as a consequence of the widespread
acceptance of such theorizing. Parents have not only witnessed their child’s
personality distorted and his or her ambitions destroyed by illness, they
have felt blamed, directly or indirectly, for causing the condition. Family
members may carry the burden of living with someone whose actions
can be unpredictable and distressing, and whose emotional responses
are unrewarding, but they may also receive little empathy and support
from therapists who are liable to censure and distrust them. The reactions
of society to the schizophrenic person and his or her relatives may be
sufficient, of themselves, to produce distorted patterns of family
interaction.
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Domestic and non-domestic stress

If we study the family, not for formative influences building a
vulnerability to schizophrenia, however, but for current household
stresses influencing the course of an already established illness, a far
more clear-cut picture emerges. Schizophrenic people living with relatives
(by birth or marriage) who are critical or smothering have a much higher
relapse rate, according to research from several countries and cultures,
than those who return to relatives who are less hostile or intrusive.74

Further studies have shown that relatives who are less critical and
involved exert a positive therapeutic effect on the schizophrenic person—
their presence leading to a reduction in the patient’s level of arousal.75

In the same vein, schizophrenic people who see their parents as being
affectionate and undemanding have a low relapse rate if they are in
contact with their parents, but tend to do poorly and relapse more often
if they are not.76 The benefits of a low-stress household on the relapse
rate of schizophrenic people appear to be equally as strong as the effect
of antipsychotic drug treatment.77

There is no indication that the more critical and overinvolved relatives
are at all abnormal by everyday Western standards. It appears, in fact,
that the households where there is more criticism and intrusiveness are
those with patients who have personality attributes which make them
difficult to live with.78 The evidence suggests that the families in which
schizophrenic people do well have adapted to having a psychotic person
in the household by becoming unusually low-key and permissive.79 In the
developing world the picture is different. A study conducted in Chandigarh,
India, reveals that few relatives of schizophrenic people in this Third World
city show the same high levels of criticism and overinvolvement found to
be common in the West.80 These Western responses to mentally disordered
family members may be a product of emotional isolation engendered by
nuclear-family life, or the result of high achievement expectations placed
on the psychotic. The decline of extended-family living is largely a
consequence of industrialization, and educational and occupational
achievement standards are higher in our advanced technological society.
Through such family dynamics as these, political economy may affect the
course of schizophrenia.

It is also clear that other forms of stress in the lives of schizophrenic
people trigger psychotic relapse and influence the course of the illness. In
a study conducted in London, 46 per cent of a group of schizophrenic
patients experienced a stressful life event which was clearly not a
consequence of the illness in the three-week period preceding a psychotic
relapse. By contrast, only 12 per cent of a matched group from the general
population had experienced such stress. The life events noted included
role changes (such as leaving school), change of living arrangements,
development of illness, and other disappointments and crises. When life
events were included which may not have been independent of the
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individual’s own actions or illness (events such as job loss), nearly two-
thirds of the schizophrenic people reported experiencing such stress
compared with less than a fifth of the general population sample.81

Subsequent research,82 including a nine-country WHO study,83 has
confirmed that stress, particularly in the preceding two or three weeks,
can precipitate episodes of schizophrenia. The research also shows that
severe stress provokes more intense symptoms of schizophrenia.84 Major
life-event stress is particularly likely to precipitate relapse in patients who
are taking medication:85 it appears that patients who are not using
medication are more susceptible to relapse with minor stress and that
antipsychotic drugs benefit the patient by raising the threshold of response
to all but major stresses.

It is unclear whether stress can create a vulnerability to schizophrenia
during an individual’s development86 (levels 1 and 2 of Figure 1.2) but it
is clear that stresses of various kinds play a part in triggering psychosis
in those who are already vulnerable and in shaping the course of a
manifest schizophrenic illness (levels 3 and 4 of Figure 1.2). At these
later stages—influencing the vulnerable individual and those already
schizophrenic—we may also perceive the prominent effect of political
and economic forces. Much that is stressful in life is not covered by such
concepts as family hostility or recent life changes. We all need to have
the respect of others, for example. Finding value and meaning in life and
having a sense of belonging to one’s own kind and community are
omnipresent existential concerns. Problems arising from these concerns
commonly emerge in the lives of schizophrenic people—problems (it will
be argued here) produced or exacerbated by the political and economic
dimensions of the society.

The following chapters will attempt to show that political economy
assumes a hitherto underemphasized importance in the production and
perpetuation of schizophrenia. Specifically, it not only determines mental-
health policy and legislation, it also molds public reaction to insanity and
even shapes psychiatric ideology. Political and economic factors influence
the social status, social role and social integration of the psychotic—his or
her sense of worth, meaning and belonging. Just as the destinies of all in
society are shaped by political and economic forces, so too is the course of
schizophrenia.

SUMMARY
 

• Schizophrenia, originally termed dementia praecox, is a functional
psychosis with some unifying features but several distinctly different
forms.

• In defining dementia praecox, Emil Kraepelin saw poor outcome as a
central feature of the condition.
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• Although Eugen Bleuler found outcome from the illness to be good in a
majority of cases, Kraepelin’s original pessimism has been more widely
accepted.

• Bleuler’s good results may have been a consequence of his enlightened
treatment approach.

• Scandinavian psychiatrists have adopted a narrow diagnostic approach
to schizophrenia, emphasizing poor outcome.

• Russian psychiatrists use a broad diagnostic concept which includes
patients who would not be considered psychotic elsewhere.

• American psychiatry switched from a similarly broad diagnostic
approach to a narrow definition of schizophrenia in 1980.

• The course of schizophrenia is quite variable; the outcome can be mild
in half the cases.

• The prevalence of schizophrenia varies widely (partly because of
diagnostic differences) but it is often close to 1 schizophrenic person for
every 200 adults in populations in the industrial world.

• Schizophrenia appears to be universally distributed.
• Multiple social and biological factors interact to produce a vulnerability

to schizophrenia, to trigger an episode of psychosis and to shape the
course of the illness.

• Genetic predisposition contributes to the vulnerability to schizophrenia
but does not alone account for its occurrence.

• An overactivity in tracts of neurons in which the neurotransmitter is
dopamine may be one of the underlying biochemical deficits in
schizophrenia.

• Some schizophrenic people appear to suffer from mild cerebral atrophy.
• The underlying functional deficit in schizophrenia may be an inability

to discriminate relevant from irrelevant environmental stimuli.
• Theories which suggest that family communication patterns produce a

vulnerability to schizophrenia remain unverified.
• Evidence that family stresses trigger relapse in schizophrenia, on the

other hand, is strong.
• Political economy refers to the part of the social structure that regulates

labor, energy, production and reproduction in groups larger in size than
the family.

• Political and economic factors, it is argued, are important in influencing
the course of schizophrenia.

 
 



Chapter 2
 

Health, illness and the economy

 
How far do economic factors influence our birth and death, control our
health, mold our behavior and identity and affect our sanity? We may
look for the answer to these questions by two methods—by studying the
differences between social classes and by calculating the human effects of
fluctuations in the economy.

SOCIAL CLASS, ILLNESS AND DEATH

Lower-class people in industrial society die younger. This much was clear
to the statisticians of the nineteenth century and continues to be true
today. In 1842, the average age of death for different classes in various
British centers of trade and manufacturing was estimated to be as follows:

The well-to-do classes enjoyed a lease of life more than double that of the
working classes.1 The dramatic difference was largely accounted for by
high infant mortality in the poorer classes and by deaths among adults
from consumption, pneumonia, infectious diseases and other conditions
associated with poverty, malnutrition and overcrowding.2

Class differences in life span persist in modern industrial society.
According to the British Registrar General’s figures, there is a clearly defined
social-class gradient in mortality rates. British working-class citizens run a
greater risk of death at all ages. In adults the difference in death rates is
apparent over a wide range of causes from malignancy to heart disease.
Where the cause of death is accidental or from respiratory or infectious
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disease, lower-class mortality rates are most dramatically elevated—from
3 to 5 times greater than for the highest social class.3

Throughout the Western world there is a similar relationship between
social class and life expectancy. In nineteenth-century America, as in Britain,
the ratio of the death rates in the highest and lowest classes was around
2:1. By the 1940s the class gap had closed to 1.4:1 or 1.3:1, but in more
recent decades no further progress has been made towards narrowing the
class difference.4 The differential is greatest in the middle years of life and
includes deaths from stress-related causes. Several studies have shown, for
instance, that sudden death from heart attack is more common in people
with lower levels of education. Some researchers attribute this finding to
the stress of living in or near poverty.5

Sickness rates follow the same pattern as mortality. British unskilled
working men, aged 45–64, report four times the number of days of acute
sickness as men of the same age in professional jobs, and twice the rate of
chronic sickness.6 In the United States illness of all kinds is more common
among the poor. Forty-one per cent of all low-income Americans aged
45–64 have a chronic illness which limits their activity—only 14 per cent
of high-income Americans are so afflicted.7 Multiple studies have reported
a close association between high blood pressure and lower-class status,8

and a county-wide survey of risk factors for illness in Florida found
socioeconomic status to be the social factor most strongly affecting the
incidence of psychosomatic illness.9

While material factors such as poor nutrition and poor housing
contribute to high rates of illness and death in the lower classes,
environmental stress is also important. Migration, unemployment,
job turnover, divorce and separation are all more common among the
poor.10 A survey of the Toronto Borough of East York found symptoms
of physical and emotional distress to be from 3 to 5 times more
common among the poorly educated and low-income residents. The
presence of these symptoms, in turn, was found to be associated with
the person’s exposure to a recent stressful life event, particularly
demotion or job loss.11 Two studies conducted in New Haven,
Connecticut, and another carried out in Manhattan, New York City,
have yielded similar results—substantial ly higher levels of
psychological symptoms in working-class subjects than in the upper
class. The difference in symptom levels in these studies, as in Toronto,
was explained by the larger number of unpleasant life events affecting
the working-class members. This finding held true (in the New York
City study) when only those life events were counted that were
independent of the person’s own actions—suggesting that it was indeed
the stress that precipitated the symptoms and not the psychological
disturbance that led to the stressful events.12

A large-scale survey of drinking habits among residents of suburban
Chicago offers similar evidence of links between social class, stress and
symptoms. Low-income residents and those who reported more economic
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strain were more likely to have symptoms of anxiety. Lower-class members
were also more likely to have low self-esteem and a sense of limited personal
control over events. Operating together, these three factors—heightened
anxiety, low self-esteem and a limited sense of mastery—were found to
increase the individual’s inclination to use alcohol to relieve distress.13 Class
status may thus mold personality, coping strategies, emotional symptoms
and alcohol use, and indirectly influence physical health.

SOCIAL CLASS AND MENTAL ILLNESS

The evidence is strong that stresses are greater among the lower
working class and that increased ill health and emotional distress are,
to a certain extent, a consequence of these stresses. It is also clear that
schizophrenia and other mental disorders are more common in the
lower classes. In the Great Depression sociologists Robert Paris and
Warren Dunham found that the highest rates for treated schizophrenia
were concentrated in Chicago’s slum areas. From a rate of over 7 cases
per 1,000 adults in these central districts the prevalence of treated
schizophrenia declined gradually through the more prosperous sections
of the city to the lowest rates of below 2.5 per 1,000 adults in the
most affluent areas.14 Since the publication of this pioneer work, a
number of other epidemiological studies have confirmed that high rates
of mental disorder, particularly schizophrenia, are concentrated in
centrally located, low socioeconomic districts in many American and
European cities—Peoria, Illinois; Kansas City, Missouri; St. Louis,
Missouri; Milwaukee, Wisconsin; Omaha, Nebraska;15 Worcester,
Massachusetts;16 Rochester, New York;17 Baltimore, Maryland;18 Oslo,
Norway;19 and Bristol, England.20

Sociologist Robert Clark demonstrated in the 1940s that Chicago
residents in low-status and low-income occupations had a higher
incidence of treated schizophrenia than higher-status workers.21 This
observation has also been confirmed by a number of studies. In their
survey of New Haven, Connecticut, in the 1950s, August Hollingshead
and Frederick Redlich revealed a gradient of progressively greater
prevalence of treated schizophrenia in the lower socioeconomic classes.
The prevalence of the illness was 11 times greater in the lowest class
compared with the highest class.22 Leo Srole and his associates, in a
community survey of midtown Manhattan in New York City, which
located both treated and untreated cases, found mental disorder to be
more common in the lower classes than in the upper classes and more
prevalent in those who remained at the same socioeconomic level than
in the upwardly mobile.23 Dorothea Leighton and her colleagues, again,
found mental disorder to be most frequent in the lowest social class in
their comprehensive survey of Stirling County, Nova Scotia.24 Social
psychiatrist Örnulv Ödegard demonstrated that first admissions for
schizophrenia to all psychiatric hospitals in Norway were most common
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among low-status workers, such as ordinary seamen and farm laborers,
and one-third as frequent among the owners and managers of businesses
and others in high-status occupations.25 In London, Lilli Stein showed
that there existed a social-class gradient in the incidence and prevalence
of mental illness (with the highest rates in the lowest classes) which
was particularly marked for schizophrenia.26 Reviewing these data,
epidemiologist William Eaton concludes that, if we divide the population
into three social classes, it is common to find a three-to-one difference
in rates of schizophrenia between the lowest and highest classes.27

SOCIAL DRIFT OR SOCIAL STRESS?

A reasonable explanation for the social-class gradient in
schizophrenia, and one which is commonly given, is that people with
the greatest risk of developing the illness drift into lower-status
occupations and low-income city areas as a result of their marginal,
pre-psychotic levels of functioning. This is known as the social-drift
hypothesis. An alternative explanation would be that the stresses of
lower-class living, including labor-market stresses and class-related
effects on foetal development and birth complications, increase the
risk of developing schizophrenia. A final theoretical possibility is that
there exists an increased genetic predisposition towards schizophrenia
in the lower classes. When we come to look at the prevalence of
schizophrenia in the Third World (in Chapter 9), we will find that
the relationship between class (and caste) and schizophrenia is
reversed. In the developing world it is the upper-class, better-educated
individuals  who are more at  r isk from schizophrenia.  As
industrialization advances, moreover, this inverted social-class
gradient switches around to conform to the pattern found in the West.
These phenomena clearly defy explanation by either the social-drift
or genetic hypotheses and they invite speculation about possible
socioeconomic and socially determined obstetric causes.

The shifts in the occurrence of schizophrenia that accompany the
advance of industrialization may be a result of class-related changes in
nutrition, obstetric complications and survival of the newborn (as we
shall see in Chapter 9). In the modern industrial world, both social
drift and class-related obstetric factors could be producing the class
gradient for schizophrenia; the two theories are not mutually exclusive.
Support for the social drift theory comes from a study conducted in
Britain in 1963 which demonstrates that, although schizophrenic males
are overrepresented in the lowest socioeconomic class, the social class
of their fathers and other male family members is distributed much as
in the general population.28 Similar findings have come from the United
States.29 Sociologist Melvin Kohn, who has reviewed the published
research on this topic, however, argues that the thesis has not been
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decisively proven. The studies conducted so far offer conflicting results.
Dr. Kohn concludes:
 

The weight of evidence lies against the drift hypothesis providing a
sufficient explanation of the class-schizophrenia relationship. In all
probability, lower class families produce a disproportionate number
of schizophrenics.30

 
The view that schizophrenia may be provoked, even partially, by factors
related to lower-class living, however, is not well accepted by the
mainstream of psychiatric writers. Psychiatrist Robert Cancro argues in
the American Comprehensive Textbook of Psychiatry that such a
conclusion is ‘premature,’ but, he concedes, not yet ‘definitively rejected.’31

In the same textbook, psychiatrist Herbert Weiner contends that ‘no simple
[causal] relationship between social class and schizophrenia exists.’32 With
such cautious opinions as these, the role of social causation is widely
discounted in the day-to-day practice of psychiatry.

Why have the findings on social class and schizophrenia had so little
impact on psychiatry? American psychiatrists John Strauss and William
Carpenter suggest that this neglect
 

may…reflect the fact that influential research and clinical writing and
teaching most often come from persons and institutions with
predominantly upper and middle class orientations, while a large
number of schizophrenic patients are lower class and unemployed.33

 
To acknowledge that class-related factors provoke the development of
schizophrenia is not to deny that social drift is also important. Indeed, it is
not unusual to find schizophrenic people who have had marginal levels of
social functioning for some years before their first, clear psychotic break.
In such cases, downward mobility is unavoidable, and this, in itself, becomes
an additional source of stress.

An interesting observation emerges from the research on the social
mobility of schizophrenic people. While many patients may not show a
decline in occupational status to a level lower than that of their fathers,
the occupational level of the general population is sometimes found to
have risen around them.34 Relative to the rest of the population the
schizophrenic people have lost ground. What is happening, then, is not
exactly social drift but social stagnation. This is what one might expect to
see in a group of people who are not high in drive and ambition. For
individuals living in some settings this would not be a great weakness. In
modern industrial society, however, where to stay at the same level is to
lose status, the pre-schizophrenic person may be at a disadvantage in
comparison to more driven individuals and under greater pressure than he
or she would experience in a non-industrial setting.
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The link between social class and mental disorders such as
schizophrenia, interestingly, has been conclusively demonstrated only
for city dwellers. Strongest in large cities, it becomes weaker in smaller
cities and most rural areas. In the small town of Hagerstown, Maryland,
for example, the prevalence of schizophrenia was not related to social
class.35 Dorothea Leighton and her co-workers did detect a social-class
gradient for mental disorder in rural Nova Scotia, but not in rural
Sweden.36 In two British studies, one comparing London women with
women in the crofting and fishing community of North Uist in the
Outer Hebrides and another comparing women in London with women
living in the rural Isle of Wight,37 the prevalence of mental disorder
was found to be highly influenced by class in the urban setting but not
at all in the rural communities. On the rural Danish island of Samsö,
although mental disorder in general was more frequent among the lower
social classes, the prevalence of psychosis in particular was unrelated
to class.38

The absence of a social-class gradient for schizophrenia for most rural
areas can be explained in two ways. Schizophrenic people may migrate
away from rural areas and become part of the urban underclass. This
explanation is a variation of the social-drift hypothesis. Alternatively, the
conditions of rural working-class life may be less likely to create a
vulnerability to schizophrenia than urban lower-class existence. We shall
see shortly, when we look at the effects of the business cycle, that there is
also a rural-urban difference in the effect of fluctuations in the economy
on symptoms of mental disorder, just as there is a rural-urban variation in
the influence of social class. The rural-urban difference in the effect of
economic change cannot be explained by social drift, and if the differential
is the result of similar factors in each case (which is possible), then we
should look for real differences in the impact of economic and class-related
stress between cities and country towns.

This, then, may be a convenient point to begin to examine the effects of
the business cycle on health, illness and mortality.

BUSINESS CYCLES

The economy rises and falls with a variety of rhythms. Since the Industrial
Revolution, capitalist development has advanced in long phases of growth,
interrupted every few decades by great, global depressions marked by
industrial stagnation and high rates of unemployment. Each newly
industrialized nation joins in synchrony with the economic pulse of the
more developed societies. In Britain, the ‘hungry forties’ of the last century
were followed by the Great Victorian Boom (1850–73). The industrialized
economies of Europe and North America all felt the impact of the
protracted Great Depression of the late nineteenth century (1873–96) and
reeled again in the 1920s and 1930s.39 Faced with this pattern it hardly
seems surprising that we are again struggling with a protracted global
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economic recession in the 1990s. Superimposed on the long waves are
shorter business cycles of varying amplitude—about two a decade may
be identified, for example, in the period since the Second World War.

The social effects of both the long and short business cycles as well as
of briefer economic fluctuations have been studied. Researchers have looked
for correlations between economic indicators and illness, mortality rates
and such social events as marriage, divorce and crime.

As early as 1893, for example, it was noticed that divorce became
less common in the depression and more common in the boom.40

(This phenomenon, which continues to hold true today, may well be
a consequence of the greater degree of individual economic
independence which becomes possible when more employment—
especially women’s employment—is available.) By 1901 another
researcher identified an increase in marriage rates with periods of
prosperity in trade.41

More elaborate social studies of the impact of fluctuations in business
were carried out in the 1920s. Statisticians William Ogburn and Dorothy
Thomas found that the boom brought with it high rates of marriage,
divorce, birth, infant mortality and general mortality. Only suicide and
(possibly) criminal convictions were found to increase in the depression.42

A few years later, Dorothy Thomas confirmed these findings (except for
divorce and crime) and expanded on them. She noted that beer and spirits
consumption, arrests for drunkenness and alcohol-related deaths all
increased in the boom. The only social phenomenon clearly tied to economic
recession was suicide.43

Recent studies of the business cycle have applied advanced statistical
techniques and have concentrated not just on the effects of the boom or
bust but also on the impact of any economic change, up or down, reasoning
that any change can be stressful.

Every week for 16 months from 1971 to 1973, researchers conducted
surveys of samples of the population of Kansas City to gather
information on recent events in people’s lives and to evaluate their mood
and stress symptoms. Ralph Catalano and David Dooley subsequently
looked for correlations between these survey results and measures of
local economic fluctuations. They found that both the local
unemployment rate and absolute economic change (up or down) were
linked to increases in the number of life events reported by the
respondents and to their physical and emotional symptoms of stress.
The unemployment rate alone was most closely associated with an
increase in reports of depressed mood. The researchers noted that the
changes in mood and stress symptoms were sometimes immediate but
usually followed the economic change with a lag of 1–3 months.44 People
with low income responded much more severely to economic change
than did city residents in the middle-income bracket. The poor, Catalano
and Dooley reason,
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have the smallest economic resources with which to cushion any short-
term economic setbacks…. When the economy improves it may be
the low-income group which disproportionately has to pay the
psychological price of adapting to new jobs in new locations with
new colleagues.45

 

RURAL-URBAN DIFFERENCES

From the large metropolitan area of Kansas City, Catalano and Dooley
and their co-workers next turned their attention to small-town
Hagerstown, Maryland, and the surrounding rural Washington County.
Hagerstown, it will be recalled, was the site of an earlier study which
revealed no association between social class and mental illness. At the
time of both studies the town population was close to 36,000. For 32
months from 1971 to 1974, the researchers conducted surveys of the small-
town and rural residents, collecting the same information as in the Kansas
City study. The survey of Hagerstown and district, however, revealed
none of the associations between economic change, stress and pathology
that had been found in Kansas City.46 The small-town and rural residents
appeared to be protected against the psychological impact of both social
class and economic change. Why was this so?

The contrast was not due to differences in economic stress, for the local
economy of Hagerstown was less stable than that of the large city. The
difference, report the researchers, may have been a result of the fact that
the small-town residents started from a lower baseline of stress.
Respondents from the Hagerstown area reported fewer life events and
stress symptoms than Kansas City residents, and showed less fluctuation
in these variables. The small-town residents, furthermore, may have enjoyed
more social support, which acted as a buffer against stress. The Hagerstown
residents were more satisfied with their neighborhoods, friendships and
marriages than were big-city dwellers, and they were more likely to have
multiple social roles beyond marriage and employment.47 Being an amateur
baseball coach or a volunteer fireman, for example, may have minimized
the impact of unemployment or demotion.

Another report confirms that rural residents may be protected by social
support from some of the health hazards of economic change. Comparing
the impact on manufacturing workers of plant closings in two areas—one
rural and one urban—Susan Gore found that rural workers enjoyed more
social support than urban employees. Unemployed workers who rated
their wives, relatives and friends as unsupportive had more severe
psychological problems and symptoms of ill-health. They blamed
themselves more for being unemployed and felt more economically
deprived. Those who feel unsupported, argues Gore, are more dependent
on their jobs for self-esteem, and when unemployed they are more likely
to lose their sense of worth.48
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BOOM OR BUST?

The early studies of the business cycle, we have seen, implicated the boom
in the production of most social pathology, with one clear exception being
suicide. Catalano and Dooley’s analysis of short-term economic
fluctuations in Kansas City points to absolute economic change (up and
down) as a source of stress and stress symptoms and to a link between
unemployment and depressed mood. When the news media cite research
on the effect of the economy, however, it is always the harmful impact of
the depression and deepening unemployment that we hear about—never
the boom. Why is this so?

The commonly cited research that links economic recession to multiple
social problems is the work of Harvey Brenner, an American statistician.
Using complex statistical techniques, Dr. Brenner has pursued the hypothesis
that the increase in problems during the boom is, in fact, a delayed response
to the business decline that precedes it. Thus when the U.S. Congress asked
for a report, in 1976, on the Social Costs of National Economic Policy,
Brenner was able to supply them with a document, more than 200 pages
long, which pointed to unemployment as having a profound impact on
health and crime.49 A sustained 1 per cent increase in unemployment,
claimed Brenner, has the following effect:

The figures have since been widely quoted and widely accepted. But can
they be taken at face value? At the crux of this issue is Brenner’s heavy
reliance on the supposed lag between the initial stress of unemployment
and the subsequent appearance of social pathology. Cerebral strokes, for
example, are linked to the economic recession, Brenner argues, with a lag
of 6–9 years; cardiovascular-renal disease with a lag of 3–6 years.50 When
the length of the business cycle being studied is only 3–5 years, the use of
lags such as these becomes difficult to comprehend. So, too, is a lag of two
years behind the recession for arrests for drunkenness.51 “The inclusion of
a minus one year lag borders on the incredible,” protests epidemiologist
Stanislav Kasl about one of Brenner’s pieces of research. “Surely that must
undermine and ridicule the investigator’s own efforts to suggest
unidirectional causal interpretations.”52



Health, illness and the economy  39

The problem with Brenner’s use of the lag is not merely that a number
of absurd and inexplicable correlations is offered (some of the lagged
correlations, properly explained, might be reasonable) but that the optimal
lag is determined post hoc by scanning the data. If a lagged effect is
expected, it should be possible to predict in advance roughly what the lag
period will be, so that a clear hypothesis may be tested. Brenner does not
attempt to do this, however, and little pattern or consistency emerge from
the lagged correlations.

Does it matter whether it is the boom or bust that brings more
problems? To anyone interested in politics and political theory it
does, for it is an issue at the heart of a debate between radicals and
liberals. To the Marxist it is capitalism which is pathogenic; the
business cycle is an inherent element of the capitalist economic
system—an unavoidable consequence of the production of goods
for the market and of the resulting crises of overproduction.53 The
liberal economist sees the business cycle as an unfortunate feature
of the industrial economy, but one which can be controlled.54 He or
she favors fiscal and monetary policies which will stimulate the
economy and turn away the ugly face of unemployment. Sustained
economic growth is seen as feasible and necessary to minimize human
suffering. The Marxist does not regard the upsurge in commodity
production and consumption and the accompanying mobilization
of labor which marks the boom as necessarily beneficent. One cannot
imagine, however, even the most liberal wing of the U.S. Congress
calling for a report on the harmful social effects of the economic
recovery.

Congress, for example, would not be likely to call upon Joseph Eyer.
Unlike Brenner, radical social analyst Eyer sees much social pathology and
mortality as a direct consequence of the boom. Less than 2 per cent of the
death rate in the United States—that for suicide and homicide—varies
directly with unemployment, he argues. The general death rate, including
such stress-related causes as coronary heart disease, alcoholic cirrhosis
and perforated gastric and duodenal ulcers, rises during the boom. Eyer
attributes some of the excess mortality of the boom to change in diet,
alcohol consumption and cigarette-smoking, but he considers social stress
to be the most important cause. Among the stresses of the boom he identifies
are social-relationship changes such as rising marriage and divorce rates,
fragmentation of the community due to increased migration and such job-
related factors as overwork, alienating work processes and industrial
disputes. The lag between these stresses and the development of pathology,
argues Eyer, pointing to research on the impact of life events, would not
be years, as Brenner suggests, but a few days, weeks or months—if the
impact were not immediate.55

Observing that industrialization brings about an increase in mortality
in younger adults at the age of labor-market entry, Eyer sees the
development of wage work as central to the disease-producing stresses of
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our society. He argues, moreover, that the deleterious impact of modern
labor conditions may be seen in the high mortality that affects those cohorts
of workers who enter the U.S. labor market during the boom to a greater
extent than those who enter during the depression.56

That this type of cohort analysis may lead to more than one
interpretation is evident from economist Alfred Bunn’s study of heart-
disease mortality in Australia. Bunn traces an epidemic increase in coronary
heart disease back to a point source in the Great Depression. Each cohort
of Australian citizens born in successive decades experienced a dramatic
increase in mortality during the 1930s—an increased risk which was
sustained throughout the lives of surviving members of these cohorts. The
decline in the death rate from heart disease after 1968—a phenomenon
which has not otherwise been adequately explained—is due, Bunn argues,
to the eventual death of most of the population who had been of working
age during the Great Depression. Immediate and late effects of
unemployment and economic stress, suggests Bunn, contribute to heart-
disease mortality; the more recent recessions of the early 1960s and late
1970s add their own lesser waves of increased mortality to the epidemic
initiated by the Great Depression. Bunn, like Brenner, finds an association
between high annual unemployment rates and fluctuations in mortality
from coronary heart disease.57

Bunn disagrees with Eyer’s claim that high mortality is closely related
to low unemployment and the boom, and there is evidence to support
each side of the argument. Regardless of which view is correct, both
researchers agree on a principle which will become important later in this
book: circumstances early in life prime an individual to respond to
environmental stimuli later in a way which can promote ill health.
According to Eyer, for example, entering the labor force during the boom
increases the individual’s susceptibility to the effects of economic stress;
according to Bunn, working through the Great Depression produces a
permanent increase in the risk of heart disease. When we discuss factors
promoting the occurrence of schizophrenia in Chapter 9, this idea will
emerge again. There it will be suggested that, if a woman’s nutrition changes
later in life in response to economic change, migration or class-related
factors, her risk of obstetric complications will increase and so will her
child’s risk of schizophrenia.

Which is more harmful to one’s health—the boom or the slump? Both
have been incriminated. The case of infant mortality gives us the
opportunity to pursue the question further and to see if prosperity may
indeed bring undesired consequences.

INFANT MORTALITY

Nowhere is the issue of the pathogenic effect of the boom versus the
bust better illustrated, and nowhere is the question of the use of the
lag as a statistical device more central, than when we look at infant
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mortality. The early studies of the business cycle, as we have seen,
found infant deaths to increase in the boom. Predictably, however,
when Brenner studied this relationship he found increases in infant
mortality to be a response to economic downturn after a lag of varying
numbers of years. The death rate of infants aged one month to one
year (postneonatal mortality), for example, is said to be related to
increases in unemployment with a lag of 3–5 years.58 Figure 2.1, which
is taken from Brenner’s article on the topic, illustrates this point. In
the figure, percentage changes in postneonatal mortality occurring over
five-year intervals are plotted annually for half a century. Brenner has
advanced the infant-mortality graph by four years, to match the lag
which his statistical analysis reveals, and to show a mirror-image
relationship between the lagged graph of infant mortality and an
inverted graph of unemployment (i.e. unemployment and lagged infant
mortality rise and fall together).

There are problems with this analysis, however. In the first place, if we
do away with Brenner’s lag and put the graph of postneonatal mortality
back where it started, four years later—as in Figure 2.2—we see that there
is a respectable fit between the mortality graph and the inverted
unemployment rate. In other words, it seems that postneonatal mortality
rises when unemployment falls. This picture suggests that we should at
least look to see if such an inverse correlation is statistically significant—
but Brenner does not do so.

In the second place, there is no logical explanation for a four-year lag
in postneonatal mortality. Deaths in this age group—one month to one
year—are typically related to the immediate environment and are due to
such causes as intestinal and respiratory disease, infections and accidents.
One would predict a lag of no more than a month behind an economic
change in most cases. Even if one hypothesized that the infant was at
increased risk of death due to economic influences working throughout
the mother’s pregnancy and delivery, then the maximum lag period in
those instances would be less than two years. A four-year lag makes no
rational sense.

Finally, there exist excellent a priori grounds for assuming a direct link
between high infant mortality and the boom. Victorian observers were
well aware that infant mortality in Britain decreased during crises in trade.59

Figure 2.3 demonstrates that the contemporary commentators were correct:
infant mortality rose and fell with the industrial growth rate through the
latter half of the last century.

The reason for this effect, maintained the philanthropists and physicians
of the time, was the employment of mothers. In the industrial areas of
Victorian England a very large proportion of young married women were
employed in the factories from dawn to dusk—or longer. Female factory
hands returned to work within two weeks of the birth of a child, frequently
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Figure 2.2 Five-year changes in the U.S. employment index and the neonatal
mortality rate per 1,000 live births. Neonatal mortality is not lagged

neonatal mortality rate per 1,000 live births. Neonatal mortality is moved forward
four years to show the relationship with a four-year lag
Source: Reproduced from Brenner, M.H., “Fetal, infant and maternal mortality
during periods of economic instability,” International Journal of Health Services,
3:145–59, 1973, by permission of the publisher.

Figure 2.1 Five-year changes in the U.S. unemployment index (inverted) and the
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leaving the infant in the care of elderly childminders or girls as young as
seven years of age. Fatal accidents to infants in the care of incompetent
minders were not uncommon. Laudanum and other widely available
preparations of morphia were freely used to quiet fractious babies. Early
weaning was essential and infants were routinely fed with watered-down
and often contaminated milk. Deaths from intestinal infection were
prevalent.60

Physicians pointed out that infant mortality was highest where
more women were employed in the factories. Around the Lancashire
cotton mills the death rate was particularly high, and the Medical
Office of Health for Staffordshire offered the following figures for
1880.61

There is another reason—one which is particularly relevant to the topic of
this book—why infant mortality may increase during the boom. Women
who are raised in poverty have poor nutrition in childhood and are
consequently small in stature and likely to have small pelvic cavities and
birth canals which are malformed by rickets (vitamin D deficiency). During

Figure 2.3 General mortality and infant mortality for England and Wales, and
industrial growth for the U.K., 1810–1920; expressed as five-year averages
Source: Mitchell, B.R., European Historical Statistics 1750–1970, abridged edn.,
New York: Columbia University Press, 1978.
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the boom, their nutrition is likely to improve and, when pregnant, the
developing foetus will be larger than usual. As a result, labor will be more
difficult and rates of brain damage and infant mortality due to obstetric
complications will increase. We will return to this issue in Chapter 9. At
that point it will be argued that the risk of obstetric complications and
infant brain damage—and thus the risk of later development of
schizophrenia—increases in different classes at different phases during the
advance of industrialization. The result is a curious changing pattern of
occurrence of schizophrenia.

WORK STRESS AND ALIENATION

One source of interest in the debate over the harmful effects of the
boom versus the bust is the attempt to evaluate the relative importance
of two potential health hazards—the stresses of working and of
unemployment. The direct link between the working environment and
ill health and death is evident in the statistics on industrial accidents
and disease. One estimate reveals that each year in Britain two thousand
workers die from an injury sustained on the job, another thousand die
from an industrial disease and a million take sick leave because of an
industrial illness.62 Less commonly recognized, women performing
housework have a high injury rate, thousands dying in Britain each year
as a result of domestic accidents.63 Not so straightforward to evaluate,
however, is the importance of workplace stress in the production of
mental and stress-related illness.

We may find evidence of the hazards of work stress in the research
on heart attacks. Psychological stress and significant life changes
increase the risk of myocardial infarction and sudden cardiac death.64

A thirty-year follow-up study of healthy Canadian men found that
sudden cardiac death was much more common on the first working
day of the week. Thirty-five per cent of such deaths in previously healthy
men, and 75 per cent of the deaths at work, occurred on a Monday.
The researchers point to “reintroductions to occupational stress, activity
or pollutants after a weekend respite” as likely precipitants.65 A study
conducted in the United States similarly has revealed a higher death
rate from coronary heart disease on Mondays than on other days of
the week.66

Pointing to the same source of stress, one study has demonstrated that
overwork increases the risk of heart attack in young men more than any
of the standard risk factors.67 Several other pieces of research have shown
overtime and increased work load to be correlated with changes in serum
cholesterol, cardiac arrhythmias and an elevated frequency of myocardial
infarction.68 American tax accountants, for example, approaching the tax
deadline of April 15, show changes in blood-clotting and serum cholesterol
which increase their risk of heart attacks and strokes.69 A study comparing
heart-attack victims and a matched control group of healthy people, all of
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whom were employed in the same Swedish nationwide chain, found that
workers suffering heart attacks had experienced many more stressful life
events before falling ill—but the events that were more common in the
heart-attack victims were all job-related. The stressful events included major
changes in working schedule or conditions, undertaking more responsibility
at work or having trouble with the boss.70 The same research group studying
members of the Swedish construction workers” trade union found that
increased responsibility at work was the only life-change measure among
dozens examined that predicted an increased risk of heart attack in this
sample.71

One important piece of research, the Framingham (Massachusetts) study
of risk factors in coronary heart disease, found no correlation between
job-related stress and the presence of angina pectoris and other indications
of heart disease. This finding may well be due to the fact that all of the
heart patients in this study suffered from relatively chronic illness and
were heart-attack survivors: sudden-death victims were automatically
excluded.72 On balance, the evidence is strong that the stresses of working
are important precipitants of heart attack.

One of the most widely embraced of Karl Marx’s theories is his concept
of alienation. The concept is well enough accepted, in fact, that the U.S.
Senate in 1972, concerned about the apparent spread of job dissatisfaction
among workers and the threat of falling productivity, commissioned a
study of alienation in the workplace.73 Illustrated in the popular
imagination by the assembly-line worker who is so disgusted and bored
that he willfully damages the car on which he is working, Marx’s theory
of alienation covers this phenomenon and more. Marx described the
estrangement of the worker from the creative process and from the
product of his or her labor, an alienation from his or her essentially
human characteristics, and from his or her fellow human beings. This
condition, argued Marx, is the inevitable consequence of commodity
production, wage work and the division of labor—a result of converting
labor into a commodity.74

The experience of working-class men and women offers numerous
examples of what Marx meant. Many auto workers despise the cars they
build. “What’d you buy this piece of shit for?” demands a young General
Motors worker of author Barbara Garson, kicking her car—a machine he
might have helped build himself.75 The work process may be regarded
with derision. “There’s a lot of variety in the paint shop,” reports another
Lordstown worker. “You clip on the color hose, bleed out the old color,
and squirt. Clip, bleed, squirt, think; clip, bleed, squirt, yawn; clip, bleed
squirt, scratch your nose.”76 The boredom can be dehumanizing—“You
forget you’re not a machine,”77 says a copy typist; the close supervision
oppressive—a steelworker complains, “I would rather work my ass off
for eight hours a day with nobody watching me than five minutes with a
guy watching me.”78 Job-status differences estrange co-workers. “What is
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this ‘Yes, sir’ bullshit?” yells the same steelworker at his foreman. “I came
here to work, I didn’t come here to crawl.”79

The problems, moreover, are not to be found only in the industrial
workplace. Writes Lillian Breslow Rubin:
 

There is, perhaps, no greater testimony to the deadening and deadly
quality of the tasks of the housewife than the fact that so many women
find pleasure in working at jobs that by almost any definition would
be called alienated labor—low-status, low-paying, dead-end work
made up of dull, routine tasks; work that often is considered too menial
for men who are less educated than these women.80

 
The effort to enforce household labor may distort domestic relations. A
working-class husband insists angrily:
 

A wife’s got to learn to be number two. That’s the way it is, and that’s
what she better learn. She’s going to stay home and take care of the
family like a wife’s supposed to do.81

 
How widespread is worker alienation? A large majority of workers in
many industrialized countries express satisfaction with their work when
polled; the size of this majority is always greater in higher-status jobs and
older age groups. When asked whether they would prefer another
occupation, however, as many as 60 per cent of American workers say
yes.82 Arthur Kornhauser, in his study Mental Health of the Industrial
Worker, sees the expression of satisfaction with fundamentally unfulfilling
jobs as an adaptive response on the part of the workers—a consequence
“of their dwarfed desires and deadened initiative, reduction of their goals
and restriction of their efforts to a point where life is relatively empty and
only half meaningful.”83 The extent of alienation, therefore, is hard to
measure. Reviewing the research, Marie Jahoda and Harold Rush can
conclude only that
 

there exists a stratum of society—its size is hard to determine—of
degraded, frustrated, unhappy, psychologically unhealthy people in
employment whose personal morale is as low as their productivity,
who are unable to provide a constructive environment for their families,
[and] whose lack of commitment in employment colors their total life
experience.84

 
Can we estimate the psychological impact of alienating work? In his study
of Detroit factory workers, Arthur Kornhauser found a clear correlation
between the mental health of the worker and the skill of his job. Feelings
of inadequacy, anxiety, depression and hostility were greater in those who
performed the most routine, repetitive work. These symptoms, Kornhauser
demonstrated, were not related to the worker’s pre-employment
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characteristics but were a product of the job itself.85 More than one study
has shown that restricted independence at work is related to poor mental
health. A large survey of American men representing a broad range of
civilian occupations found low work complexity and close supervision to
be associated with the worker’s low job satisfaction, low self-esteem and
raised level of anxiety.86 A more recent survey of adults living in Oslo,
Norway, extends these findings. The degree of close supervision on the job
was found to be correlated with a variety of psychiatric symptoms—a link
which was not explained independently by social and demographic
factors.87

Reviewing the literature widely, Stanislav Kasl concludes that the
correlation between measures of mental health and job satisfaction is
not a particularly powerful one, though, as we have seen, expressed job
satisfaction may not be a good reflection of the actual qualities of the
work environment. Kasl finds that the evidence is clearest for the
heightened prevalence of mental disorder among those performing the
most routine, unskilled factory work.88 For some workers, it is clear, we
should not necessarily expect unemployment to be psychologically
damaging—it may be a welcome release for those in the most alienating
occupations.

UNEMPLOYMENT

Though the majority of the research points to serious adverse
consequences from unemployment, there are indications that job loss
for some workers under certain circumstances may not be distressing
and may even be a positive experience. Blue-collar workers laid off by
plant closings showed few lasting psychological or stress-related
problems over the two-year period of displacement, unemployment
and re-hiring through which they were followed by research workers
Stanislav Kasl and Sidney Cobb. The working men in this study
generally showed brief, initial responses to stress—increased depression,
anxiety and raised blood pressure—most evident during the phase of
anticipation prior to unemployment. Kasl suggests that these men
showed few damaging effects from unemployment because many had
given up the idea that their monotonous jobs were meaningful or
important.89

Researchers Ramsay Liem and Paula Rayman counter with the
suggestion that Kasl and Cobb’s findings were undramatic because the
unemployment circumstances of the men in their sample were not severe.
In his own study of blue-collar and white-collar families in which the
husband lost his job, Liem found significant increases in psychiatric
symptoms in both the men and their wives and signs of mounting family
distress. Symptoms increased as unemployment continued but receded after
re-employment. The response to job loss was greater in this sample than
in Kasl and Cobb’s study, argues Liem, because the period of unemployment
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was much longer, the local economy was severely depressed and job
prospects were poorer. Plant closings such as Kasl and Cobb studied,
furthermore, may create a type of unemployment in which self-blame is
less prominent.90

Liem’s interpretation of these findings is borne out by a study of middle-
class, unemployed men conducted by sociologist Craig Little. Nearly half
of the men in this sample had a somewhat more positive response to
unemployment; these were more likely to be the men who were optimistic
about re-employment, had not been out of work long and were in a better
financial situation. Kasl’s point is also supported, however, since the more
positive responses came from men whose prior job satisfaction had been
low.91

The context in which job loss occurs clearly affects the response of the
unemployed. Acknowledging this point, we may also recognize that the
consequences of unemployment are usually distinctly harmful. Evidence
on the damaging effects of unemployment began to accumulate during the
Great Depression. Two researchers reviewing the topic in 1938, after
compiling more than a hundred reports, observed that unemployment could
lead to emotional instability, depression, hopelessness, distrust, domestic
problems, narrowed activities and apathy.92 More refined modern studies
confirm these findings; the introduction of higher levels of financial support
for the unemployed does not appear to have reduced the impact of
joblessness.

Paula Rayman and Barry Bluestone’s study of job loss in the American
aircraft industry found unemployment to be linked to serious signs of strain
such as alcoholism, raised blood pressure, increased smoking and anxiety.93

Plant closings in Appalachia brought depression and sickness to the
redundant employees.94 A British study notes increasing general
symptomatology in unemployed young men.95 Older American workers
laid off after years of stable employment responded with more ill health
than those in a control group, a sense of powerlessness and loss of
initiative.96

As unemployment has spread in the late 1980s and early 1990s,
fresh reports have come in from around the world. A survey of Finnish
manufacturing workers demonstrated a strong link between
unemployment and mental ill health.97 German furniture factory
employees who lost their jobs were eight times more likely to report
poor psychological health if they remained unemployed for a year.98

Scottish school leavers who became unemployed showed intellectual,
emotional and behavioral deterioration whereas those who went on to
a job or training improved or were stable.99 A recent series of British
studies indicates that unemployed people are more depressed and
anxious and have less self-esteem and self-confidence; the worst affected
are middle-aged men, middle-class people, those who live in low
unemployment areas and people with a strong work ethic.100 A study
conducted in Michigan finds that unemployment may lead to depression,
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anxiety and poor physical health via two routes—increased financial
strain and an increased vulnerability to life event stress.101 A Swedish
study reveals a physiological basis for the increased vulnerability to
stress: unemployment is associated with changes in the person’s immune
system and dramatically elevated levels of the hormone cortisol.102

Some studies point to harmful effects from both job stress and
unemployment. The survey of members of the Swedish construction
workers’ union, mentioned above, found joblessness and dissatisfaction
with work to be associated with an increased accident rate;
unemployment and changes at work increased the risk of neurosis.103

In the study of Toronto residents, job loss and demotion at work
combined were major risk factors for ill health.104 We may safely
conclude that modern labor dynamics can be unhealthy for both
employed and unemployed workers.

SUICIDE

Analysis of suicide patterns yields more evidence of the destructive effect
of labor dynamics and especially of unemployment. All authorities are
agreed that suicide rates peak during economic recessions and have done
so throughout the century.105 The unemployment index is the strongest
predictor of changes in the suicide rate, having a greater impact on
male suicide rates106 and on older people of working age.107 One
researcher, Albert Pierce, has asserted that suicide statistics show an
increase whenever the economy fluctuates up or down,108 but later
attempts to replicate his work have found unemployment to be more
important than absolute economic change.109 The view of Emile
Durkheim, the early French sociologist, that “fortunate crises…affect
suicide like economic disasters”110 has not been borne out. His claim,
however, that work protects against suicide does appear to be supported
by the data.

Throughout the industrial world suicide is more common in the
elderly111 and is higher in retired men than in working men of the same
age.112 The pattern of increasing suicide with age holds true for white
Americans; but for blacks and especially American Indians, who
experience high levels of unemployment early in life, the suicide rate
shows a peak in the young-adult years (see Figure 2.4). The Indian
reservations with the highest suicide rates are those with the most severe
problems of unemployment, alcoholism and traditional family
disintegration.113 Suicide is more common among those in the lower-
income, lower-status jobs where employment is least secure.114 Economic
stress could account for many of these findings, or the absence of a
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socially endorsed useful role (in middle-class whites, a problem most
common in late life) could be an important precipitant of suicide. That the
current picture is a response to changes accompanying the growth of wage
work is supported by a study of suicide in Hong Kong. Before
industrialization, Chinese suicide was more common in younger adults;
industrial development has brought declining prestige, changed roles and
a steep rise in suicide to the elderly of the modern city.115

The circumstances of individual suicide victims suggest that joblessness,
work problems and economic difficulties may all be critical stresses.
Studies have generally found around a quarter to a third or more of
suicide victims to be unemployed—a substantially higher rate than in
the general population or in control groups.116 For example, a large-
scale study of bricklayers and carpenters in Denmark found more
unemployment in the recent background of workers suffering violent
deaths from both accident or suicide.117 In addition, a pattern of frequent
job changes, job dissatisfaction and downward mobility is often
uncovered in the history of suicide victims.118 Which comes first—the
emotional problems or the work difficulties? Two controlled studies have
tried to tackle this question by examining unemployment rates in

Figure 2.4 Age-specific suicide rates per 100,000 population for white, American
Indian and other non-white groups in the U.S.A., 1969 and 1971 average
Source: National Institute of Mental Health, Suicide, Homicide and Alcoholism
among American Indians, Washington D.C., Department of Health, Education
and Welfare, 1973.
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psychiatric patients who committed suicide versus those who did not:
both studies found an association between unemployment and suicide
for men.119 In many cases it is clear that unemployment and job instability
are a result of poor physical or mental health;120 but we should not expect
a simple one-way relationship. Impaired performance or loss of work
role may well damage self-esteem and increase hopelessness and
depression. The central role of the workplace in this relationship for
those who are employed is revealed by the repeated finding that suicide
(like sudden cardiac death) is most common on Mondays, declining in
frequency as the week progresses.121

It is clear that the job market and the economy have a direct and decisive
impact on our patterns of living, our view of ourselves and our emotions.
Since this is so, we might reasonably expect the economy to influence the
onset of serious mental illness and to affect the rate of admission to
psychiatric hospital.

MENTAL HOSPITAL ADMISSIONS

The first comprehensive attempt to estimate the effect of the economy on
mental hospital admissions was Harvey Brenner’s Mental Illness and the
Economy, published in 1973.122 Earlier researchers had studied the
variations in hospital admissions over relatively short periods of time,
and some had pointed out that rising admission rates during the Great
Depression appeared to correspond to increasing unemployment figures.123

Brenner’s work went a great deal further, however, and is still the most
important study of the topic.

Brenner analyzed admissions to New York state mental hospitals
from the mid-nineteenth century to the late 1960s, looking for
correlations with measures of economic activity and employment.
From 1910 the data included admissions to public and private
hospitals; for the earlier period admissions to one state hospital were
examined. Admission rates regularly increased during economic
decline. This relationship was particularly clear for patients with
functional psychosis. For schizophrenic people from childhood up to
the age of around 60 years the relationship was strong, and the finding
held true for first admissions and readmissions. The effect of economic
change appeared to be more or less immediate; the correlation occurred
with no lag but was strengthened by the addition of a (theoretically
acceptable) one-year lag.

In select groups of patients the relationship between admission rates
and the economy was found to be reversed. Elderly patients with senile
brain disease were more commonly admitted during the boom, as were
female patients with late-onset involutional psychosis.124

Brenner’s work on mental hospital admissions has been subject to close
scrutiny and has survived the challenge largely undamaged. Statisticians
James Marshall and Donna Funch criticized Brenner for his use of statistical
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detrending procedures and for his failure to make allowances for changes
in hospital capacity. Their replication of Brenner’s work, taking into account
these technical points, essentially confirmed the original findings. The state
of the economy, they found, was closely tied to the admission of working-
age men and women; but for the young and the aged, hospital capacity
was a better predictor of admission rates.125

Brenner’s principal finding of a link between the recession and mental
hospital admissions has since been confirmed by a number of other
studies. In Ontario, admissions to a provincial psychiatric hospital for
the period from 1960 to 1977 were found to exceed discharges during
economic slumps; during the boom the reverse held true.126

Readmissions to state inpatient and outpatient mental health facilities
in Missouri from 1971 to 1979 correlated with the unemployment
rate.127 Community mental health center outpatient admissions in
Denver, Colorado, in the 1970s were also linked to the unemployment
rate.128

What could explain these findings? Brenner examines three theories.
Firstly, the tolerance for the dependent mentally ill might decrease as families
encounter greater economic stress. The data do not support this hypothesis,
for the most dependent—the young and the aged—tend to be hospitalized
in the boom and not the recession. It seems likely, in fact, that increased
mobility during the boom and expanding employment opportunities outside
the home for potential care-givers may be stronger factors leading to
rejection of the mentally disabled.

A second possibility is that financial destitution may lead patients
to seek the shelter of hospital as an almshouse. Again, the explanation
is not supported by the statistics. Economically comfortable patients
show the same increase in admission rates during the slump as do
marginal patients. Admissions to costly private hospitals also increase
during recessions—an economic burden rather than a means of
support.129

We are left with one likely explanation—economic stress and
unemployment lead to a true increase in symptoms of psychiatric illness.
Much of the research cited in this chapter supports the notion that the
economy can lead directly to such changes in psychological symptoms.
Why should the impact on hospital admissions occur more in the recession
than in the boom? Perhaps because those who are susceptible to serious
mental illness are most likely to be functioning marginally on the job and
are most likely to be laid off when the economy takes a downturn. The
fact that it is principally working-age men and women who show increased
hospital admissions during declines in the economy favors this idea. Other
research has shown that the admission of unemployed patients and those
with job-related difficulties does, in fact, increase during recessions.130

Overall, we have strong evidence that the onset of episodes of mental
illness increases with each setback in the economy and with the reduction
in the call for labor.



Health, illness and the economy  53

Physical and mental diseases, including schizophrenia, are more common
in the lower classes and their occurrence fluctuates with the economy. The
effects of economic expansion, economic stress, working conditions and
unemployment are involved in the genesis of this ill health, despair and
insanity. In the next chapter we will examine the extent to which the
economy and the labor market shape the course of schizophrenia and
influence whether it emerges as a benign or a malignant condition.

SUMMARY
 

• Illness and death rates are higher in the working classes.
• Stressful life events are more common in the lower classes and contribute

to the raised prevalence of stress-related physical and mental illness.
• Schizophrenia is concentrated in the lower classes in the industrial world

and in the upper castes and classes in the Third World—a pattern which
only a theory of social causation can explain.

• Social causation and social drift may operate together to account for
the social-class gradient for schizophrenia in urban-industrial areas.

• In large cities, fluctuations in the economy are associated with increased
changes in people’s lives and with symptoms of psychological distress.

• Residents of rural areas appear to be protected from the adverse effects
on physical and mental health of low socioeconomic status and
fluctuations in the economy.

• Early studies of the business cycle found that most social pathology
increased in the boom, except suicide which became more common in
the slump.

• Research tying social pathology to rising unemployment can often be
faulted for over-enthusiastic reliance on the notion of lagged effects.

• Infant mortality increases during the boom.
• Both the stresses of working and unemployment can create significant

health hazards.
• Work problems, economic stress and unemployment appear to be

important in precipitating suicide.
• Mental hospital admissions for working-age people increase during the

slump, probably in response to economic and labor-market stresses.
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Chapter 3
 

Recovery from schizophrenia

 
Few topics in psychiatry have been researched as frequently over as long
a period of time as has recovery from schizophrenia. Ever since Emil
Kraepelin focused on the deteriorating course of the illness in defining
dementia praecox, psychiatrists throughout the Western world have been
interested in comparing the recovery rates of their patients with those of
other physicians. More than a hundred long-term outcome studies of
schizophrenia have been published in Europe and America during this
century and several thousand studies of the short-term effect of different
treatment methods have been carried out. Despite this volume of work,
however, a clear picture of long-term outcome in schizophrenia has not
emerged.

Many researchers have formed the impression that recovery rates in
schizophrenia have improved in comparison with earlier times. Their
optimistic conclusions have not always been disinterested; often they have
attributed the improved outcome to new treatment methods—insulin coma,
electro-convulsive therapy and psychosurgery1 or, more recently,
community treatment and the antipsychotic drugs.2 Heinz Lehmann, an
American psychiatrist, writing in a major textbook in 1981, endorses the
widespread opinion that modern psychiatric treatment has improved the
outlook in schizophrenia. The chances for a favorable outcome from a
schizophrenic psychosis, he argues, are four or five times better than they
were in the early years of the century. He attributes this change to “good
follow-up therapy and well controlled maintenance drug treatment.”3 He
presents a table of ten follow-up studies of schizophrenia conducted since
the 1930s which appear to support his argument and show improving
recovery rates.

A number of researchers have arrived at more pessimistic conclusions.4

Joseph Stephens, a professor of psychiatry at Johns Hopkins University,
after reviewing thirty-eight long-term follow-up studies which included
data on patients admitted as early as the First World War, remains
unimpressed with improvements in recovery rates or the long-term benefits
of drug treatment.5 Swiss psychiatrist Manfred Bleuler (son of Eugen
Bleuler, who coined the term “schizophrenia”) has a particularly interesting
perspective:
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During the greater part of my life, I have lived in hospitals which
cared mostly for severe cases of schizophrenia, and from babyhood
on through my whole childhood, gravely sick schizophrenics even lived
in my parents’ family.6

 
Study of the course of illness in his patients over several decades led him to
conclude, in 1968, that little change had occurred in the proportion of
patients who deteriorated or who recovered:
 

There still exists the sad chronic evolutions to severe chronic conditions,
and it is doubtful whether modern therapy has been able much to
increase the number of total, lifelong recoveries.7

 
The only improvement Manfred Bleuler could detect was a decrease in the
severity of chronic schizophrenic deterioration as a result of a reduction in
the mishandling and neglect of hospitalized patients that was common earlier
in the century. Although not impressed with the results of treatment, Dr.
Bleuler is less pessimistic about the natural course of the illness. He writes:
 

Generations of psychiatrists felt that schizophrenia was a process
psychosis progressing to complete deterioration, if life was long enough
to allow the process to come to an end…. I am certain today that the
contrary is true.8

 
Dr. Bleuler found that many of his chronic patients improved later in life,
rather than deteriorating, and that another 25–35 per cent of his
schizophrenic patients before the Second World War recovered from their
illness after only acute episodes of psychosis.

Which view is correct: that schizophrenia is an inherently catastrophic illness
from which only modern psychiatric treatment can afford relief; or that it is a
condition with a considerable, spontaneous recovery rate upon which treatment
has little long-term effect? The first point of view, without a doubt, is the opinion
of the majority of psychiatrists. Taking a deeper look into the storehouse of
information on recovery from schizophrenia in the dusty volumes of psychiatric
journals going back to the turn of the century may help resolve this issue. If we
analyze this material according to time periods that reflect the major changes in
the state of the economy, we may also throw some light on another question: to
what extent have changes in the economy during the century influenced the
outlook for schizophrenic people?

FOLLOW-UP STUDIES

Unfortunately, there are problems involved in comparing the results
of the many long-term follow-up studies of schizophrenic people. As
we have seen in Chapter 1, which patients are labeled schizophrenic
varies from country to country, from time to time and from one
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psychiatrist to another. The patients chosen to be followed may be
male or female, adolescent or adult, experiencing their first psychotic
break or more chronically ill, or selected by any other criteria the
researcher chooses. Any of these factors may affect the course of the
psychosis. The patients may be followed for any period of time: one
year, ten years or until death. If the illness is progressive, this factor
could clearly affect the results. These follow-up studies are obviously
not strictly comparable. Any attempt to get useful information from
them, then, makes the assumption that the differences between the
studies balance out when large numbers of them are collected into
groups. If significant changes in outcome are uncovered, it will be
necessary to calculate whether the variations may be due to differences
in diagnosis, patient characteristics or follow-up methods between the
groups.

MEASURES OF RECOVERY

One of the crucial variables in these studies is how the psychiatrist
chooses to measure the patients’ condition at the time of follow-up.
The researcher may be most concerned about whether symptoms of
the illness are still present but can concentrate on either psychotic
features, such as hallucinations or delusions, neurotic symptoms, such
as anxiety, or personality defects like withdrawal or eccentric habits.
The proportion of patients considered to have recovered will depend
on how rigorously recovery is defined. If outcome is measured in terms
of social functioning, the investigator may look at any combination of
a range of features including the following: working ability, capacity
to care for basic needs, abnormal behavior causing distress to others,
criminal activity, number of friends or sexual functioning. Social
functioning measures are particularly hard to standardize. A fairly
unambiguous measure is whether the patient is in or out of hospital at
follow-up; but this is not necessarily, as we shall see, a reliable measure
of social functioning.

To impose some consistency on the follow-up results, information has
been gathered from studies according to predetermined definitions of terms
which have been in use throughout this century:

Complete recovery: Loss of psychotic symptoms and return to the
pre-illness level of functioning.

Social recovery: Economic and residential independence and low
social disruption. This means working adequately
to provide for oneself and not being dependent
on others for basic needs or housing. This term is
the one most open to variations in measurement.
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Table 3.1 Recovery and hospitalization rates in 85 outcome studies of
schizophrenia
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Since an important part of the definition is em-
ployment status we run a risk of tautological rea-
soning in correlating social recovery with the
unemployment rate.

Hospitalization: In a psychiatric hospital at the time of follow-up.

Every European and North American follow-up study that was uncovered
during a lengthy period of library research and that provided information
on one or more of these categories has been included in Table 3.1. A study
is included only if it followed a sample of patients selected at the time of
admission to treatment: cohorts selected at the time of hospital discharge
do not include those who remain in hospital and die there. The list has
been updated for the second edition of this book but is certainly not
complete; the German literature alone probably contains a great many
more suitable studies. The eighty-five studies that are included, however,
form a more comprehensive survey than has previously been made; most
importantly they give us a good deal of information about recovery rates
for patients admitted in every decade since the turn of the century.9

Recovery rates during various time periods were figured by the simple
method of adding all patients who achieved each level of recovery in one
time period and calculating what percentage they formed of the total group



Recovery from schizophrenia   71

of patients followed up in that period. A point of detail: patients who
were dead at the time of follow-up, and for whom there was no information
about the state of their illness when they died, could either have been
included in the analysis or excluded. In this survey they were included in
the total of patients followed up, but, of course, they never contributed to
the proportion of recoveries. This tends to reduce the calculated recovery
rates for the earlier decades of the century, when institutional death rates
were substantially higher, and makes the test of the theory that outcome
from schizophrenia was good during those years more severe.

PERIODS OF ANALYSIS

Each study was assigned to a time period according to the median date of
admission of the group of patients. Unavoidably, several patient groups
were admitted during one time period and followed up in another.
Assigning the group to the earlier time assumes that the conditions in
force earlier in the illness are more important in shaping the ultimate
course. This limitation suggests, however, that the trends in recovery rates
should be analyzed only over rather long periods of time.

The periods of analysis selected were as follows.
1881–1900: The Great Depression of the late nineteenth century (1873–

96 in Britain) ran through most of this period and was a time of severe
unemployment throughout the industrial world. Mental institutions were
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overcrowded and, particularly in Germany, barren and coercive.10 An aura
of pessimism pervaded psychiatry. Kraepelin’s patients were admitted at
this time, and since only one other study is available for the period, these
results are not included in the formal analysis.

1901–20: The period was characterized by improving employment and
included the First World War. More active psychiatric treatment methods
were established and, in the United States, the mental hygiene movement
developed.

1921–40: This was a time of severe economic depression, beginning
several years earlier in Europe than in the United States, with unemployment
rising to around a quarter of the work force throughout the industrial
world. Electro-convulsive therapy, insulin coma and psychosurgery were
introduced in the treatment of psychosis.

1941–55: This period saw the Second World War and, particularly in
northern Europe, postwar full employment. A postwar social revolution
in psychiatric treatment occurred in northern Europe, resulting in increased
rehabilitative efforts for psychotic patients.

1956 onwards:  Decl ining employment and ‘stagflat ion’
characterized the economies in most industrial countries. The
neuroleptic drugs were introduced into widespread use at the beginning
of this period and US community mental health centers began to be
established in the mid-1960s. With the addition of recent studies for
the second edition of this book, this period has been expanded to be
longer than the others; there are not enough new studies to split this
period into two, however.

RESULTS

The results of the analysis are shown in Figure 3.1. Average figures for
unemployment in the United States and the United Kingdom for each
time period are also drawn in (inverted) to allow comparison.11 The figures
from the two outcome studies on patients admitted before 1901 are
sketched in dotted lines to emphasize that they are not reliable but merely
indicative of the general trend.

The picture that emerges is in conflict with some widely held beliefs in
psychiatry. In the first place, recovery rates from schizophrenia are not
significantly better now than they were during the first two decades of the
century. The arrival of the antipsychotic drugs shortly before 1955 appears
to have had little effect on long-term outcome. Complete recovery rates
remain around 20–25 per cent and about 40–45 per cent of schizophrenics
are socially recovered at follow-up.

Second, the state of the economy appears to be linked to outcome in
schizophrenia. During the Great Depression of the 1920s and 1930s, the
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rate of complete recovery was halved at 12 per cent; social recovery fell to
less than 30 per cent. An analysis of variance shows that these changes are
greater than would be expected by chance. The little information available
for patients admitted during the Great Depression of the late nineteenth
century shows the same trend toward low recovery rates. There is a
statistical correlation between changes in the recovery rates and US and
UK average unemployment after 1900 (see Table 3.2), but as we are
comparing only four periods we should not attach too much significance

Figure 3.1 Outcome from schizophrenia in Europe and North America as reflected
in 85 studies, and average unemployment (inverted) for the U.S.A. and the U.K.
for the same time periods
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to this statistic. The more important finding is the variation of complete,
symptomatic recovery with unemployment; social recovery may fluctuate
with the economy merely because it is itself partly a measure of patient
employment. These variations in recovery rates now allow us to explain
the conflicting opinions of how outcome in schizophrenia has changed
during the century. If we contrast recent rates of recovery with results
from the Great Depression of the 1930s or with Kraepelin’s figures for
patients admitted in the 1880s then modern outcome will appear superior.
On the other hand, if we include recovery statistics from the two decades
between the depressions, recent results do not benefit from the comparison.

Finally, it is clear that schizophrenic people experienced the impact of
deinstitutionalization before the antipsychotic drugs were brought into
use. The claim which is commonly heard, particularly in the United States,
that the antipsychotic drugs made community treatment of schizophrenic
people possible is brought into dispute. The proportion of schizophrenic
people out of hospital at follow-up increased significantly from around 50
or 55 per cent before 1940 to more than 70 per cent in the immediate
postwar period. After the antipsychotic drugs were introduced, the
proportion of patients out of hospital continued to increase to 86 per cent.
One point stands out with regard to this trend towards community
treatment: whereas the decrease in hospital use in the postwar years before
1955 was associated with an improvement in the recovery rates of
schizophrenic people, after the advent of drug treatment
deinstitutionalization did not bring any improvement in the symptoms or
social functioning of these patients.

Despite the popular view in psychiatry, the antipsychotic drugs have
proved to be a critical factor in neither emptying mental hospitals nor
achieving modern recovery rates in schizophrenia. Other probable causes

Table 3.2 Correlation of recovery rates in schizophrenia with average
unemployment rates in the U.S.A. and U.K. during four periods of the
twentieth century
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of the deinstitutionalization movement will be presented in Chapter 4,
and political, economic and social explanations for the variations in
recovery from schizophrenia will be offered in Chapters 5, 6, 7 and 8.
The reasons for the poor showing of the antipsychotic drugs will be
discussed in Chapter 10. It will be argued that, rather than psychiatric
treatment having a big impact on schizophrenia, both the course of the
illness and the development of psychiatry itself are governed by political
economy.

Before going on to this analysis, however, we should see if there are
reasons to doubt the accuracy of the findings of the survey of outcome
studies of schizophrenia.

DIFFERENCES IN DIAGNOSIS

Could differences in the diagnosis of schizophrenia between one country
or one time period and another have produced these results? We know,
for example, that Scandinavian psychiatrists have a narrow concept of
schizophrenia which excludes brief illnesses and emphasizes poor
outcome. American psychiatry, on the other hand, until the 1970s
employed a broad concept of schizophrenia, which included much of
what European psychiatrists call manic-depressive illness and also some
conditions which would not be considered psychoses elsewhere (see
Chapter 1). If the sample of outcome studies included proportionally
more Scandinavian studies and fewer American studies during the Great
Depression, then this bias might account for the low recovery rates found
for that time period. As Table 3.3 shows, however, this is not the case.
In fact the largest proportion of Scandinavian studies in the survey
appears during the period 1941–55, when the overall outcome was best;
and the largest proportion of American studies comes during the Great
Depression, when outcome was worse. These variations, theoretically,
would tend to minimize the changes in outcome that were found, not
inflate them.

If the studies for the three geographic areas, Great Britain, the United
States and Scandinavia, are plotted separately, as in Figure 3.2, we find
that recovery rates are, in fact, worse in Scandinavia and better in Britain.
If there were a large proportion of British studies during the period 1941–
55, this might account for the good outcome noted at that time. Again,
this is not the case. The largest proportion of British studies happens to be
in the most recent time period—a variation which should have biased the
results in favor of antipsychotic drug treatment. It is true that there were
no Scandinavian studies included for the years before 1921, and this fact
may have boosted the outcome results for those early decades, but this
bias should, in theory, have been offset by the small proportion of British
studies during the same period.

The most important conclusion to draw from Figure 3.2, however, is
 



Table 3.3 Recovery rates in the U.S.A., Scandinavia and Britain in 85 outcome studies of schizophrenia. The proportion of total subjects from
all countries in each time period upon which the regional recovery rate is based is also shown
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Figure 3.2 Recovery rates in schizophrenia as shown by studies from Britain, the
U.S.A. and Scandinavia
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that, with some minor exceptions, the same overall pattern of poor outcome
in the depression and higher recovery rates during the boom is shown in
all three parts of the world. The pattern is not demonstrated for Britain
and Scandinavia before 1921, as there is only one British study for that
period and none from Scandinavia, but the subsequent relationship to
economic fluctuations and the lack of improvement with the arrival of the
antipsychotics is clear. Social recovery rates do not appear to have improved
as much in the United States immediately after the Second World War as
they did in the European countries. This could well be a reflection of the
fact that the postwar social psychiatry revolution occurred several years
earlier in northern Europe than it did in the United States.

Diagnostic differences from country to country, then, probably do not
account for the observed results. Could the findings be an artefact of
changes in diagnostic habits over time? One important historical change
was Eugen Bleuler’s conception of schizophrenia, introduced in 1911, which
attempted to escape Kraepelin’s emphasis on inevitable deterioration as a
central feature of the illness. Bias from this source is averted in the survey
of outcome studies by beginning the formal analysis with Eugen Bleuler’s
own patients.

Another important historical factor has been the changing American
diagnosis of schizophrenia. The broadening of the U.S. concept of
schizophrenia may have become most evident after 1950—this is when
the incidence of manic-depressive illness appeared to decline in the United
States.12 American psychiatrists began to separate schizophrenia from
manic-depressive illness more rigorously again in the mid-1970s, after
lithium carbonate was introduced as an effective treatment for the latter
condition. American diagnosis became even narrower in 1980, when it
adopted the Scandinavian practice of excluding from the category of
schizophrenia brief, “schizophreniform” psychoses.13 These developments
suggest that American studies between 1950 and the late 1970s might
tend to report better outcome and give a false picture of fluctuating recovery
rates. Although this is a reasonable concern it does not appear to be a
critical factor in shaping the results of this survey in view of the following:
 
• U.S. results fluctuate according to the same pattern as European results

after 1920.
• British outcome figures are better than U.S. results despite a narrower

British diagnostic approach.
• U.S. studies account for a relatively small proportion of the results in

this survey after 1950.
 

PATIENT SELECTION
If more chronic, poor-prognosis patients were included in the cohorts
studied in the Great Depression, this bias could account for the worse
outcome noted at that time. This potential problem does not appear to
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have occurred. More studies of patients with good prognostic features
were, in fact, included in the series from 1921 to 1940 than were included
in the periods immediately before or after. Good-prognosis patients were
considered to be those designated as “first admission,” “early,” “acute”
or “selected” (see Table 3.4). An even larger proportion of patients in the
studies after 1956 had good prognostic features; this could conceivably
have led to an over-optimistic estimate of recovery rates since antipsychotic
drugs were introduced. Any kind of bias due to patient selection seems to
be less important when we compare the actual recovery rates for “good-
prognosis” patients with the total group. The differences, as shown in
Figure 3.3, are not particularly great. The interesting possibility emerges,
however, that the patients with a potentially favourable outlook achieve
better recovery rates only when the economy is thriving.

Although we have to use caution in interpreting the findings of this
 
 

Figure 3.3 Recovery rates for good-prognosis patients designated as “first
admission”, “early,” “acute” or “selected” among 85 outcome studies of
schizophrenia (solid line). Recovery rates for the total group of patients are added
(dotted line) for comparison



Table 3.4 Recovery rates for good-prognosis patients designated as “first admission,” “early,” “acute” or “selected” among 85 outcome
studies of schizophrenia. The proportion of total subjects with these good-prognosis designations is also shown



Recovery from schizophrenia   81

survey of outcome in schizophrenia, particularly for the early years of the
century, the results are by no means invalidated by the limitations of the
research material. In fact, most of the possible bias that was detected would
tend to downplay the somewhat provocative findings rather than dramatize
them.

SUMMARY

An analysis of eighty-five follow-up studies of outcome in schizophrenia
conducted in Europe and North America since the turn of the century
reveals:
 
• Recovery rates for patients admitted since the introduction of the

antipsychotic drugs are no better than for those admitted after the Second
World War or during the first two decades of the century.

• Recovery rates were significantly lower during the Great Depression of
the 1920s and 1930s.

• The Great Depression excepted, complete recovery occurs in roughly
20–25 per cent of schizophrenics and social recovery in 40–45 per cent.

• The proportion of schizophrenic patients in hospital at follow-up has
declined dramatically through the century, most of the decrease having
taken place before the advent of the antipsychotic drugs.

• These findings do not appear to be artefacts of variation in diagnosis or
selection of patients.

 
 



Chapter 4
 

Deinstitutionalization

 
What accounts for the finding arrived at in the previous chapter, that the
proportion of schizophrenic patients found to be in hospital at follow-up
declined dramatically before the advent of the antipsychotic drugs? A
widely held belief about modern mental health care is that these drugs,
introduced in the mid-1950s, brought a new dawn to psychiatry, making
possible effective treatment and community care for psychotic patients.
Chlorpromazine, the first of the antipsychotic drugs, initiated a
“therapeutic revolution” in the hospital and community treatment of
schizophrenia, argues psychiatrist John Davis in the Comprehensive
Textbook of Psychiatry. He continues:
 

Those changes have resulted in a massive reduction in the number of
hospitalized schizophrenic patients, a finding all the more remarkable
since, up to the introduction of the new drugs, there had been a steady
increase in the number of hospitalized mental patients. The shift in
the fate of mental patients is the most convincing proof of the efficacy
of those agents.1

 
Dr. Davis illustrates the point with a graph showing the rise and fall in the
number of residents of U.S. state and county mental hospitals during this
century. His graph is essentially similar to the broken line in Figure 4.1,
with the addition of the letters CPZ and an arrow pointing to the peak of
the graph in the mid-1950s indicating the time chlorpromazine began to
be widely used. The observation that the antipsychotic drugs made
deinstitutionalization possible has become a truism of modern psychiatric
practice. But how accurate is it?

A moment’s reflection discloses that the figures relevant to this issue
are not the absolute numbers of mental hospital residents, but the numbers
as a proportion of the general population. A graph of the rate of mental
hospitalization—the continuous line in Figure 4.1—reveals a different
picture. Whereas the absolute number of mental hospital residents peaked
in 1955, the rate of hospital use peaked in 1945 and never climbed as high
again. Although there has been a marked decline in the population of
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mental hospitals since the introduction of the antipsychotic drugs, it is
clear that something else was happening in the first postwar decade to
alter patterns of psychiatric hospital use.

THE IMPACT OF THE ANTIPSYCHOTICS

Several psychiatrists, especially those practicing in northern Europe before
and after the Second World War, have remarked that the arrival of the
antipsychotic drugs in 1954 had little impact on the discharge rates of many
mental hospitals. Örnulv Ödegard studied the figures for patients first admitted
to all Norwegian psychiatric hospitals before and after the introduction of
the antipsychotics.2 He found a small increase in discharge rates for patients
admitted during 1955–59 compared with those admitted during 1948–52,
prior to the use of drugs. But he found a much bigger increase in the discharge
rate when he compared the 1948–52 group with patients admitted in the late
1930s. The figures for functionally psychotic patients were:

Figure 4.1 Resident patients in U.S. federal, state, county and private hospitals
Source: U.S. Bureau of the Census, Historical Statistics of the United States: Colonial
Times to 1970, Part I, Washington, D.C., 1975, p. 84.
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In Britain, Alan Norton observed the same pattern at Bexley Hospital in
Kent.3 Although some improvement in discharge rates occurred between
1953 and 1957 with the introduction of drug treatment, a much more
dramatic trend of improvement was already under way by the end of the
Second World War, as these figures for female schizophrenic people show:

Michael Shepherd and his colleagues, after studying the discharge rate
from St John’s Hospital in Stone, Buckinghamshire, between 1954 and
1957, concluded that the introduction of drug treatment after 1954 had
made no significant change.4 Their net release-rate figures (discharges
expressed as a proportion of the average number of patients in residence)
for schizophrenia were as follows:

At Mapperley Hospital in Nottingham, the patient population began to
decline as early as 1948, from 1,310 patients in that year to 1,060 in
1956, and continued to drop at a similar pace after drugs were brought
into use.5

Similar examples for the United States are harder to find. The
number of patients resident in Massachusetts mental hospitals was
already declining in 1954, before chlorpromazine was in use;6 and at
Vermont State Hospital the discharge rate for schizophrenia increased
steadily after 1948.7 Looking only at first-admission, white, male
schizophrenic people entering California state hospitals, psychiatrist
Leon Epstein found that the discharge rate for such patients was
already increasing between 1951 and 1954 (the year when drug
treatment was introduced). Furthermore, schizophrenic patients first
admitted in 1956 and 1957 who were treated with the new drugs
showed a lower discharge rate than those who were treated without
drugs. The discharge rate for this group of patients as a whole (drug-
treated and drug-free) nevertheless continued to increase.8 Erwin Linn
demonstrated that the same phenomenon occurred at St. Elizabeth’s
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Hospital in Washington, D.C. Although the discharge rate for
functional psychotics increased at this hospital between 1953 and
1956, the release rate for those treated with drugs was again lower
than for those treated without drugs.9 (Such a result, however, would
theoretically occur if only the patients with the worst prognosis were
given drug treatment.) Overall it seems probable that some other
influence besides a purely pharmacological effect was operating to
stimulate American deinstitutionalization.

Much more influential than these studies, however, were the figures for
New York state mental hospitals presented by Henry Brill and Robert
Patton. They noted that the residential population of the state hospitals
was increasing by around 2,000 patients each year until 1955. In that year
30,000 cases received the new type of drug treatment, and in the following
year the upward trend was converted into an annual decrease in the
residential population of the following approximate magnitude:

The authors concluded that “the abrupt population fall was in material
degree due to introduction of the new drugs” because “no other
explanation for the statistical changes could be found.”10 They were,
however, unable to demonstrate a direct cause-and-effect relation between
drug treatment and patient discharge although, as sociologist Andrew
Scull points out,11 and as Davis’s view at the beginning of this chapter
illustrates, their work is often interpreted as having done so. The New
York experience was so close to the pattern for the country as a whole
that the use of antipsychotic drugs is now inextricably linked in the minds
of most American psychiatrists and mental health professionals with the
development of community care for psychotic patients and the radical
changes associated with the advent of the deinstitutionalization era. The
data from northern Europe, however, make it plain that increased
discharge rates, shorter hospital stays and community treatment for
people with psychosis were becoming the rule in many areas well before
the antipsychotic drugs arrived on the scene.

If not to the new drugs, to what, then, may we attribute these postwar
changes in the management of mental patients?

THE SOCIAL PSYCHIATRY REVOLUTION

A revolution in the treatment of people with psychosis was taking place
in many parts of northern Europe before drugs were available—a
revolution which went largely unnoticed in the United States until it was
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well under way. Mainstream opinion in American psychiatry to this day,
in fact, has overlooked the significance of the European social psychiatry
revolution and continues to emphasize the central importance of drug
treatment. As expressed by John Davis, the advent of chlorpromazine
 

created an atmosphere that emphasized positive treatment and led to
the vigorous application of other therapies, such as milieu therapy,
psycho-therapy, group therapy and occupational therapy. The greater
use of those social therapies was made possible by the effective
treatment, through medication, of the disruptive and destructive aspects
of the patient’s illness.12

 
From the American perspective this association of events appeared to be
true, but the evidence from northern Europe demonstrates that social
therapies, far from being “made possible” by drug treatment, preceded
and rivaled the antipsychotic drugs in their impact on the rehabilitation of
psychotic patients.

British psychiatrists at Netherne Hospital, near London, noted a “greatly
improved general pattern of care of the severely ill in hospital” during the
period from 1945 to 1948 compared with conditions for those admitted a
decade earlier. They saw
 

the changes for the better being evident from the larger number of
open wards, the increased freedom patients are able to enjoy, the
abolition of restraint and strong clothing, and the diminution of
seclusion, aggression and incontinence.13

 
The psychiatrists associated these improvements with the introduction of
physical therapies (insulin coma and electro-convulsive therapy) and with
changes in hospital policy and community attitudes.

In 1949 Dr. George Bell unlocked the doors of all the wards of Dingleton
Hospital in Melrose, Scotland. In earlier decades physician superintendents
of other hospitals had made similar attempts—Rutherford at Lenzie Asylum
in 1881, for example, and Saxtby Good at Littlemore Hospital, Oxford, in
1935—but public pressure had always forced the doors closed again. Bell’s
success, however, heralded an Open Door Movement in psychiatry which
swept the Western world in the years that followed. Mapperley Hospital
opened its doors in 1953 and Warlingham Park, South London, soon after.
Day hospitals for psychotic patients were used extensively in Great Britain
in the 1940s and 1950s, and in Amsterdam, Holland, a comprehensive
program was developed for the treatment of the mentally ill in their own
homes. Not until 1958, when drug treatment was well established, did St.
Lawrence Hospital, New York, become fully open door.14

Within the European hospitals, other changes were taking place.
Beginning in 1946, British psychiatrists developed new patterns of
institutional living. Termed “therapeutic communities” by Dr. Tom Main,
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groups of therapists and patients worked together to create a hospital
environment where traditional models of institutional authority were
broken down, patients participated in the government of their hospital
community, staff and patient roles were blurred and open communication
was highly valued. Initially, this type of treatment setting was not available
for psychotic people. Tom Main worked with demoralized ex-soldiers at
Northfield Hospital, Birmingham, and Maxwell Jones, foremost in
developing the therapeutic community concept, worked with unemployed
drifters and, later, patients with character disorders at the Henderson
Hospital in South London.15 In due course the therapeutic community
idea was introduced into wards for psychotic patients. At the Littlemore
Hospital, Oxford, throughout the 1960s there were therapeutic
communities in three different treatment units—for the elderly, for brain-
damaged patients and for general adult psychiatric patients. The
programs, radical in concept, were established by Dr. Ben Pomryn, who
had worked with Maxwell Jones at the Henderson Hospital. On the
general adult unit—the Phoenix Unit—staff and some 60 acute and
chronic psychiatric patients (i.e. 70 or more people) participated in daily
community meetings which established ward policy, evaluated new
admissions, held interviews with patients’ families, prescribed treatment
(including drug treatment and electro-convulsive therapy) and authorized
discharges. Maxwell Jones introduced similar changes to Dingleton
Hospital and turned it into an innovative model drawing staff and visitors
from many parts of the world.

The new hospital activity and therapeutic optimism were geared to
early discharge, rehabilitation and treatment in the community. Chronically
institutionalized patients developed social competence and were placed in
supervised hostels, returned to their families or were set up in houses of
their own, living together in family-like groups. Psychiatrists and nurses
left the wards to see patients in their homes and in outpatient clinics and
to consult with family physicians and community mental health workers.
Sheltered workshops prospered, especially in Holland and, after 1960, in
Britain, and produced goods competitive in the industrial market-place.
Industrial therapy in the United States, meanwhile, lagged a long way
behind.16

Such radical changes, in several areas pre-dating the introduction
of chlorpromazine, explain why drug treatment appeared to have
little effect in many hospitals. Professor Ödegard demonstrated that
of the seventeen mental hospitals in Norway, those which had
previously had a poor discharge record showed the most benefit from
the introduction of the antipsychotic drugs; those which already had
a higher discharge rate, and were presumably more advanced in social
therapeutic techniques, showed no increase in the number of patients
discharged and maintained in the community after drugs became
available (see Table 4.1). Dr. Ödegard
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concludes that for hospitals where social milieu therapy was not well
developed “the drugs were a real blessing,” but that
 

in the more privileged institutions the drugs simply meant that one
form of therapy was replaced by another and equally efficient one.17

 
Similarly, Dr. N.H.Rathod, a psychiatrist at Cane Hill Hospital in Surrey,
demonstrated that the effects of the new “tranquillisers” were very limited
on wards where particular attention was paid to the creation of a
therapeutic environment.18

Antipsychotic drugs, then, appear to be more effective for the
psychotic patient who is living in an inadequate setting and to be less
valuable where the environment is designed for his or her well-being.
This is an important point and one which we will return to later in
the book. It is a point which is not readily apparent to mental health
professionals who were not practicing before the antipsychotic drugs
were in use; and because of the peculiarities of deinstitutionalization
in the United States, it is a point scarcely recognized in American
psychiatry. In practice, drug treatment is all too often used as a cheap
substitute for adequate psycho-social care. As concern grows over
the harmful side effects of the antipsychotic drugs and over the social
plight of large numbers of poverty-stricken psychotic people in the
community, this becomes an issue of some consequence.

Table 4.1 Number of patients discharged and not readmitted per 100 admissions
for all Norwegian mental hospitals
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DEINSTITUTIONALIZATION IN THE UNITED STATES

The antipsychotic drugs had a more revolutionary impact in the United
States, where there were relatively more backward asylums in 1955, than
in those parts of northern Europe where social therapy prevailed. The
subsequent course of deinstitutionalization in America also differed from
that in northern Europe. Despite the development in the United States of
a network of community mental health centers after 1965, the welfare of
the chronically and severely mentally ill has largely been overlooked. A
substantial proportion of those discharged from U.S. mental hospitals
were merely transferred to another category of institution—nursing homes.

For many patients the switch was to their disadvantage. Nursing-home
staff are generally low paid and have no training in mental health, wards
are often locked and overcrowded, the environment is frequently shabby,
there are generally no attractive grounds for recreation, and psycho-social
treatment and activity programs are deficient or absent. In general, the
only treatment offered is drugs; and it was the advent of the antipsychotic
drugs, facilitating control of the florid features of patients’ psychosis even
when the patients are in grossly inadequate settings, which allowed huge
numbers of the mentally ill to be shunted to cheaper nursing-home care.
Thus, although the number of patients in U.S. state and county mental
hospitals declined from 504,604 in 1963 to 369,929 in 1969, the number
of patients with mental disorders in nursing homes increased to such an
extent that the total institutionalized population of the mentally ill was
actually higher in 1969. Mentally ill residents of mental hospitals and
nursing homes combined rose from 726,325 in 1963 to 796,712 in 1969.
Many patients were elderly but large numbers of younger adults were also
transferred to nursing homes. The number of patients under the age of 65
in state and county mental hospitals fell by nearly 100,000 between 1963
and 1969 but the number of mentally ill patients in this age group in
nursing home accommodation increased by more than 25,000 during the
same period.19 Ellen Bassuk and Samuel Gerson point out, however:
 

Untherapeutic though many nursing homes are, living conditions in
most of them are at least tolerable. Conditions may be worse for
discharged patients living on their own, without enough money and
usually without any possibility of employment. Many of them drift to
substandard inner-city housing that is overcrowded, unsafe, dirty and
isolated. Often they come together to form a new kind of ghetto
subpopulation, a captive market for unscrupulous landlords.20

 
Newspaper reports have exposed the impoverished condition of formerly
hospitalized patients leading lives of isolation and fear in the community:
100 discharged patients in Washington, D.C. without therapeutic
rehabilitation programs; 200 ex-patients of Agnews State Hospital in
California housed in boarding homes in San Jose with no medical care;
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300–1,000 patients in rooming houses and hotels in Long Beach, New
York, without supervision. A survey of discharged mental patients
conducted in 1970 in California’s San Mateo County found 32 per cent
living in board and care homes.21 These “small wards in the community”
are generally sordid and bare establishments in poor, inner-city areas where
theft is rampant. A third of the chronic mental patients in a large sample
of residents of board and care homes in Los Angeles had been robbed or
assaulted or both during the previous year.22 Each such establishment houses
more than fifty ex-hospital patients, and may accommodate several
hundred.23 The patients often receive no psychiatric treatment other than
a supply of drugs and have no employment or worthwhile social activity.
A typical boarding home resident, report California psychiatrists Theodore
Van Putten and James Spar,
 

spends 8.46 hours of the day in bed, a time limited primarily by the
sponsor’s continual efforts to keep him out of his bedroom, and 1.46
hours at the dining table. He spends the rest of the day in virtual
solitude, either staring vacantly at television (few residents reported
having a favorite television show; most were puzzled at the question),
or wandering aimlessly around the neighborhood, sometimes stopping
for a nap on a lawn or park bench.24

 
Patients who suffer a psychotic relapse are likely to be treated briefly in
hospital with drugs and may well be discharged again to an inadequate
setting or to live on the street. As this cycle repeats itself they become
known as “revolving-door patients.” About half of the patients released
from U.S. psychiatric hospitals in the early 1970s were readmitted within
a year of discharge.25 As public mental hospital beds are cut back, it becomes
increasingly difficult for acutely psychotic patients to gain readmission.
For example, in 1981 the state hospital in Denver, Colorado—Fort Logan
Mental Health Center—had a waiting list for admission of more than one
hundred adult cases. Since the hospital’s discharge rate was around one
adult every week or two, patients at the bottom of the waiting list could
expect admission within two to four years.

In consequence of the nationwide bed shortage and rapid-discharge
policy many psychotic people end up in jail, usually charged with
offenses associated with trying to survive on the streets without money:
trespass (sleeping in the hallway of a public building) or defrauding an
innkeeper (eat and run). Around 6–8 per cent of the 147,000 inmates
of local jails in the United States are psychotic.26 Similarly, 8 per cent
of a large sample of federal prisoners surveyed in 1969 were diagnosed
as psychotic.27

Such is the plight of a substantial proportion of the “deinstitutionalized”
mentally ill across the United States. It is scarcely surprising that, as revealed
in the last chapter, the overall social functioning of schizophrenic people
has not improved with the introduction of antipsychotic drugs. But in
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northern Europe, also, the picture has changed from the early days of the
social psychiatry revolution.

PSYCHIATRIC STAGNATION

In Britain, the number of mental patients admitted to hospital who had
“no fixed abode” increased threefold between 1959 and 1964. By 1966,
10 per cent of the 30,000 men and women “sleeping rough” in Britain
were thought to be suffering from mental illness.28 More than 20 per
cent of the longer-term residents of the Camberwell Reception Centre
for the destitute (a converted Victorian workhouse in South London)
were considered mentally ill in the early 1970s.29 At this time, too,
concern developed over the increasing numbers of mentally ill criminal
offenders who were committed to hospital or incarcerated in prison or
borstal, though the proportion of inmates of prison (as opposed to prison
hospitals) suffering from schizophrenia is lower in Britain than in the
United States.30

The Social Services Act of 1970 transferred the responsibility for
many aspects of community care for the mentally ill away from local
health authorities and placed it in the Social Services Departments.
Many professionals feel this has not been a successful move. In 1976
only 43 per cent of the recommended minimum number of places in
hostels and group homes had been established and day facilities were
equally scarce. Some local authorities had provided none at all.31 A
survey of the social situation of 190 schizophrenic people living in the
community in Salford in the late 1970s revealed 30 per cent
accommodated in slum housing, 16 per cent with inadequate nutrition
and 34 per cent who spent all or most of their time doing absolutely
nothing. Among more than 100 largely psychotic patients in the
psychiatric wards and day hospital of the London Borough of Camden
on a single day in 1976, a half were known to have been living alone
before admission, nearly a third in transitory accommodation (such as
abandoned homes, doss houses and reception centers) or sleeping on
the streets; two-thirds were totally unemployed, most of them for more
than a year; and more than a third of the inpatients received no visitors.
Many of these patients, clearly, had no worthwhile community links,
but despite their obvious social depravation only 6 per cent of Camden’s
inpatients were subsequently discharged to any kind of supportive
setting, like a hostel or group home.32 Such “rehabilitation” was not
what the innovative British community psychiatrists of the 1950s had
in mind.

Hospital conditions have also deteriorated in Britain. Government
reports, covering the period from 1976 to 1982, record the widespread
existence of overcrowding, understaffing and custodial attitudes to patients
throughout mental hospitals in many counties. Instances of cruelty and
neglect are documented.33
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Why did the deinstitutionalization movement go sour in Britain? Why
was it never particularly sweet in the United States? Or, phrasing the
questions differently, why was there a golden era of active social and
community psychiatry in northern Europe in the immediate postwar years
but not in the United States?

OUTDOOR RELIEF

Sociologist Andrew Scull in his book Decarceration attributes the
motivating force for the British and American deinstitutionalization
movement to the postwar development of welfare programs which
enabled the indigent and the disabled to be maintained more cheaply
outside an institution.34 This form of support, known to the
Victorians as “outdoor relief,” had been drastically reduced in the
mid-nineteenth century. The twentieth-century Great Depression
increased the pressure for a more comprehensive relief of poverty
in the industrial nations, and both Britain and America instituted
social-insurance schemes for the totally and permanently disabled
in the five years following the Second World War.35 Scull’s analysis
has considerable merit. Ödegard has made a similar observation
concerning Norway’s
 

new and improved pension system for persons incapacitated by illness,
which was introduced in 1960 and which includes psychotic invalids….
This has made possible the discharge of many psychotic invalids and
is probably the main reason why the rates of discharge as “not cured”
did not show any great increase until after 1960.36

 
It is also clear, as Andrew Scull has argued, that the American switch to
the use of nursing homes is attributable to the health-insurance structure.
The state governments are responsible for the cost of maintaining patients
in state mental hospitals, but care provided in a private nursing home may
be billed to Medicaid (for the indigent) or Medicare (for the elderly). Since
the federal government pays a large part of these insurance bills, it rapidly
became apparent to state legislators after the inception of these programs
in 1965 that they could cut the state budget by transferring mental patients
to private-sector care.

Reference to disability pensions and health-insurance schemes,
however, does not answer all the questions about the early stages of
deinstitutionalization. Looking at disability payments, one would have
predicted, for example, a late onset for community care in Norway,
and an earlier, roughly simultaneous timing in Britain and America.
To understand why the postwar social psychiatric revolution took
place in northern Europe and not America, and why it subsequently
stagnated in Britain, it is necessary to study other political factors.
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POLITICS AND INSTITUTIONS

Broadly speaking, one can set down four possible political motives for a
deinstitutional trend:
 
• cost savings;
• a humanitarian concern for the welfare, liberty and human rights of the

institutional inmates which outweighs the fear of their liability to the
community;

• a need to put the buildings to a new purpose; and
• a need to put the inmates to a new purpose.
 
Which elements are applicable to the postwar psychiatric deinstitutional
ization?

Cost saving, as discussed above, has clearly been an important factor
behind the emptying of psychiatric institutions, but it does not explain the
differences in the characteristics of the process between countries.

Humanitarian concerns, while usually part of the rhetoric associated
with changes in institutional use, are probably never sufficient cause for
such changes. The welfare of the mentally ill was the espoused reason for
the nineteenth-century movement to institutionalize massive numbers of
the insane and for the reverse trend after the Second World War. The
humanitarian concerns of the advocates of deinstitutionalization during
the late nineteenth and early twentieth century, however, were never
sufficient to halt the expansion of hospital care. Why did their views
suddenly become effective after the Second World War? Furthermore,
humanitarian considerations can scarcely account for the widespread
current practice of maintaining psychotic people in poverty, housed in
degrading environments in the community, largely without proper care
and treatment. On the contrary, it seems more probable that the philosophy
of care is a secondary phenomenon, itself shaped by the contemporary
patterns of institutional use.

The conversion of old institutions to new purposes historically has
been very common. Seventeenth-century French leper hospitals became
houses of correction,37 a nineteenth-century British jail was converted
into an insane asylum38 and Victorian workhouses in the twentieth
century became general hospitals or reception centers for the destitute.
There is no indication, though, that the mentally ill were discharged
from mental hospitals after the Second World War to make way for
some urgent new function for the buildings. Many of the old hospital
wards have been closed and left vacant. More urgent, perhaps, was the
need to avoid the capital outlay required to keep the old, Victorian
institutions functional.

We must look, then, to a change in the perceived value of the institutional
inmates themselves to find the stimulus for deinstitutionalization.
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LABOR DYNAMICS

So great was the labor shortage in postwar Britain that The Times of
January 1947 called for the selective immigration of half a million foreign
workers, and economist Lionel Robbins warned that 100,000 foreigners
should be recruited to work in the coal mines if the country was not “to
lapse into a position of impotence and economic chaos.” The government
launched an attack on non-productive “spivs and drones,” and the Daily
Mail argued that if Scotland Yard were used “to help to round up the
work dodgers” one-and-a-half million workers could be added to the
labor force. By September of that year the Cabinet was discussing the
possibility of banning the football pools to force the redeployment of the
women who processed the coupons into the labor-starved textile industry.39

A sustained, peacetime labor shortage of these dimensions had not been
seen in Britain, or in those other north European nations which experienced
the phenomenon, since employment records began or, quite probably, since
the beginning of the Industrial Revolution. It seems reasonable to suppose
that such a demand for labor, extraordinary also by recent Western
standards, was a major stimulus to the effective rehabilitation of the
mentally ill. Contemporary observers confirm this view. British social
psychiatrist David Clark identifies as major factors which promoted the
European Open Door Movement and deinstitutionalization
 

the development of welfare states where the disabled (including the
psychiatrically crippled) were supported in their homes, [and] the
development of full employment (in northern Europe at least) creating
a demand for the labour of impaired people.40

 
Similarly, Professor Ödegard reports of Norway:
 

Since the war there has mostly been a certain degree of over-
employment, and it has been possible for hospitals to discharge to an
independent existence even patients with a borderline working capacity
and a questionable social adjustment.41

 
In Massachusetts, one of the few parts of the United States where the
mental hospital population began to diminish before antipsychotic drugs
were introduced, the decline in hospital use was also seen to be associated
with a vigorous demand for labor.42

The strategic importance of the rehabilitation of large numbers of the
mentally ill should not be underestimated. Between the Great Depression
and the 1950s the proportion of schizophrenic people in Britain who were
employed may have increased by as much as 20 percentage points: an
estimate suggested by the improvement in the social recovery rate of British
schizophrenic people revealed in the last chapter. Since 34 people in every
10,000 of the population were schizophrenic, according to a postwar
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prevalence study conducted in London,43 one can estimate that the
rehabilitation of schizophrenic people alone may have added 30,000
workers to the British labor force.

A number of other reports have confirmed that rehabilitation efforts
for the disabled are closely related to the demand for labor. The Heller
Committee survey of permanently disabled workers in the San Francisco
Bay area in 1942 and 1943 found that wartime labor conditions left
virtually none of the disabled unemployed.44 British and American studies
show that the employment of the mentally retarded increased from around
40 per cent in the Great Depression to 80 or 90 per cent during and after
the Second World War.45 Vocational rehabilitation activities were also very
highly developed in the full-employment conditions of the Eastern Bloc
countries before the dissolution of communism.46

Labor dynamics, then, may explain many features of the
deinstitutionalization movement. Before the introduction of the
antipsychotic drugs, the postwar full employment in northern Europe
required the rehabilitation of the marginally employable mentally ill,
stimulating the development of more therapeutic styles of hospital care
and a policy of early discharge. The move to milieu therapy and
community treatment was delayed in the United States, where full
employment did not generally develop. The introduction of disability
pension schemes made possible the discharge of patients in the absence
of employment opportunities, and the advent of the antipsychotic drugs
allowed the control of symptoms in patients placed in inadequate and
stressful settings. These changes, particularly in the United States, led
to a different style of community management—the transfer of patients
to low-cost placements, often without genuine attempts at making
patients productive, valued and integrated members of society. The steep
rise in unemployment in Britain from the late 1960s may go a long way
to explain the subsequent stagnation in British psychiatric rehabilitation.

INTERNATIONAL COMPARISONS

The countries that led in the postwar revolution in social psychiatry were,
according to Maxwell Jones,47 Britain, the Netherlands, Norway and
Switzerland. Table 4.2 lists postwar unemployment statistics for these
countries and other parts of Europe and North America; the unemployment
figures have been adjusted48 to make them reasonably comparable. The
four countries that were progressive in psychiatry at that time are among
those with low unemployment rates.

Countries like the United States and Italy, where the rehabilitative
movement was delayed, had higher rates of unemployment. Open-door
policies and the deinstitutionalization movement did not reach Italian mental
hospitals until the 1960s, arriving in the wake of an economic boom
 



Table 4.2 Unemployment rates in northern Europe and North America
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which brought many changes in the social and political climate.49 Italian
psychiatrist Franco Basaglia introduced sweeping innovations, after 1961,
in the mental hospitals in Gorizia and then Trieste, as unemployment
dropped to a postwar low. The subsequent national psychiatric reforms
embodied in law 180 (enacted with the support of both the Italian
communist party and the right wing) led to a dramatic decrease in the
numbers of mentally ill people in hospital. The reforms were implemented
with most success in the industrial north of the country where the labor
shortage was most apparent.50

The number of mental hospital beds in use varies substantially from
one industrial nation to another. Sweden, in 1974, provided one
psychiatric hospital bed for 250 citizens, for example, whereas in
Poland one psychiatric bed served more than 800. A number of
economic and political factors might be expected to influence mental
hospital use and, if the demand for labor was an important stimulus
to deinstitutionalization, then unemployment could prove to be one
such influence on psychiatric hospital use. In the mid-1960s, in fact,
industrial nations with higher unemployment rates tended to use more
mental hospital beds (see Table 4.3). A multiple regression analysis
shows that the average national unemployment over a five-year period
accounted for 40 per cent of the variance in the provision of psychiatric
beds in 1965 in the nine Western industrial nations for which
comparable statistics are available (see Table 4.4).51 This relationship
was independent of a number of other economic and demographic
variables. After taking into account the influence of per capita gross
national product, infant mortality (as an indicator of the national
level of health and welfare provisions) and the proportion of elderly
in the population, unemployment accounted for 47 per cent of the
variance in the use of mental hospital beds. Over the next decade,
however, the relationship between mental hospital use and
unemployment disappeared. As Table 4.4 shows, by 1974 a
combination of two factors—the national infant mortality rate and
the proportion of the population over age 65—predicted 71 per cent
of the variance in mental hospital beds provided; unemployment
accounted for only 1 per cent of the variance.

The link between unemployment and mental hospital use in 1965
suggests that, until that time, the availability of work may have acted as a
control on hospital discharge rates. The correlation disappeared after the
1960s because psychiatric hospital populations continued to shrink in
Australia, Canada and the United States in the absence of improvements
in employment. Elsewhere mental hospital use increased or remained
relatively constant. This divergence may be attributed to the degree to
which each country exercised the option, offered by disability benefits
and drugs, to maintain mentally ill people in the community regardless of
the availability of employment. In addition, in the United States the advent
of Medicaid in 1965 led to massive reductions in mental hospital beds as



Table 4.3 Psychiatric hospital beds per 10,000 of the general population, average annual unemployment rates over five-year periods, infant
mortality per 1,000 live births, general population over age 65 and per capita gross national product in 1979 U.S. dollars



Deinstitutionalization    99

patients were transferred to nursing homes. No longer is it essential
that mental hospitals control and sustain a large segment of the surplus
population. Their use has become, to a greater degree, a matter of
social policy. The extent of psychiatric institutional care now appears
to be largely a reflection of two factors. One is the national, political
commitment to the quality and universality of health and welfare
provisions (of which infant mortality is an indicator). The other, since
the antipsychotic drugs are of little benefit in the care of senile organic
psychosis, is the proportion of the elderly in the general population.

Deinstitutionalization, in some circumstances a sign of progressive efforts
towards community care and rehabilitation of the mentally ill, may
elsewhere indicate the opposite—abrogation of responsibility for the welfare
of a segment of the poor. In the United States, where health and welfare

Table 4.4 Variance in psychiatric hospital beds provided in nine Western industrial
countries accounted for by different social indicators
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provisions for the destitute are not well developed, the small numbers of
available mental hospital beds represent a refusal to provide adequate
psychiatric treatment for the indigent mentally ill. In Sweden, on the other
hand, a political commitment to adequate health and welfare provisions
coupled with the existence of a large elderly population leads to a
substantially greater use of mental hospitals. Each of the other Scandinavian
countries, like Sweden, maintains comprehensive health and welfare
services, low infant mortality rates and substantial numbers of psychiatric
hospital beds. Of these four countries Denmark and Norway, with the
greatest labor shortages until the mid-1970s, preserved relatively low rates
of mental hospital use and the most highly developed community treatment
programs.52

It is evident from the figures in Table 4.3 that it was not only the labor
shortage in the Eastern Bloc countries in the 1970s which led to their
minimal use of psychiatric institutions but also the underdevelopment of
their health services in general (witness their high infant mortality rates)
and the low proportion of the elderly in the general population.
Nevertheless, we know that the labor shortage in these countries,
particularly the U.S.S.R. and Poland, at that time led to a very great
emphasis on work therapy, intensive community rehabilitation efforts,
greater acceptance of the mentally ill in the community and the workplace
and efforts to keep the elderly productive.53

Full employment, then, may no longer be a major factor determining
the size of mental hospital populations but it could be an important
influence on the characteristics of community treatment and the adequacy
of rehabilitative efforts. Where the surplus population is large, the
conditions established for the person with a psychotic illness tend to be
least conducive to his or her recovery. Where the labor of the marginally
productive is in demand, there shall we find the most highly developed
community treatment programs and the most humane hospital conditions.
We shall see to what extent these factors influence the course of
schizophrenia.

SUMMARY

 
• The rate of mental hospital occupancy as a proportion of the general

United States population was declining before the introduction of the
antipsychotic drugs.

• Revolutionary changes in hospital and community psychiatry in northern
Europe preceded the introduction of antipsychotic drug treatment.

• The discharge rates from progressive hospitals, particularly in northern
Europe, were not improved by the arrival of the antipsychotics.

• The delay in the introduction of new social and community psychiatry
techniques to the United States created the impression there that drug
treatment was vital to community care.
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• Deinstitutionalization in the United States has relied heavily on the use
of drugs and has led to the placement of large numbers of the mentally
ill in low-cost, inadequate settings.

• Community care for the mentally ill in Britain stagnated after the 1960s.
• The main political and economic driving forces to deinstitutionalization

were (a) cost-saving and (b) in northern Europe, the postwar demand
for labor.

• Comparing Western industrial nations in 1965, the number of mental
hospital beds in each country was correlated with the national
unemployment rate.

• A decade later, mental hospital use appeared to be less influenced by
the labor market and more affected by national health and welfare
policy.

 
 



Chapter 5
 

Madness and the Industrial Revolution

 
In the last decade of the eighteenth century a humane method of treating
the mentally ill sprang into being in Europe, within a few years came to be
adopted in many parts of the civilized world, and after half a century or so
faded away. It left in its place restrictive patterns of institutional care of
which few people in psychiatry are proud but which persisted until the
latter half of the twentieth century. Many psychiatrists have remarked on
the common features of moral treatment (as the early movement was called)
and the post-Second World War social psychiatry revolution. Were the two
movements indeed similar? And, if so, could they have been stimulated by
similar political and economic conditions? If not, why did moral treatment
come into being when it did? The use of moral management was
accompanied by claims of excellent recovery rates in mental illness. Were
these claims accurate? If so, why were the methods abandoned and what
light does the episode throw on the conventional approach to the history of
medicine which shows us always progressing to higher levels of technical
achievement through a process of scientific discovery?

THE YORK RETREAT
 

This house is situated a mile from York in the midst of a fertile and
smiling countryside; it is not at all the idea of a prison that it suggests,
but rather that of a large farm; it is surrounded by a great walled
garden. No bars, no grilles on the windows.1

 
So runs the description of the York Retreat given by a Swiss visitor in
1798. The name, “Retreat,” was significant: not a “hospital” nor an
“asylum” but “a quiet haven in which the shattered bark might find the
means of reparation or safety.”2 Within this house was developing a mode
of care for the mentally ill which was to prove as revolutionary as Pinel’s
action in striking the chains from the inmates of Bicêtre in 1793.

Like Pinel’s work, the York Retreat was a reaction against the inhumanity
of the contemporary treatment of the insane. It was founded in 1792 and
opened in 1796 by the Society of Friends after one of their members,
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Hannah Mills, died in the York Asylum under circumstances which
suggested neglect or ill treatment. Designed for thirty patients and primarily
made available to Quakers, the cost of treatment at the York Retreat ranged
from eight to fifteen shillings a week. Accommodation for personal servants
was provided at a further fee. The establishment was clearly not intended
to be for the poor.

Under the direction of William Tuke, a 60-year-old tea and coffee
merchant, a style of non-medical care was developed which, like Pinel’s
approach, came to be called moral treatment. Believing that most
deranged people could be rational if not provoked by harsh treatment
or cruelty, the Tukes encouraged the exercise of patients’ self-control
as an alternative to the use of external restraint. Punishment for
inappropriate behavior was avoided, but minor privileges were awarded
to those who conformed to the attendants’ wishes. Chains were never
used and straight waistcoats rarely, and then only to prevent a patient
hurting himself or herself or other residents. The iron sashes of the
windows were disguised to look like wood. Patients were expected to
dress in their best clothes and take part in all usual social activities—
tea parties, reading, writing, sewing and gardening. Work was felt to
be essential in fostering patients’ self-control and self-esteem. Drugs
were seldom used, and exercise, warm baths and a generous diet of
“meat, bread and good porter” were felt to be most useful in quieting
patients and ensuring good sleep.3

BEFORE MORAL TREATMENT

The revolutionary nature of moral treatment at the York Retreat becomes
evident when it is set against conventional care of the time. At the nearby
York Asylum, where Hannah Mills had died, abuses were exposed by
investigations conducted some years after the opening of the Retreat.
“Flogging and cudgelling” were routine, and patients were “verminous
and filthy.”4 Behind a partly hidden door, a Swiss visitor in 1814 discovered
a series of small cells
 

in a very horrid and filthy condition…the walls were daubed with
excrement; the air-holes, of which there was one in each cell, were
partly filled with it.

 
Upstairs he found a room
 

twelve feet by seven feet ten inches, in which there were thirteen women
who, [the keeper] told me, had all come out of those cells that
morning…. I became very sick, and could not remain longer in the
room. I vomited.5

 



104 The political economy of schizophrenia

Charles Dickens characterized asylum care of this period as follows:
 

Coercion for the outward man, and rabid physicking for the inward
man, were the specifics for lunacy. Chains, straw, filthy solitude,
darkness, and starvation; jalap, syrup of buckthorn, tartarised
antimony, and ipecacuanha administered every spring and fall in
fabulous doses to every patient, whether well or ill; spinning in
whirligigs, corporal punishment, gagging, “continued intoxication”;
nothing was too wildly extravagant, nothing too monstrously cruel to
be prescribed by mad-doctors.

 
Lest we should consider that these practices were enforced through malice,
he continues:
 

In other respects these physicians were grave men, of mild dispositions,
and—in their ample-flapped, ample-cuffed coats, with a certain gravity
and air of state in the skirts; with their large buttons and gold-headed
canes, their hair-powder and ruffles—were men of benevolent aspects.6

 
Frank abuses aside (and psychiatrist William Parry-Jones argues that these
may well have been overemphasized by historians7), Dickens’ point is well
taken. We should not assume that the eighteenth-century mad-doctors were
morally degenerate; chains and flogging were not necessarily maliciously
intended. Even George III during his bouts of insanity was chained, beaten,
starved and intimidated with threats.8 The management techniques were those
of animal trainers because the insane were regarded as bestial. At the Bicêtre
in Paris and the Bethlem Hospital in London, the inmates were exhibited to
the public, for a fee, like zoo creatures.9 The insane were left naked in the cold
and damp because they were believed to possess inhuman resistance to the
effects of the elements.10 Both Andrew Scull and French psychologist Michel
Foucault have emphasized that the introduction of moral treatment involved
a redefinition of the madman’s condition from the essence of bestiality to a
degree of human rationality.11 Now the lunatic becomes a fractious child. As
the Swiss doctor commented in the visitors’ book at the Retreat:
 

In moral treatment, one does not consider the insane to be completely
deprived of reason, out of reach of the influence of fear, hope, affection
and honour. Rather one regards them, it seems, like children who
have too much energy, and who put it to dangerous uses.12

 

In this redefinition lay the revolutionary impact of moral management.

THE ORIGINS OF MORAL TREATMENT

Curiously enough, this fundamentally new approach was not only
introduced simultaneously by Pinel and Tuke, but similar humane methods
of patient care sprang into being independently at the same point in time
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in other parts of Europe. In Florence, Vicenzo Chiarugi, the physician in
charge of the newly open Hospital Bonifacio, published regulations for
patient care, in 1789, which eliminated the use of physical force or any
type of restraint except for the occasional use of the straight jacket. He
specified: “It is a supreme moral duty and medical obligation to respect
the insane individual as a person.”13

Similarly, Joseph Daquin, the physician in charge of the institution at
Chambéry in the Savoy region (an independent duchy situated between
France and Italy) published, in 1791, a treatise advocating humane care
for the mentally ill.14 Around the same time, Parisian physician and
philosopher Georges Cabanis, who arranged Pinel’s appointment to the
Bicêtre, proposed improved treatment methods for the insane.15 Physician
John Ferriar at the Manchester Lunatic Hospital, although administering
such standard medical remedies as blood-letting, blistering and purging,16

expressed the opinion, in 1795 (the year before the Retreat opened), that
the primary goal of treatment lay in “creating a habit of self-restraint,”
not through coercion, but by “the management of hope and
apprehension,… small favours, the show of confidence, and apparent
distinction.”17

For each of these independent innovations, local causes may be found.
Psychiatric historian George Mora, for example, suggests that Pinel and
the French physicians, in liberating the insane, were reflecting the spirit of
freedom and equality of the French Revolution (1789–99); Chiarugi’s
radical reforms were a product of the revolutionary political economic
reforms of the rule of the Grand Duke Peter Leopold (1747–92); the
philosophy of the York Retreat was based on the contemporary British
bourgeois ideal of the family.18 But these individual influences fail to explain
the simultaneous but independent origin of the same notion within a five-
year period in different parts of Europe.

To call the phenomenon “a striking example of Zeitgeist in the history
of psychiatry”19 is to say nothing about causes. To see it as a reflection of
the Enlightenment’s eighteenth-century ideals of human dignity, worth and
freedom is to provide a unifying concept but still only fits one ideology
within the broader framework of another. If we examine the political and
economic underpinning of Enlightenment thinking, however, we may be
in a better position to understand why moral treatment occurred when
and where it did. British historian Eric Hobsbawn has this to say about
the philosophy of the Age of Reason:
 

The Great Encyclopaedia of Diderot and d’Alembert was not merely
a compendium of progressive social and political thought, but of
technological and scientific progress. For indeed the conviction of the
progress of human knowledge, rationality, wealth, civilization, and
control over nature with which the eighteenth century was deeply
imbued, the “Enlightenment,” drew its strength primarily from the
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evident progress of production, trade, and the economic and scientific
rationality believed to be associated inevitably with both.20

 
Revolutionary to the old social and political order, the Enlightenment ideas
were central to the capitalist transformation of production. Leaving aside,
for the moment, the American Revolution (1776–83), the culmination of
eighteenth-century Enlightenment philosophy and its associated political,
economic and technological changes was (what Hobsbawm refers to as)
the “dual revolution.”21 This comprised the French Revolution of 1789
and the contemporaneous British Industrial Revolution (which Hobsbawm
dates from the 1780s, when the British economy became “airborne”22).
 

It is significant [writes Hobsbawm] that the two chief centres of the
[Enlightenment] ideology were also those of the dual revolution, France
and England…. A secular, rationalist and progressive individualism
dominated “enlightened” thought. To set the individual free from the
shackles which fettered him was its chief object…. Liberty, equality
and (it followed) the fraternity of all men were its slogans.23

 
Enlightenment ideas, then, gave the French Revolution its slogan, the
determined capitalist his individualism, and the innovators of moral
treatment their philosophical base. Beyond France and England, the sites
of the origin of the humane treatment methods were also centers of
Enlightenment ideology and progressive politics. Savoy, culturally linked
to France, instituted enlightened peasant liberation shortly before the
French Revolution;24 and Chiarugi in Florence was under the influence
of one of the most remarkable reforming princes of the eighteenth century,
Grand Duke Leopold of Tuscany, a man strongly influenced by
Enlightenment ideas. Moral treatment, moreover, was most avidly
adopted by another enlightened nation—post-revolutionary,
industrializing America.

When moral treatment, then, set the insane “free from the shackles,”
the movement was a component of the dual revolution that shook the
Western world. This is most compellingly revealed in the image of Pinel,
at the height of the French Revolution, striking the chains from the
insane of Bicêtre and La Salpêtrière. But the essential connection
between the Industrial Revolution and the new methods of managing
the insane can, similarly, be demonstrated. Central to an understanding
of the process are the changes that were taking place in the deployment
of labor.

THE GROWTH OF WAGE LABOR

In 1780, on the eve of the dual revolution, France and Britain were the
two economic giants of Europe. In volume of trade they were nearly
equal. France’s foreign trade had increased fourfold in sixty years and
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her colonial system in some areas was stronger than that of the British.25

Each of these countries, like the rest of Europe, was experiencing
staggering population growth. In the half century after 1750 the
population of France rose by 22 per cent, from 22 million to nearly 27
million; in the United Kingdom population increased 60 per cent, from
10 million to 16 million.26 In each of the two countries the conditions of
the rural poor were harsh and worsening. The great majority of French
peasants were landless or had insufficient holdings, oppressed by feudal
dues, tithes, taxes and inflation.27 In Britain, the enclosure of common
lands in the eighteenth century deprived cottagers of their subsistence
and drove increasing numbers into agricultural wage labor which
provided meager and intermittent compensation. The result was
destitution for many and an increase in applications for poor relief.
Taxes for relief—the poor rate—more than tripled between 1760 and
1801 in Britain, and nearly equaled the entire cost of British national
government, excluding the army and navy.28

Holding back the onset of the Industrial Revolution, argues British
historian T.S.Ashton, were social resistance to change and the lack of
skill and adaptability of the workers.29 But as the population grew, the
mass of the landless poor swelled and the ranks of beggars, vagrants and
unemployed increased, the diversion of laboring men, women and children
into industrial wage work became possible.
 

It was not the least of the achievements of the industrial revolution
[writes Ashton] that it drew into the economic system part of that
legion of the lost, and that it turned many of the irregulars into efficient,
if overregimented, members of an industrial army.30

 
In France, by way of contrast, the Revolution so far improved the condition
of the peasants that the flow of “landless free labourers merely trickled
into the cities” and the “capitalist transformation…was slowed to a
crawl.”31

Some of the “irregulars” in Britain were less readily “regimented”
than others—the insane among them. What was to be done with those
who would not, or could not, work? In striving to hold down the cost
of poor relief the policy makers of the early Industrial Revolution
became obsessed with the need to force “the very great number of lazy
People to maintain themselves by their own Industry.” Obligating
applicants for relief “to submit to the Confinement and Labour of the
Workhouse”32 was one such measure. The number of psychotic and
mentally deficient people confined in poorhouses in England and Wales,
however, became considerable—4,000–5,000 by 1789, estimates
Kathleen Jones.33 Many more were confined for vagrancy in jails and
Bridewells (houses of correction), and others were maintained on
outdoor relief.34 Hospitals and asylums were few. Bethlem in London
had existed since the twelfth century, and two hospitals were opened
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through voluntary public subscription in the 1750s —the Manchester
Lunatic Hospital and St Luke’s in London. In most areas, however,
those lunatics who were unmanageable in workhouses and jails were
transferred, at public expense, to private madhouses. The number of
these private establishments was increasing, and 30–40 licensed houses
existed at the end of the eighteenth century.35 The York Retreat was
one such.

THE ASYLUM MOVEMENT

Public responsibility for the care of pauper lunatics could not be avoided,
and indeed it became a basic requisite in shaping the new wage labor
force (as Andrew Scull has pointed out in his book on this theme, Museums
of Madness36). To separate the employable from the unemployable was
essential to the rationalization of poor relief. The able-bodied should not
be encouraged to be idle, but the incapacitated had to be accommodated.
In an effort to reduce the bill for the care of pauper lunatics in private
madhouses, the British County Asylum Act of 1808 recommended the
establishment of public specialty hospitals for the insane. The first county
asylums to open were in rural districts where pauperism was severe and
subsistence farming declining.37

Throughout Europe, moral treatment was intimately tied to the
development of the new specialty establishments for lunatics. The
York Retreat was one of a growing number of private madhouses,
and its methods were copied, to a limited degree, by the new county
asylums. Bicêtre had become a central institution for the insane alone,
only one year before Pinel struck off the fetters. La Salpêtrière was
converted to that purpose in the same year. The miscellany of the
poor, who had previously been confined there, was released by the
revolutionary government “in order to distribute it to the points where
the labor force was rarest.”38 Criminals, henceforth, were to be housed
separately from lunatics.39 Chiarugi’s humane methods were
introduced in a newly erected hospital for the insane in Florence. And
in the United States, as the first wave of hospitals for the insane began
to be opened, moral treatment was the style of management which
the new superintendents studied and aimed to establish in their
institutions.

REHABILITATION AND INSTITUTIONALIZATION

One of the attractions of moral treatment was its curative and rehabilitative
emphasis. If patients could be cured and discharged to support themselves,
they would cease to be a drain on the public purse. The proprietor of the
private Whitchurch Asylum in Herefordshire, for example, played up this
point in an advertising handbill. Arguing that patients admitted to his
establishment recovered in a matter of days, compared with months and
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years for a cure in the local county asylums, he estimated that the cost of
a cure in his private licensed house was a fraction of the cost in the public
asylums.40 Furthermore, the emphasis in moral management on hard work
and self-discipline, as Scull has pointed out, reflected the same attitudes
required in shaping the new industrial labor force.41

Despite the rehabilitative emphasis in moral treatment, however,
the increase in asylum care was rapid. With the growth of wage work
and the existence of a large, cheap supply of labor, the marginally
functional insane were at a considerable disadvantage. Many of those
who might have been fairly productive in working subsistence
smallholdings were now unemployable. Labor mobility, long working
hours and poverty made it harder for families to support their disabled
members at home.42

When outdoor relief expenditure was severely restricted in the mid-
nineteenth century there was a commensurate increase in the outlay on
lunatic asylums and workhouses.43 The proportion of the population of
England and Wales officially identified as insane (including those in
workhouses and the community, but largely comprising asylum inmates)
grew dramatically during the moral treatment era and the period of
establishment of county asylums. In 1807, the official count was 2.3 insane
people per 10,000 population; by the time moral treatment had faded
away in 1870, there were officially 24.3 per 10,000. Nearly all of the
increase (at least after 1844 when the available figures allow a distinction
to be made) is in the number of pauper lunatics; the number of private
patients remained remarkably small and constant throughout the nineteenth
century.44

There was clearly a growth in the recognition and confinement of the
insane, but did the Industrial Revolution also spawn an actual increase in
the occurrence of insanity? Contemporary opinion was divided on this
question, the majority arguing that the increase was more apparent than
real. As we shall see in Chapter 9, however, there is a distinct possibility
that psychosis, and particularly schizophrenia, was indeed becoming more
prevalent as the nineteenth century advanced.

MORAL TREATMENT OF THE POOR

The treatment methods of the moral-management advocates and of the
twentieth-century pioneers of social psychiatry were very similar (see
Table 5.1); so, too, was the political function of the movements they
created. Just as the post-Second World War social psychiatry revolution
legitimized deinstitutionalization, so moral treatment legitimized the
growth of institutional care in the nineteenth century. In each case, the
ideology of a treatment approach, initially humane and directed towards
the patients’ benefit, became subtly distorted and was used to serve
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political ends which were not necessarily in the patients’ interests. After
the Second World War, the effort to rehabilitate patients to decent living
conditions and a useful role in the community became translated into a
rush to dump patients on the street and in nursing homes in order to
save money. Similarly, Samuel Tuke’s Description of the Retreat,
published in 1813, encouraged reformers in the belief that asylums could
be curative and hastened the expansion of the county asylum system.
Moral treatment, as it was offered to paupers in the public asylums,
however, bore relatively little resemblance to moral treatment as it was
developed for the middleclass clientele of the York Retreat.

At the Retreat, seven staff cared for thirty patients, and, in addition,
personal servants lived on the premises. In the county asylums, the generally
accepted ratio was one keeper to thirty patients.45 The early asylums were
overcrowded and staffed by unqualified and untrained keepers. Despite
the superintendents’ promises of improved cure rates, local authorities
were unwilling to pay for a decent standard of care. Consequently, many
patients slept on straw, mechanical restraints were commonly used and
opportunities for patients to work or enjoy social diversion were restricted.46

The high annual mortality rates at the asylums of Lancaster and the West
Riding of Yorkshire (17 per cent and 18 per cent, respectively, of the resident
population) were the result, argued John Thurnam, a physician at the
York Retreat, of poor nutrition and hygiene. Even greater mortality rates
at the Norfolk County Asylum (19 per cent) and at St Peter’s Hospital for
paupers in Bristol (20 per cent) were the consequence of lack of adequate

Table 5.1 Moral treatment and the post-Second World War social psychiatry
revolution compared
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medical care and “the want of a proper amount of land for the exercise
and employment of the patients.”47

By the mid-1840s only five of the seventeen county asylums had
abandoned mechanical restraint. Foremost among them were Lincoln
Asylum, under the direction of Robert Gardiner Hill, and the massive new
asylum at Hanwell, Middlesex, where John Conolly was the superintendent.
The limited acceptance of moral treatment at that time is illustrated by the
fact that Hill was forced to resign his post owing to public opposition; and
Conolly was unable to persuade his governing committee to meet the
expense of two of his innovative ideas—basic education classes for patients
and professional training for the staff. With the restriction of outdoor
relief and the great expansion of the asylum system, during the next decade,
the situation was reversed. By the mid-1950s, nearly all the thirty county
asylums had discarded mechanical restraints and adopted some features
of moral management.48 Staffing patterns, at least in some asylums,
improved. At Lancaster Asylum in 1846, on the “tranquil” wards, there
was one attendant for twenty-five patients, and on the more disturbed
wards, one attendant to fifteen refractory patients.49 The value of moral
treatment in legitimizing social policy is here illustrated—legitimizing, that
is, the Poor Law Commission policy of categorizing the destitute, providing
poor relief in specialized institutions and cutting back on outdoor relief.
The task accomplished, the cost of care per patient was soon reduced
through progressive cheeseparing and expansion of the size of the
institutions. Mechanical restraints and solitary confinement returned, and
by the late 1860s moral treatment in the public asylums had again become
a mere facade.50

In his description of nineteenth-century private madhouses, The Trade
in Lunacy, William Parry-Jones highlights the differences in treatment for
the poor (paid out of the public purse) and for private patients. He remarks:
 

With regard to the maltreatment of lunatics in madhouses, confined
under bad, often appalling, physical conditions, the evidence is…
substantial and refers, especially, to pauper departments during the
first half of the nineteenth century.51

 
Again:
 

The various factors which operated to keep the charge for paupers as
low as possible…served to delay the introduction of the non-restraint
system and to foster the continuance of the merely custodial
confinement of lunatics.52

 
Mechanical restraint was rarely seen in licensed houses receiving only
private patients, but was freely used in those houses taking paupers.53

Some proprietors felt that restraints should not be used on patients from
the “respectable class: their feelings are more acute than those of the
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humbler grade.”54 But the fact that non-restraint treatment required more
and better trained staff and led to higher charges was generally recognized.55

Whereas in the pauper establishments one keeper might care for ten or
fifteen patients, in the houses for the wealthy the ratio was one attendant
or servant for every one or two patients.56 Moral treatment in Britain, it is
clear, was not generally for the poor. As we have seen, for a few years,
from the 1850s to the 1860s, during the expansion of the asylum system,
a form of moral treatment was made available to paupers in county
asylums; but otherwise, humane care was for those who could afford it.

CURE RATES

Did the class bias in quality of care influence the outcome of insanity?
In attempting to answer this question, we have to be very cautious about
using the published cure rates of the time. Where one madhouse
proprietor talked of patients being “cured” or “discharged recovered”
another might have used the term “relieved” or “improved.” Again,
patients admitted to one establishment might have included more who
were young and early in the course of a functional psychosis; on the
other hand, many of those admitted to county asylums were chronic
patients transferred from workhouses or were elderly people with
dementia. Bearing these considerations in mind, the statistics published
in 1845 by Dr. John Thurnam (see Table 5.2) are among the most useful.
The figures show that institutions receiving paupers consistently reported
lower recovery rates and higher mortality rates. Dr. Thurnam argued
that these results were not entirely due to the condition of the patients
on admission, but were, in part, a consequence of the differences in
their management.57

The size of the institution may have been an important factor: asylums
and licensed houses receiving private patients were generally a good deal
smaller. Metropolitan licensed houses for paupers held an average of 400
patients; those for private patients had an average capacity of 23 residents.58

For this reason, perhaps, at the model pauper asylum of Hanwell in
Middlesex—with 1,000 beds, far and away the largest mental institution
in the country—the recovery rate was well below average, despite the
emphasis on moral management and non-restraint. Daniel Hack Tuke’s
figures show the recovery rate at Hanwell fluctuating between 25 per cent
and 32 per cent of admissions during the first forty-five years of the
hospital’s operation.59 At Lancaster Asylum, Britain’s rapidly expanding,
second largest mental hospital, the introduction of more progressive
treatment methods in the early 1840s reduced mortality rates but failed to
improve discharge and cure rates; the percentage of recoveries, in fact,
declined after the introduction of moral treatment.60 The social policy which
established large, cost-effective asylums and limited expenditure on
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patient care reduced the possibility of rehabilitation for the insane poor.
The improvements in public mental hospital care made during the
expansion of the asylum system in the 1850s and 1860s cannot be shown
to have improved cure rates. The smaller size of the private establishments,
on the other hand, and the much higher ratio of staff to residents, may
well have enhanced the possibility of recovery for wealthier patients.

LABOR IN NINETEENTH-CENTURY BRITAIN

What was the effect of the labor market on policy and practice in
nineteenth-century British psychiatry? As we have seen, at no time was
there a particularly strong rehabilitative emphasis to public psychiatry.
This observation is understandable in view of the exceptionally high levels
of unemployment which existed throughout the century. A famous dispute
has raged among social historians as to whether living conditions for the
working class worsened or improved during the early decades of the British
Industrial Revolution.61 Over one fact, however, there can be little room
for debate (although information on the subject is scattered)—prior to
1850 unemployment was substantial. Vagrancy was increasing
dramatically, 10 per cent of the population were paupers in the 1840s
and, at times, cyclical unemployment reached colossal heights. In the
business slumps of 1826 and 1841–42 unemployment in the region of 75
per cent was not uncommon in the hard hit areas of the industrial north

Table 5.2 Recovery and mortality rates for British mental institutions,
comparing private and pauper establishments before 1845



114 The political economy of schizophrenia

and Midlands.62 A contemporary observer, Henry Mayhew, writing of
Londoners in the early nineteenth century, concludes:
 

In almost all occupations there is…a superfluity of labourers…. In the
generality of trades the calculation is that one-third of the hands are
fully employed, one-third partially, and one-third unemployed
throughout the year.63

 
Although the availability of employment increased after 1850,64

unemployment continued to be considerable throughout the Great
Victorian Boom (1850–73) and may well have been only moderately
better than during the subsequent Great Depression (1873–96).65 That
the heyday of moral treatment in the county asylums occurred in the
boom years of the 1850s and 1860s is perhaps not especially relevant
(except insofar as improved institutional conditions allowed an
increased strictness in the limitation of outdoor relief66). There is no
evidence, on the one hand, of a labor shortage at that time or, on the
other hand, of a stronger rehabilitative effort or increase in discharge
rates from the institutions. What is relevant is that the one clearly
rehabilitative movement in psychiatry in Britain since the beginning of
industrialization and the development of asylums occurred during the
only period of significant labor shortage in two centuries—the years
immediately following the Second World War.

The labor history of nineteenth-century America is substantially
different from that of Britain. How did it influence psychiatry in the
United States?

INDUSTRIALIZING AMERICA

Labor was in short supply in industrializing and expanding America during
the first half of the nineteenth century.67 Historian Daniel Boorstin writes:
 

English observers in the mid-nineteenth century admired the ease with
which American labourers moved about the country, from one job to
another. They were amazed at the general freedom from fear of
unemployment….68

 
Real wages, in consequence, were higher in the United States than Europe.69

The members of the Yates Committee to the New York legislature in 1824
reported:
 

In this country the labor of three days will readily supply the wants of
seven, while in Europe the labor of the whole week will barely suffice
for the maintenance and support of the family of an industrious laborer
or peasant.70
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Pauperism was exceedingly rare by European standards, and what there
was existed largely in the maritime cities, where newly arrived immigrants
congregated. Less than 1 per cent of the population of Philadelphia were
paupers in the 1820s and less than 2 per cent of the population of New
York State.71 Unemployment remained low during much of the antebellum
period, becoming more significant from the 1850s onward.72 Population
increase and the late Victorian depressions of 1873, 1884 and 1893,
however, brought high unemployment and poverty.73 Peacetime labor
shortage of early nineteenth-century dimensions has not been seen since in
the United States.

Was American psychiatry more rehabilitative in its emphasis in the
early nineteenth century, in response to the heavy demand for labor? It
is certainly true that moral treatment was vigorously adopted by the
first corporate asylums which were established (by public subscription)
in those years. The founders of these New England hospitals were much
influenced by the examples and writing of Tuke and Pinel and applied
their methods from the moment the doors were opened—at the Friends’
Asylum, Frankford, Pennsylvania (1817), Bloomingdale Asylum, New
York (1821), McLean Hospital, Boston, Massachusetts (1818), and the
Retreat at Hartford, Connecticut (1824). The independent Pennsylvania
Hospital in Philadelphia, which established a separate branch for the
insane in 1841, was also a model of progressive care. These hospitals,
many of them established by Quakers, were, like the York Retreat,
primarily intended for the treatment of private patients. Some, however,
like the Hartford Retreat and the Bloomingdale Asylum, took
substantial numbers of paupers in return for public funding. As in the
best British private establishments, staffing was comfortably high—
one attendant to six patients at the Pennsylvania Hospital—one
attendant to two patients at other hospitals. Restraints were very rarely
used, and a full, if somewhat overregimented, schedule of social and
work activities was established for all inmates. Such was the success
and public good favor of these progressive institutions that they were a
major influence in the development of public hospitals for the insane.74

AMERICAN PUBLIC HOSPITALS

Discussions of this era in American psychiatry often make the point
that moral treatment was not generally made available to the poor or
that it existed more in the pious mouthings of hospital superintendents
than in the actual condition of patients in the public institutions.75 This
point of view deserves some debate, however, especially if we restrict
ourselves to a study of the earliest decades of operation of the public
hospitals. George Mora writes, in the Comprehensive Textbook of
Psychiatry, for instance:
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Among the earliest state-supported institutions were the Eastern State
Hospital at Lexington, Kentucky, opened in 1824; the Manhattan State
Hospital in New York City, opened in 1825; the Western State Hospital
in Staunton, Virginia, opened in 1828; and the South Carolina State
Hospital in Columbia, South Carolina, opened in 1828. In contrast
with the private or corporate hospitals, in which moral treatment was
applied, those state institutions remained largely custodial.76

 
Of the four examples chosen by Dr. Mora, two might reasonably be
described as “largely custodial.” The performance of the state asylum in
Lexington, Kentucky, was less than creditable. Historian David Rothman
considers that it “had…become a custodial institution” by 1845;77 the
figures supplied by Gerald Grob in his review of Mental Institutions in
America suggest that this may have been true as early as 1840 (see Table
5.3 ). Yet even this institution had high ideals in the early years—the
directors insisted, for example, that no restraints be used.78 In using
Manhattan State Hospital as an example, Mora is presumably referring to
the New York City Asylum on Blackwell’s Island which actually opened
in 1839. This institution, as we shall see later, was also clearly custodial,
but for special reasons. At the Western Virginia State Hospital, however
(according to Norman Dain’s study of that state’s mental hospitals), moral
treatment was introduced in 1836 by an enthusiastic young superintendent
who so upgraded the quality of the hospital that he was able to attract
private, upper-class, white patients, who accounted for a third of the
admissions.79 Social reformers visiting the hospital in 1842 regarded it as
excellent, and reported:
 

The employments, recreations, amusements, instructions, and
influences are very various, and well fitted to soothe the excited, cheer
the desponding, guide the erring, check the vicious, raise the fallen,
and restore the insane. The restraints are very few.80

 
Treatment at each of the two Virginia state hospitals was reportedly
comparable, and benefited from an exceptionally good level of staffing—
one staff member (including slave attendants) for every three patients.81

South Carolina State Hospital, the last of Dr. Mora’s examples, far from
being custodial had a high patient turnover. From data provided by Gerald
Grob, we can calculate that from 1845 (when records became available)
to 1865 the number of patients discharged as recovered (and not merely
improved) was regularly around 50 per cent of admissions (as shown in
Table 5.3) or 20 per cent of the total hospital population.82

As we survey the fourteen or so public hospitals which were in operation
in the United States by 1845, and recall that non-restraint management
had established itself in fewer than a third of the ill-staffed British county
asylums by the mid-1840s, it appears possible that the pauper lunatic in
 



Table 5.3 Patients discharged “recovered” expressed as a percentage of admissions in selected years for American asylums open before 1845a
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America at this time was the more fortunate. Unsatisfactory hospital
conditions were primarily to be found in New York City and in some
institutions in the non-industrial South. Besides the two state hospitals in
Virginia, we know that progressive and humane measures were practiced in
Worcester State Hospital, in Massachusetts; at Utica, in upstate New York;
and at the Vermont Asylum, in Brattleboro. The Maine Insane Asylum was
in the hands of Isaac Ray, a prominent psychiatrist and moral-treatment
advocate.83 If Worcester State Hospital is a fair illustration, staffing patterns
were excellent by contemporary British asylum standards—one attendant
to twelve or fifteen patients during the 1830s and 1840s.84

Mortality rates (the measure which Dr. Thurnam considered the best
standard of comparison of the quality of asylum care) were considerably
better in American state hospitals than in British county asylums in the
1840s (see Table 5.4). These differences were not due to the admission of
more elderly patients to British hospitals—the age distribution of admissions
to British and American asylums was quite similar.85 Since acutely ill patients
tended to have a higher death rate, the low mortality might theoretically
have been a result of the admission of more chronic patients to the American
hospitals. Equally, the lower death rate in the American institutions may
well have reflected better conditions for American insane paupers.

In general, David Rothman feels the American public asylums tried to
emulate the private institutions but were not able to achieve quite the
same standards:
 

There were lapses and failures, but in the first few years of the asylums
they were not gross ones. Most mental hospitals in the 1830s and
1840s abolished the whip and the chain and did away with
confinement…. And often they accomplished more, treating patients
with thoughtfulness and humanity.86

 
Charles Dickens, in his American Notes, though critical of much that he
saw in the New World of 1842, was very favorably impressed by the Boston
Insane Hospital for paupers, and devotes several pages to a description of
his visit. He was particularly struck by the dignity with which the patients
were treated, their freedom from restraint or restrictions in the use of
potentially dangerous instruments, their provisions for work and social
activity (including sewing circles, balls and carriage rides) and the intimate
involvement of the superintendent and his wife in the daily life of the
hospital:
 

It is obvious that one great feature of the system, is the inculcation
and encouragement, even among such unhappy persons, of a decent
self-respect.87

 
The Boston Hospital, aside from this report, has never been heralded as
an outstandingly progressive hospital by the standards of the times.
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Dickens also found the private Hartford Retreat to be “admirably
conducted,”88 but he was severely critical of the recently opened New
York City Asylum on Blackwell’s Island. At the latter institution:
 

I saw nothing of that salutary system which had impressed me so
favourably elsewhere; and everything had a lounging, listless, madhouse
air.89

 
At last Dickens had come upon an American asylum as depressing as he was
to find St Luke’s in London a few years later.90 And the reason for the
melancholy conditions at the New York City Asylum? Perhaps, as he says,
 

New York, as a great emporium of commerce, and as a place of general
resort, not only from all parts of the States, but from most parts of the
world, has always a large pauper population to provide for; and
labours, therefore, under peculiar difficulties in this respect.91

 
The New York State Hospital, over 200 miles north at Utica, escaped the
problem of overcrowding with foreign-born paupers from which the city
hospital suffered,92 and became recognized as a model state institution.
The rare instance of unenlightened hospital conditions was to be found

Table 5.4 Mortality rates in British and American pauper asylums as a percentage
of the number resident
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where poverty and unemployment were beginning to appear within the
shores of the United States.

REHABILITATION

Not only were conditions generally humane in the public institutions,
they were also genuinely rehabilitative. Work therapy was strongly
emphasized at such state hospitals as Worcester, Massachusetts; Utica,
New York; and Brattleboro, Vermont.93 Patients were released on parole
from the Eastern Virginia Asylum to seek work in local towns, and some
were also boarded out with families in order that “the accustomed life of
the lunatic shall be less essentially at variance with that pertaining to
persons generally of sound mind.”94 Several hospitals, including Utica,
instituted the measure for which Conolly in England was unable to obtain
funding—classes for patients. A variety of subjects was taught, including
music and drama. Most hospitals had libraries for the patients. In addition,
links with the community at large were strengthened by encouraging the
participation of teachers, ministers and other visitors in the day-to-day
operation of the hospitals.95

The rehabilitative emphasis appears to have been associated with
reasonably high discharge rates. As Table 5.3 shows, the proportion of
patients discharged “recovered” from public hospitals in different years
compared quite well with figures for private hospitals. (No doubt, of
course, hospital superintendents attached different meanings to
“recovered,” but there is no reason to believe that public hospital doctors
were particularly optimistic in this respect.) We see very respectable
recovery rates not only at South Carolina Asylum, as previously noted,
and at such hospitals of repute as Worcester and Utica, but also at the
New Hampshire Asylum, the Central Ohio Asylum and the Vermont
Asylum. Recovery rates at these hospitals through the 1850s were at
least equal to those (given by Thurnam) for the best British county
asylums. Table 5.5, drawn from Thurnam’s statistics, shows that recovery
rates at the American corporate hospitals and at the Worcester Asylum
(admittedly the best of the state hospitals) all exceeded average cure
rates at British institutions through the mid-1840s. Such direct comparison
of overall recovery rates, however, can yield only very crude impressions
in view of the probable differences in the patient populations and in
measures of recovery. Cure rates in the United States, for example, might
have been boosted if many chronic psychotic people, especially black,
were not admitted to the state hospitals but languished in jails and
workhouses. It is not apparent, however, that this occurred more in the
United States than in Britain; and, as we have seen, the lower mortality
rates in American institutions suggest that the American hospitals were
receiving their fair share of chronic patients. Higher discharge rates from
American institutions might
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partly have reflected a policy of early discharge rather than a real difference
in patient outcome. Nevertheless, such figures would still have been an
accurate reflection of a greater rehabilitative emphasis in American
psychiatry of the period.

THE “CULT OF CURABILITY”

Some contemporary observers formed the impression that American mental
hospital treatment and cure rates were superior to those that existed in
Britain. Like Dickens, Captain Basil Hall was a British visitor whose
impressions of America were generally somewhat uncomplimentary. In
the published account of his travels, however, he waxed lyrical over the
patient management at the Hartford Retreat, which he witnessed in 1827,
and contrasted the high recovery rates at that hospital with current British
results. During the previous year, 25 of the 28 “recent” cases admitted to
the Hartford Retreat—89.2 per cent—had recovered, he reported, but
“at two most ancient and celebrated institutions” of the same type in
Britain only 25.5 per cent of “recent” (acute) cases were cured.96 Hall’s
claims attracted a great deal of attention on both sides of the Atlantic
and were widely quoted in the press. Soon, other American hospital
superintendents reported similar rates of success. Samuel Woodward at

Table 5.5 Recovery and mortality rates in British and American mental institutions
before 1845
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the Worcester State Hospital claimed recovery rates for “recent” (acute)
cases of 82–91 per cent for the early years of the hospital’s operation
between 1833 and 1840. John Galt, superintendent at the Eastern Virginia
Asylum, announced, in his report of 1842, 92 per cent recovery in acute
cases and 53 per cent recovery overall in new admissions. Around the
same time, William Awl, superintendent of the Ohio State Asylum, reported
cure rates of 80–100 per cent for cases of recent onset, and 48 per cent
recovery for all cases of up to ten years’ duration admitted over a four-
year period.97 Heads of corporate and public asylums alike argued that
recovery from insanity was the rule, incurability the exception. As stated
by Amariah Brigham of Utica State Hospital: “No fact relating to insanity
appears better established than the general certainty of curing it in its
early state.”98

It is easy to dismiss such claims as American bombast and typical
of the entrepreneurial audacity of the New Republic. The claims were,
indeed, extravagant and clearly motivated, in part, by a wish to
impress state legislators with the value of investment in hospital care.
Dorothea Dix used these reports of the benefits of modern treatment
in her successful campaign to establish public mental hospitals
throughout the United States. The episode in American psychiatry
has subsequently been disparaged as the “Cult of Curability.”99

Obviously, statistics may have been molded somewhat to improve
the effect. Galt’s 92 per cent recovery figure was, like many other
reports, based on a small sample—13 admissions. Criteria for defining
“recent” cases and “recovery” were subject to manipulation; and
patients who relapsed, were readmitted and subsequently discharged
again, might be counted as “recovered” more than once.100 Despite
such statistical flaws, nevertheless, we cannot rule out the possibility
that cure rates were outstandingly good at the time. Indeed, it seems
quite possible that recovery rates for acutely ill patients admitted to
American public and private mental hospitals throughout the first
half of the nineteenth century were distinctly better than in the decades
that followed or in contemporary Britain. Two points emerge clearly
from the reports of the period. The emphasis on curability was largely
an American phenomenon, and it pervaded public psychiatry as
extensively as it did the private institutions. In Britain, George Burrows
reported similarly high recovery rates in 1820 for “recent” cases
admitted to his madhouse, as did the proprietors of other private
establishments.101 The same degree of universal optimism, however,
did not develop in British public hospitals of the period.

The enthusiasm of the American hospital superintendents was, in fact,
based upon the observation of distinctly superior rates of recovery. Table
5.6 allows us to compare separately the cure rates for acute and chronic
patients admitted to several British and American hospitals before 1842.
The American recovery rates for acute patients were substantially better
than the British. It may reasonably be assumed that these figures for recent
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cases are more comparable than those for total admissions. Undetermined
numbers of chronically psychotic and demented patients, epileptics and
mentally retarded among the general admissions largely determined the
overall recovery rate, which, as we may see in Table 5.6, bore little
relationship to the cure rate in acute illness. Significant differences in the
causes of acute mental illness, however, could conceivably have accounted
for the disparity in recovery rates. Thurnam argued, for example, that
more of the American hospital admissions were suffering from alcohol-
related psychoses and delirium tremens, which ended either in early recovery
or death.102 If this opinion were correct, we would expect to find higher
death rates in the American asylums (in fact, as we have seen, they were
lower) and higher recovery rates in male patients (which was true at
Bloomingdale Asylum, but not at Worcester103). Whatever the causes, it

Table 5.6 Percentage of admissions discharged “recovered” from British and
American asylums according to duration of illness
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is clear that there was a distinctly better course and outcome to acute
mental illnesses in early nineteenth-century America, which needs to be
explained.

THE COVER-UP

Few physicians care to believe that their methods are not as successful as
those of others and, still less, that the achievements of their profession are
following a progressively downhill course. Such concerns may well explain
the intensity and somewhat derisory air with which later American
psychiatrists have attempted to refute the curability claims of the moral-
treatment era. They have been anxious to see the errors in these reports
but less keen to validate any truth within them. Most vigorous and
influential of these critics was Pliny Earle, and his work The Curability of
Insanity, published in 1876, is frequently cited as the definitive debunking
of the “myth of curability.”104 Dr. Earle contended that the excellent
recovery rates recorded by Samuel Woodward during the earliest years of
the Worcester State Hospital were grossly exaggerated by statistical
juggling. He made much of the fact that the same patient might be counted
as “recovered” after every relapse and that percentages of recoveries were
calculated on the basis of those discharged, not on the numbers admitted.
His conclusion, much more in keeping with the figures for his own
institution, late in the century, was that insanity was, in fact, far less
curable than had been supposed.

Pliny Earle’s attempt to rewrite psychiatric history, however, has itself
been exposed as a cover-up. Dr. Sanbourne Bockoven, who has reanalyzed
Dr. Earle’s figures and uncovered more material on Samuel Woodward’s
patients,105 concludes that Earle himself was guilty of statistical juggling.
Dr. Earle knew, for example, that the counting of repeated recoveries,
which he so criticized and which has been raised by every critic since,
made almost no difference to the overall recovery rate of Worcester State
Hospital patients—a difference of less than a quarter of a percentage point.
Dr. Earle also knew of the existence of a comprehensive follow-up study
of Samuel Woodward’s discharged patients, conducted by Dr. John Park,
a later superintendent of Worcester State Hospital—a study which showed
that outcome was, indeed, so superior in the early decades of the hospital’s
operation that Dr. Park judiciously withheld the results from publication.

At Dr. Earle’s suggestion, Dr. Park had compiled a retroactive review of
admissions and discharges since the opening of the hospital in 1833,
employing his own criteria for “recovery,” not Dr. Woodward’s. His results
(continued up to 1950 with modern data), showing the changes in the
percentage of admissions discharged as recovered from Worcester State
Hospital, are displayed in Figure 5.1 (taken from Dr. Bockoven’s book).
Dr. Park, who was as keen as Dr. Earle to demonstrate that the early
recovery rates were artificially inflated, was unable to reduce Dr.
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Woodward’s figures by more than 2 or 3 per cent. Overall recovery rates
of 45 per cent in the moral-treatment era, as we can see, fell to 20 per cent
in the late Victorian Great Depression and to 10 per cent in the 1930s.

David Rothman has criticized Dr. Bockoven’s work on two counts.
Rothman argues, in the first place, that the revised recovery rates for Dr.
Woodward’s patients “are considerably lower than the claims for the 1830s
and 1840s.” Here Rothman makes the error of confusing the claimed
recovery rates for “recent” (acute) cases (which were over 80 per cent)
with general admissions (45 per cent recovery). Secondly, Rothman claims
that Bockoven “makes no attempt to question just what ‘recovery’ meant
in the original records.”106 But Rothman is incorrect here, also. Bockoven
demonstrates exactly what “recovery” meant for Woodward’s patients by
presenting the results of Dr. Park’s follow-up, 36–60 years after discharge,
of all of Woodward’s patients who left the hospital, “recovered,” prior to
1847. There were 1,173 such patients, and information was collected on
the condition of 984 of them. This project was both ambitious and
successful, and took Dr. Park ten years to complete. The study showed
that an extraordinary 58 per cent of the patients followed-up never had
another relapse in the rest of their lives or until the time of follow-up.
Another 8 per cent had relapsed but were well at follow-up. Dr. Bockoven
draws the conclusion that, during the moral-treatment era,
 

the natural history of psychosis in general (including cases due to
organic changes of the central nervous system) was such that a large
proportion of patients were able to leave the mental hospital, and
only a small proportion, perhaps 20–30 per cent, were destined to die
in a mental hospital. Favorable outcome was, of course, even more
frequent in the functional psychoses considered alone.107

Figure 5.1 Percentage of admissions discharged as “recovered” from Worcester
State Hospital over successive decades
Note: Reprinted by permission of the author. From Bockoven, J.S., Moral Treatment
in Community Mental Health, New York: Springer, 1972, p. 56, © 1972
J.Sanbourne Bockoven.
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A contemporary of Pliny Earle, Isaac Ray, a psychiatrist of equal stature
and experience, rebutted Earle’s views in 1879. Dr. Ray argues that the
early statistical reports were no more biased than recent figures and that
recoveries had, in fact, become less frequent. The reasons, he believed, for
the decline in recovery rates included a failure to provide an adequate trial
of moral treatment to many patients. Latter-day psychiatric historians,
however, have generally ignored Dr. Ray and repeated Pliny Earle’s rather
self-serving opinions as accurate.108 They have, thereby, buried important
information—the course of functional psychoses in patients admitted to
early nineteenth-century American hospitals was more benign than in the
hundred years that followed.

THE DEMISE OF MORAL TREATMENT

It is possible, then, that the labor shortage in the first half of the nineteenth
century in America influenced rehabilitative efforts for the insane and
elevated recovery rates in psychosis. This notion, however, reverses some
of the orthodox explanations for the demise of moral management in the
latter part of the century. Thus, it was not so much that the failure of
promises of curability led legislators to demand cost-cutting in the
institutions; it may have been the diminished need for manpower which
reduced the incentive to fund vigorous treatment programs and caused a
reduction in cure rates. It was not just a build-up of chronic patients and
an increase in hospital size and overcrowding which caused the
deteriorating institutional conditions; it was the decline in rehabilitative
efforts which created the build-up of chronic patients. And the foreign
paupers who filled the asylums and so outraged the sensibilities of the
psychiatrists and middleclass clientele—the Irish “clodhoppers” with their
“filthy habits”—they were not incurable because they had “scarcely an
idea beyond that of… manual employment,” as Isaac Ray claimed.109

They were stuck because there was no employment outside the hospital,
and no longer any work therapy within the hospital.110 (Inmates’ work
had become too competitive to be tolerated by the unemployed beyond
the institutions’ walls.) If funding cuts and overcrowding with chronic
patients and paupers were the problems, then the affluent private hospitals
which selected more “recent” cases and excluded paupers—Pennsylvania
Hospital, the Friends’ Asylum, McLean Hospital, Bloomingdale Asylum
(which excluded paupers after 1857) and the Hartford Retreat (after
1866)111—should have experienced few difficulties. As Table 5.3 shows,
however, recovery rates deteriorated in these institutions also after 1870.
Public and private asylums alike declined from curative to custodial
institutions.112

Moral treatment reached its zenith in labor-starved, early nineteenth-
century America for two reasons. Firstly, given a demand for labor, moral
management was a truly rehabilitative measure which could restore the
maximum level of functioning to the marginal psychotic patient. Secondly,
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as in contemporary Britain, it legitimized the establishment of specialized
institutions for confining the unemployable insane. With the inevitable
disappearance of the labor shortage, the social-control functions of the
institutions overcame their rehabilitative purpose. Where environmental
factors had previously been seen as important in causing psychosis, the
emphasis now was on heredity. Prevailing concepts of prognosis were
pessimistic.113 At this point in history, in the coercive, prison-like
environment of a German asylum114 during the universal, late nineteenth-
century Great Depression, dementia praecox was defined as a progressively
deteriorating and all but incurable illness.

When moral treatment returned, a century and a half after its original
appearance, its objectives and ideology were similar but the locations were
switched. This time it was in labor-short northern Europe that it served (at
least initially) a genuinely rehabilitative purpose, but in America it was
largely used merely to legitimize the deinstitutionalization movement—
the transfer of the indigent mentally ill from indoor to outdoor relief, and
from state budget to federal. Both the concept and management of psychosis
appear to have been influenced by political and economic factors. Ideology
and practice in psychiatry are to a significant extent at the mercy of material
conditions.

SUMMARY

 
• Moral treatment was a humane and non-restrictive method of

management for people with psychosis which came into being
simultaneously in several parts of Europe in reaction to the eighteenth-
century concept of madness as bestial.

• The origins of moral treatment were also those of the French Revolution
and the English Industrial Revolution—Enlightenment thinking,
dramatic changes in population and labor patterns, and the capitalist
transformation of production.

• The treatment method was inextricably tied to the development of
mental institutions, and it helped legitimize the public asylum movement.

• A function of the new asylums was to enact the social policy of providing
poor relief to the unemployable in institutions and cutting back on
outdoor relief to the employable.

• Moral treatment was little used in British public asylums except for a
brief spell during the boom years of the 1850s and 1860s when the
asylum system was being expanded.

• Private patients in Britain enjoyed more humane care and better recovery
rates than paupers.

• The high levels of unemployment in Britain throughout the nineteenth
century may well have limited rehabilitative efforts for the insane poor.
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• The labor shortage in early nineteenth-century America was associated
with more intense rehabilitative efforts and higher cure rates, especially
in acute mental illness, in public asylums.

• Later American psychiatrists attempted to obscure the fact that recovery
rates were higher during the moral-treatment era.

 
 



Chapter 6
 

Labor, poverty and schizophrenia

 
Why did fewer schizophrenic people recover during the twentieth-century
Great Depression? It is, of course, scarcely surprising that social recovery
rates in schizophrenia declined at that time since employment is a large
part of the measure of social functioning; but why was there a drop in the
rate of complete, symptom-free recovery (as revealed by the analysis of
follow-up studies in Chapter 3) from an average of 20 per cent to 12 per
cent? Which of the following possible explanations is most applicable?
 
• Government spending on psychiatric treatment decreased during the

Depression, resulting in hospital overcrowding and poor quality care.
• The stresses of the Depression, including economic hardship and

unemployment, affected patients and their families and prevented
recovery or precipitated psychotic relapse.

• The reduced demand for labor led to diminished rehabilitative and
reintegrative efforts for schizophrenic people, resulting in changes in
mental-health policy, psychiatric ideology and social tolerance of the
mentally ill.

 

GOVERNMENT SPENDING

Mental hospital admissions, especially for schizophrenic patients and other
functional psychotics, increase during an economic recession (as Harvey
Brenner’s work, Mental Illness and the Economy, has shown). If legislators
cut back on funding during the Great Depression, at a time of increasing
demand, the result would, presumably, have been overcrowding,
deteriorating care and non-therapeutic hospital conditions. Is this what
happened? The evidence suggests it is not.

The annual expenditure on psychiatric hospitals in the state of Colorado,
for example (as can be seen in Figure 6.1), increased considerably between
1913 and 1955, even after allowance has been made for inflation and
state population growth. During the decade of the Great Depression,
however, expenditure was consistently well above the general trend. Before
the 1930s, two other spikes of increased spending are evident during the
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recessions of 1914–15 and 1920–22. Hospital spending was less than usual
during the Second World War, but returned to the general trend after the
war. (Spending on mental health services after 1955 is not presented here
because of the added complications of alternative sources of revenue—
such as federal funding, social security benefits and public health
insurance—which became important after the onset of
deinstitutionalization.) In this state of the union, at least, psychiatric funding
did not decrease during the Depression but, rather, increased at a faster
rate than usual in an effort to meet the increased demand for care.

The same spending pattern has held true for England and Wales since
 
 
 

Figure 6.1 Annual expenditure in Colorado state psychiatric hospitals in constant
(1967) dollars per 1,000 population
Source: Expenditure: “State of Colorado Budget Reports, 1923–24 to 1955–56;”
inflation factor: “Bureau of Labor Statistics Wholesale Price index, All
Commodities;” population of Colorado: Decennial U.S. Census with interval year
estimates.
Note: Capital outlay is included.
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the late Victorian era, as Figure 6.2 shows. Here the rate of expenditure
on “lunacy” and lunatic asylums increased during the nineteenth- and
twentieth-century Great Depressions, decreased slowly during the relatively
full employment years after the turn of the century and after the Second
World War, and dropped sharply during the two world wars.

It is possible, of course, that the increased use of mental institutions
in the Depression outstripped even these inflated hospital expenditures,
in which case overcrowding and poor care would still have occurred.
This does not seem to have happened, however. Brenner reports, for
example, greatly increased capacity at New York state public hospitals
during the Great Depression—a 73 per cent increase in available beds
between 1929 and 1938. Overcrowding was common at these hospitals
before, during and after the Great Depression, but was apparently no
worse during the early years of the economic downturn than in the late
1920s and mid-1950s.1 Figures for the percentage occupancy of
Canadian mental hospitals between 1934 and 1960 draw the same
picture (see Figure 6.3). Overcrowding in these hospitals was at its
lowest in the 1930s and at its highest in the 1950s.
 

Figure 6.2 Annual expenditure on “lunacy” and lunatic asylums in England and
Wales in constant (1871) pounds per 100 population; annual unemployment for
comparison
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Decreased government spending and hospital overcrowding, it seems,
are not the explanation for the poor outcome in schizophrenia during the
Great Depression. Similarly, there is no sign of increased spending after
the Second World War to account for the improved recovery rates at that
time. The switch to community care was, in fact, considered to be a cost-
saving measure. Whether, in actuality, community treatment was cheaper
is hard to determine. An analysis of the real cost of such care would have
to include the expense of social services provided through several agencies,
and of supportive accommodation and disability payments. No such study
appears to have been done in Britain. Some American cost and benefit
studies of deinstitutionalization were made available in the 1970s. Their
value for our purpose is somewhat reduced by unsophisticated analytic
methods, small sample size or the inclusion of unrealistic projections of
savings and benefits attributed to the patients’ employ ability. All of these
studies, however, show community treatment to be significantly cheaper
than state hospital care.2

It seems that, during the Great Depression, more money was spent on
buying more hospital care for schizophrenic people and the result was, for
whatever reasons, lower recovery rates.

ECONOMIC STRESS AND UNEMPLOYMENT

Stress may provoke a psychotic relapse in someone with schizophrenia
(as discussed in Chapter 1). Both the boom and bust parts of the business
cycle bring their own varieties of stress. In the depression they include
loss of status, self-worth and independence for the unemployed, a sense
of failure for those who slip down the social ladder, and economic hardship
for many. Schizophrenic people in the community are exposed to all these
possible stresses and those with marginal levels of functioning are
particularly at risk when jobs are in short supply.

Figure 6.3 Percentage occupancy of Canadian mental institutions
Source: Urquhart, M.C. and Buckley, K.A.H., Historial Statistics of Canada,
Cambridge: Cambridge University Press, 1965.
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Clinical experience shows us that economic uncertainty is a serious
stress for many patients. As social security regulations were tightened
during the early years of the Reagan administration, for example, many
patients with a stable psychotic disorder whose disability payments were
abruptly terminated suffered relapses of their illness. The mental condition
of many people with psychosis similarly becomes worse when their most
basic needs are not provided for. In the United States, homeless, male
schizophrenic patients are frequently admitted to hospital, hungry, dirty,
sleepless and floridly psychotic. When, after some meals and a good
night’s sleep, their mental state dramatically improves, hospital staff claim
that the patient has “manipulated” his way into free board and
accommodation. More benign observers argue that the patient’s
improvement is evidence of the efficacy of the dose of the antipsychotic
medication which he received on admission. In fact, such patients often
improve as readily without medication. The florid features of their
psychosis on admission are an acute response to the stress of their poverty
and deprivation.

We can estimate from the social recovery rates in Chapter 3 that 70 per
cent of schizophrenic people were unemployed at follow-up during the
Great Depression—significantly more than after the Second World War.
In recent years, again, it has become so common for schizophrenic people
in the community to be out of work that mental health professionals rarely
consider unemployment a significant stress for their patients. For many of
these people with psychotic illness, however, the dreary round of days
without purposeful activity, lives devoid of meaning and a social existence
stripped of status are a constant strain. British unemployed men complain:
 

‘You’re a drag on everybody else really.’
‘Sometimes I get to walking up and down on the carpet.’
‘…cannot be bothered to dae nowt, just feel like stopping in bed all
day.’
‘When you’re out of work you worry and don’t feel like eating.’
‘I go for a walk and try to do some reading if I can, but it’s very hard
for me to get the brain functioning properly.’
‘I’m so moody you know.’
‘I thought, ‘“What’s the bloody point of it all, anyway? What’s the
reason for it all?”’ Then you start to become, well, deranged.’
‘I think you start to lose your identity in yourself…. There’s times
when, well “‘What’s…what am I?”’3

 
Such responses are those of unemployed men who are not particularly
susceptible to psychosis. The impact on schizophrenic people can scarcely
be less severe, and could well affect their recovery and relapse rates.

Indeed, the similarity of many features of chronic schizophrenia to the
psychological effects of extended unemployment is striking. Anxiety,
depression, apathy, irritability, negativity, emotional overdependence, social
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withdrawal, isolation and loneliness, and a loss of self-respect, identity
and a sense of time—all these are common among the long-term
unemployed.4 Compare these features, and the words of the British
unemployed quoted above, with this description of the chronic
schizophrenic person:
 

Anergy, or disturbances of volition, have at times been incorrectly
described as apathy…. Patients may be abnormally tired, fatigue easily,
and experience clinical depression. The chronic schizophrenic may sit
blankly for long periods, unaware of the passage of time…. He may
remain in bed when he intended to look for a job, avoid or put off
without reason any activity that is new, unfamiliar or outside of his
routine…. Life is routine, constricted, empty. He may sleep most of
the day, be awake most of the night. The chronic schizophrenic in the
community may fear contact with strangers…. He may be unable to
cope with…the complex demands of welfare departments.5

 
Although many of these “negative” features of schizophrenia are known
to be made worse by the social deprivation of institutional care, they are
nevertheless seen by psychiatrists as inherent aspects of the illness. (Hence
the emphasis on the biological concept of “anergy” rather than the
psychological attribute of “apathy.”) Mental health professionals become
frustrated by, and sometimes critical of, their chronic psychotic patients’
dependency, incompetence and unreliability. To label such problems as
biological deficits helps the professional cope with his or her frustrations,
but it also increases the pessimism regarding treatment and the stigma
which attaches to the patient. That such deficits are, to a large extent,
socially induced becomes apparent, however, when we read the words of
this unemployed (non-psychotic) teenager:
 

I feel outside of it…[unemployment] just makes me feel different. I
really admire these guys who can get up and shave, and have breakfast,
and make a journey to work, and come home again, and have meals—
guys who can do all that in one day! I don’t know how they can
manage it. When I’ve got to sign on, or anything like that, just do the
one thing, it bugs me all day…. Or if I’ve got anything to do…say to
catch a bus to go somewhere, it’s a real drag. We can’t seem to get
with it.6

 
The similarity in the emotional reactions of the unemployed and of
psychotic patients was highlighted by a study conducted in the Great
Depression. The level of negativity and pessimism about the future in large
samples of the Scottish and Lancashire unemployed was found to be greater
than that of groups of psychotically depressed and schizophrenic patients.7

If the unemployed are as distressed as hospitalized psychotic patients, how
can we hope that the unemployed psychotic people will return to normal
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during hard times? In fact we may ask, as does the author of the study of
the Scottish and Lancashire jobless, “why mentally distressed
unemployed…do not become psychotic.”8

The answer is, of course, they may well do so. Brenner found that it
was precisely that segment of the population that suffers the greatest relative
economic loss during a depression—young and middle-aged males with
moderate levels of education—that showed the greatest increase in rates
of admission to New York mental hospitals for functional psychosis during
an economic downturn. Prominent among these patients were first
admissions for schizophrenia.9 We saw in Chapter 2 that the likeliest
explanation for this effect was a true increase in the occurrence of psychosis
secondary to the stresses of the economic recession and unemployment. In
Chapter 9 we shall explore in more detail whether labor dynamics
significantly affect the rate of occurrence of schizophrenia. Here we shall
concentrate on how far the labor market influences the course and outcome
of the illness.

Unemployment may exert an indirect influence on some psychotic
patients in the community. One stress factor known to be associated with
poor outcome in schizophrenia is the effect of living with hostile, critical
or emotionally overinvolved relatives. The greater the proportion of time
a schizophrenic person spends in the company of such a relative, the greater
is his or her chance of relapse.10 During a depression, both the relative and
the patient are more likely to be unemployed and at home together. For
the minority of schizophrenic people who live with such a relative, this
may be a serious stress. A successful treatment program which has been
developed to reduce the high risk of relapse for such patients uses as one
of its techniques efforts to increase the separation of patient and relative
by getting one of them out of the house and at work.11

On the other hand, the home environment for the unemployed patient
may be too understimulating. It was found in one five-year follow-up study
of schizophrenic people in London that for patients who were unemployed
and living at home, the length of time spent doing absolutely nothing was
similar to that of patients in backward asylums.12 Such poverty of daily
existence is known to be closely allied to the clinical poverty of
institutionalism and the negative features of schizophrenia.13

To emphasize, thus, the stresses of unemployment for schizophrenic
people is not to overlook the fact that, for many of these individuals, the
stress of employment is also a major difficulty. Schizophrenic people
experience severe problems, argues psychiatrist Hans Huessy, as a
consequence of the “fabulously highly developed division of labor in
industrial society.”14 Work-related stress is certainly important for these
patients. In one group of schizophrenic people, for example, 60 per cent
had experienced a stressful life event in the three weeks before their
psychotic breakdown; of these, the stress for one-third had been related to
stopping or starting work, completing job training or changing hours of
employment.15 Starting work, however, is an acute stress which, if
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weathered, may lead the psychotic person to higher functioning.
Unemployment, on the other hand, brings the chronic strain of low status
and purposelessness, which may prevent recovery. Whichever part of the
picture we study, nevertheless, it seems likely that the labor market is closely
involved in the social production and perpetuation of psychosis.

THE INDUSTRIAL RESERVE ARMY

Unemployment, argued Friedrich Engels, is not an aberration but an
unavoidable component of capitalist production:
 

It is clear that English manufacture must have at all times save the
brief periods of highest prosperity, an unemployed reserve army of
workers, in order to be able to produce the masses of goods required
by the market in the liveliest months.16

 
Karl Marx, like Engels, maintained not only that “a surplus labouring
population is a necessary product of accumulation…on a capitalist basis”
but that it is also
 

a condition of existence of the capitalist mode of production. It forms
a disposable industrial reserve army, that belongs to capital quite as
absolutely as if the latter had bred it at its own cost.17

 
Marx developed this concept in some detail in Capital and distinguished
various components of the reserve army of labor. The segment which he
labeled the “stagnant” category of the “relative surplus population” would
these days be called the secondary labor force. It is characterized by
 

extremely irregular employment. Hence it furnishes to capital an
inexhaustible reservoir of disposable labour-power. Its conditions of
life sink below the average normal level of the working class.18

 
Even the most poverty-stricken among them are “in times of great
prosperity…speedily and in large numbers enrolled in the active army of
labourers.”19 Many of the marginally functional mentally ill are to be found
in this group and in the related category of
 

those unable to work, chiefly people who succumb to their incapacity
for adaptation, due to the division of labour; …the victims of industry,
…the mutilated, the sickly, the widows, &c.20

 
The size of the industrial reserve army in modern times is considerable. The
ranks of the officially unemployed have to be multiplied several times to include
discouraged workers, housewives who wish to work, the underemployed and
the disabled (who could be rehabilitated).21 The true United States
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unemployment rate during the early 1970s, according to political scientist
Charles Anderson, might be realistically estimated at 25 per cent.22 Since then
it has become considerably greater. In the 1980s official unemployment in the
United States exceeded 10 per cent, and in Britain ran close to 14 per cent.
These figures conceal even more massive wastage of human power in certain
segments of the population. Official unemployment among adult black men
in the United States rose to 45 per cent in the 1980s; and if black men not
counted by the census-takers were included, the figures would indicate that
fewer than half of adult black males are employed. Increasingly, U.S. workers
are employed in low-paid jobs—in 1990 a fifth of American workers, a third
of Hispanic-Americans, earned too little, working full-time, to keep a family
out of poverty. With the definition of “full employment” being adjusted
upwards with some regularity—most recently to 6.5 per cent in the United
States; with poverty increasing—nearly a sixth of American families, a third
of black families, living in poverty in 1992; it cannot be argued that the
industrial reserve army has been demobilized.23

REHABILITATION AND REINTEGRATION

Marx’s analysis suggests that the treatment of the great majority of the
mentally ill will reflect the condition of the poorest classes of society. In
the absence of a powerful political counter-force the outlook in
schizophrenia is unlikely to get better. Despite the fact that an improvement
in conditions of living and employment for people with psychotic disorders
may yield higher rates of recovery, this consideration will remain secondary.
Significant treatment efforts will be expended only on those skilled workers
who are acutely mentally ill and whose disappearance from the work
force involves the loss of a substantial investment in training. Efforts to
rehabilitate and reintegrate the chronically mentally ill will only be seen
at times of extreme shortage of labor—after the other battalions of the
industrial reserve army have been mobilized. At other times, the primary
emphasis will be one of social control. The rate of recovery of those who
have an “incapacity for adaptation” will, then, be a barometer of the
extent of unemployment.

There is evidence to support this interpretation. In earlier chapters, for
example, we have seen that successful rehabilitation and social reintegration
of the mentally ill are related to the demand for labor and, in many
instances, this success appears to be a reflection of the intensity of the
rehabilitative efforts. To recapitulate:
 
• Rehabilitation of the mentally and physically disabled is more successful

in wartime and during periods of labor shortage.
• Deinstitutionalization began, before the introduction of the antipsychotic

drugs, in those north European countries that had low unemployment
rates.
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• The number of mental hospital beds provided in the industrial nations
in 1965 was related to the national unemployment rate.

• The proportion of schizophrenic people in hospital at follow-up
increased during the Great Depression.

• Discharge and recovery rates in labor-starved, early nineteenth-century
America may have been higher because of the availability of moral
treatment in the public asylums.

• Recovery rates and treatment efforts declined as pauperism and
unemployment became more common in the new republic.

 
Just how does the labor market influence approaches to the mentally ill?
Rehabilitative and reintegrative efforts for psychiatric patients are
composed of three inter-related elements:
 
(1) political consensus, or state mental health policy;
(2) professional consensus, or psychiatric ideology; and
(3) social consensus, or tolerance of the mentally ill.
 

A speculative attempt to illustrate how these components may vary with
the business cycle is set out in Table 6.1. At any one time, opposing sets of
attitudes may be encountered, but as the economic climate changes so
does the balance of opinion.
 

Table 6.1 Differences in rehabilitative and reintegrative efforts for the mentally ill
during the depression and the boom
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It becomes clear from this formulation that psychiatric ideology may
be influenced by changes in the economy—a notion which implies a
rejection of the conventional concept of scientific progress inherent in
mainstream medical history. There are certainly grounds for this position.
As we have seen, when recovery rates and treatment standards declined at
the end of the moral-management era, and at the onset of the Great
Victorian Depression, psychiatric philosophy became pessimistic and turned
from an interest in social causes of illness to biological and hereditary
factors. Kraepelin defined schizophrenia as an incurable disease. Early
discharge was considered dangerous. Eugen Bleuler reformulated the
concept of schizophrenia as a condition from which many recovered
without defect in the sunnier economic climate of Switzerland before the
First World War. At this time, he and his colleagues at Burghölzli Hospital
in Zurich—Carl Jung and Adolf Meyer—developed psychodynamic
theories of schizophrenia. Bleuler encouraged the early discharge of his
patients to avoid the dangers of institutionalism. During the twentieth-
century Great Depression, physical treatment methods and psychosurgery
were emphasized. Psychosis was neglected and psychiatry, especially in
America, concentrated upon the long-term, dynamic treatment of less
severely disturbed, middle-class and upper-class, neurotic patients.
Widespread interest in social factors in mental illness, in the understanding
of psychosis and in community care were not to return until 80 or 90
years after moral treatment disappeared—until the boom decades after
the Second World War. By contrast, psychiatry in post-revolutionary Russia
during the early twentieth century pursued a different course—a method
of psychological and social reintegration which evolved from the work of
Ivan Pavlov.24

Ideological views which emerge counter to the mainstream of psychiatric
thought make no headway in the face of a contrary political and social
consensus. Critics, in the mid-Victorian era, who objected to the expansion
of asylums into mammoth institutions where individual treatment was
impossible were ignored by local authorities and a tax-conscious populace
concerned to maximize cost-efficiency.25 Hospital superintendents who
attempted to establish open-door policies before the advent of the postwar
social psychiatry revolution were defeated by public opinion.26 Alfred Adler,
in the 1930s, gained little recognition for his views on the importance of
social factors in psychopathology; and the work of American social
scientists in the 1930s on the interaction of culture and mental disorder
did not influence psychiatric theory or practice to an appreciable degree.27

A recent example further illustrates how psychiatric philosophy is
molded by the politics of the period. In 1981, as part of a nationwide
trend towards budgetary cuts in human services, the City and County of
Denver, Colorado, sharply reduced its allocation to Denver General
Hospital. The administrators of the community mental health center,
which formed a part of the hospital, responded by drastically cutting
their services to their most severely disturbed clients—money-losing
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outreach services to hundreds of ex-state hospital clients in boarding
homes, including a daycare program, alternative supportive housing,
sheltered employment and vocational training. A number of these
chronically ill clients brought a class action suit against the hospital and
its funding agencies, demanding reinstatement of these essential services.
The psychiatrists and administrators of the mental health center entered
the following defense: there was no evidence to show that the type of
community services they had been providing to the chronic psychotic
patients were at all effective.28 Their view was incorrect,29 but this is
incidental. The point of interest here is that less than a decade earlier the
Colorado state legislators had been assured that such community
treatment methods were so superior that the state hospitals could be run
down and the funds diverted to community mental health centers. The
change from buoyant optimism to the depths of pessimism had taken
less than ten years—from legitimizing the last stages of
deinstitutionalization to legitimizing the final abandonment of the same
patients to poverty and neglect in their inner-city ghetto. The story of
moral treatment is, here, being repeated under similar economic
conditions. The cause for mounting pessimism appears the same in each
case—governmental indifference leaves the patients stranded in sordid
environments, without adequate treatment and without a purpose in life.
The victims are blamed each time, however; it is, supposedly, the
inherently incurable nature of the patients” condition which indicates
that we should not waste time and money treating them.

SOCIAL TOLERANCE

Can it be shown that public tolerance of the mentally ill is similarly
affected by the economic climate? In general, discrimination, prejudice
and negative stereotyping are known to increase sharply as
competition for scarce jobs increases. Negative attitudes towards
ethnic minority groups become more common during hard times.30

But information about the effect of the economy on attitudes toward
the mentally ill is limited. In Britain, many observers noted an
improvement in public attitudes towards mental patients at the time
of the postwar social psychiatry revolution.31 As Professor Morris
Carstairs wrote in 1961:
 

Few would claim that our current ‘wonder drugs’ exercise more than
a palliative influence on psychiatric disorders. The big change has
been rather one of public opinion.32

 
In America, in line with the higher unemployment, the later onset of
deinstitutionalization and the less intense rehabilitative and reintegrative
thrust of that movement, public attitudes were slower to change.
Community studies from the 1950s reported that attitudes towards the
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mentally ill were characteristically negative and rejecting.33 By the 1960s
there were indications that the general public was becoming more
accepting,34 but there was no subsequent demonstrable improvement in
the status of the mentally ill during the economic stagnation of the 1970s.35

REHABILITATION EFFORTS—CAUSE OR EFFECT?

Having seen that both recovery rates in schizophrenia and rehabilitative
efforts expended on the mentally ill tend to diminish during the depression,
the question of cause and effect remains to be addressed. Do the patients
fail to get better because nobody bothers to treat them, or does nobody
bother to treat them because they fail to get better? Earlier in this chapter
it was suggested that unemployment has a direct psychological impact on
those who are out of work, including the mentally ill, and could thus
stand in the way of recovery from psychosis. Can we rule out the additional
possibility, implicit in Marxist theory, that a labor glut so diminishes the
political incentive to rehabilitate the mentally ill that treatment efforts
and community integration are discouraged, thereby worsening recovery
rates?

Like most “chicken and egg” questions, this one is probably
unanswerable. The events occurring at times of major policy change are
so tightly intertwined that no one factor can be recognized as causative.
Kathleen Jones, for example, sees three components to the postwar British
social psychiatry revolution—the open-door movement, the introduction
of the antipsychotic drugs and legislative developments:
 

From the point of view of therapy or of public policy, the coincidence
of these three movements was fortunate, since each reinforced the
other. From the point of view of social analysis, it was less so, since it
made it impossible to trace cause and effect with any confidence. The
three strands of development crossed and re-crossed, becoming so
interwoven that it will probably never be possible to determine what
influence each had.36

 
Certainly there is no indication, in the case of postwar Britain, that
psychiatrists, noting greater success rates, dragged politicians unwillingly
along. As early as 1948, the National Health Service Act established local
authority mental health departments which assumed responsibility for
community care for the mentally ill; in 1954 a parliamentary bill pushed
for further modernization of mental health services and hospitals; and, in
the same year, a Royal Commission was formed to consider legislative
reforms which would facilitate community care.37 All this occurred before
the widespread introduction of the antipsychotic drugs and
contemporaneous with the earliest moves to open the doors of the
psychiatric wards. It seems probable that the political incentive to put into
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practice advances in psychiatric care and to increase the rehabilitation of
the mentally ill was already there—stimulated by the urgent need for labor.

The question of cause and effect has a practical aspect. If it were possible
to maintain employment for the mentally disabled artificially during hard
times, would recovery rates improve (and admission rates and treatment
costs decline), or would the social and political consensus existing during
the depression limit the potential for improvement in the course of
psychosis? It seems quite possible, in fact, that the effect of the social and
political forces would be to obstruct the development of preferential
employment for mental patients. Since the earliest days of institutions,
workers in the regular labor force have objected to the unfair competition
of inmates’ labor during periods of unemployment. Charles Dickens
illustrates this point by contrasting the prisons of labor-starved America
in the 1840s with those of Britain, where a surplus of workers existed:
 

America, as a new and not over-populated country, has, in all her
prisons, the one great advantage, of being able to find useful and
profitable work for the inmates; whereas, with us, the prejudice against
prison labour is naturally very strong, and almost insurmountable,
when honest men who have not offended against the laws are frequently
doomed to seek employment in vain. Even in the United States, the
principle of bringing convict labour and free labour into a competition
which must obviously be to the disadvantage of the latter, has already
found many opponents, whose number is not likely to diminish with
access of years.38

 
Here, in a nutshell, is the antagonism between unemployment and
rehabilitation and recovery in mental illness.

More recent examples may readily be found. In the 1930s, efforts were
made to introduce into British psychiatric hospitals methods of work
therapy designed (by Dr. Herman Simon of Gütersloh, Germany) to
discourage “idleness or fatuous madness.” The failure of these efforts is
explained by David Clark:
 

The world-wide depression of the 1930s may have made it difficult to
justify diverting work to hospital patients when fit men outside were
unemployed.39

 
In modern times, sheltered workshops in the United States, which generally
provide employment for the disabled by contracting for piece-work with
industry, face similar difficulties. During a business recession, fewer
contracts are available and disabled workers have to be laid off.
Alternatively, the workshops can bid to complete contracts for less than
the actual cost. This makes them reliant upon government subsidies which
are liable to be cut back as the depression deepens. Some workshops go
bankrupt, others find that their attempts to subsidize their programs and
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under-bid for contracts are opposed by labor unions. Government-
sponsored job programs, furthermore, tend to concentrate on finding work
for higher functioning workers as unemployment mounts. All in all, it
seems likely that, despite the best efforts and intentions of mental health
professionals, it may not be possible completely to overcome the negative
effects of the business slump on the course of schizophrenia.

LABOR DYNAMICS

Recovery from schizophrenia may worsen in the depression, it seems,
because unemployment directly affects schizophrenic people and because
the reduced demand for labor results in a deterioration of rehabilitation
and reintegration efforts. Economic hardship in the depression may also
affect psychotic individuals. We can explore just how powerful is the
effect of labor dynamics on the course of schizophrenia by looking beyond
the effects of the business cycle to broader relationships between the
utilization of labor and outcome in schizophrenia. Specifically, we may
predict:
 
• If one sex is less severely affected by labor market forces, members of

that sex will tend to achieve better outcome in schizophrenia.
• If one social class is more affected by the rigors of the labor market,

that class should experience poorer outcome in schizophrenia.
• Schizophrenic outcome will be better in industrial nations with

continuous full employment unaffected by cyclical changes.
• Outcome in schizophrenia will be better in non-industrial societies where

wage labor and unemployment are uncommon.
 
These predictions allow us to discriminate, to a certain extent, between
the effects of the labor market and of economic hardship—only in some of
these instances can we expect economic hardship to produce the same
direction of change in the course of schizophrenia. Let us see how accurate
are these predictions.

SEX DIFFERENCES IN RECOVERY FROM SCHIZOPHRENIA

Despite the fact that the level of female unemployment is often higher
than that for males in the United States, for most of this century men
have suffered more from the fluctuations of the labor market than have
women. In general, substantially fewer women have been involved in wage
work than men, and women are more likely to have a valued social role
when not earning a wage. One could argue that patients who return to
an assured role as a homemaker will experience less difficulty than those
who must re-enter the competitive labor market. Furthermore, as Brenner40

has pointed out, men are more adversely influenced by a recession than
women. During the Great Depression and subsequent business downturns,
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male unemployment increased more than female unemployment and often
surpassed it. From this, one might reasonably predict that the course of
schizophrenia in women in Western industrial society will be milder than
in men.

“That the probability of recovery is greater in women than in men…
may now be regarded as established,”41 wrote Dr. Thurnam in his
Observations and Essays on the Statistics of Insanity, as early as 1845.
His analysis showed that the proportion of patients discharged as recovered
from the asylums of his day was consistently higher for female than for
male admissions. In more recent times Professor Ödegard, in studying all
first admissions to Norwegian psychiatric hospitals from 1936 to 1945,
found a higher early discharge rate for female schizophrenic patients than
for male.42 Two follow-up studies of schizophrenic patients who entered
hospital in Finland in the 1960s show that women patients were more
likely to be symptom-free, working and functioning independently.43

Psychiatrist James Beck has noted that outcome studies often demonstrate
that male schizophrenic patients do worse than female but that women
are never found to fare worse than men.44 Similarly, in two different WHO
international follow-up studies of schizophrenia, proportionally fewer
women subjects were in the worst outcome group at follow-up, and more
were in the best outcome category. In the industrial countries, in particular,
women tended to have shorter episodes of schizophrenic psychosis.45 In
addition, Brenner’s data show that female patients with functional psychosis
are less likely than men to be admitted or readmitted to psychiatric hospital
when unemployment increases.46 These sex differences confirm the
impression that labor dynamics may influence outcome in schizophrenia.
The gap may narrow, however, as the proportion of women in the labor
force in Western industrial societies continues to increase and the proportion
of men falls.

SOCIAL CLASS

Some social scientists have argued that the social groups that suffer the
most stress during the depression are those that suffer the greatest relative
decline in status—the unemployed among the middle classes, for example.47

On this basis Brenner has explained the particularly heavy impact of the
depression on the mental hospital admission rate of more highly educated
male patients.48 This is as may be; but the business cycle aside, the social
classes that come off worst in the competition for jobs are, clearly, the
poorest. Black unemployment in the United States, for example, is regularly
twice that of whites, in good times or bad. Unskilled workers in the
secondary labor force have the least job security of any group, and the
lowest status. Their work is often casual, menial, highly routine and,
always, poorly paid. Alienation from the creative process is greatest, in
general, in the working class. Clearly, if any group were to experience
constant difficulty in gaining and holding wage work and in deriving self-
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esteem and gratification from their employment it would be those in the
lowest social classes.

It comes as no surprise to find that recovery from psychosis is worst
in the lower socioeconomic groups. Admission rates were higher for
pauper lunatics in Victorian Britain and, as we saw in Chapter 5, their
recovery rates were lower. Similarly, in modern times, not only is the
incidence of serious mental disorder greater in the lower classes (as we
saw in Chapter 2), but the outcome from psychosis is distinctly worse.
A study conducted in Bristol, England, of male schizophrenic patients
first admitted in the early 1950s found that patients from the lower
social classes had longer hospital stays, were much less likely to be
improved or recovered at the time of discharge, were liable to be
readmitted earlier and were very much more likely to become chronically
institutionalized than were upper-class patients. The lower-class patients
in the community, moreover, were less likely to be employed and showed
worse overall social adjustment.49 The author of this study, Dr. B.Cooper,
concludes:
 

It seems most likely that clinical condition and economic status are
mutually related and interacting, and that the patient who fails to
return to useful work is more prone to schizophrenic relapses.50

 
Other investigations have produced similar results. Another British study
of male schizophrenic patients from the 1950s found that lower-class
patients had longer admissions.51 In New Haven, Connecticut, August
Hollingshead and Frederick Redlich in the 1950s showed that lower-
class patients spent longer in hospital and were more likely to be
readmitted.52 Repeating that study a decade later, Jerome Myers and
L.L.Bean also found that lower-class patients were more likely to be
kept in hospital and more likely to be readmitted. In the community, the
patient of low social class had a worse work record (except for
homemakers, where ex-patients performed as well as healthy people),
and was more socially isolated and stigmatized.53 A 1974 follow-up study
of schizophrenic patients from the eastern United States demonstrated
that social class was strongly related to symptomatic outcome. Lower-
class patients had more psychotic symptoms when interviewed 2–3 years
after discharge from hospital.54 Finally, the WHO international follow-
up study of schizophrenia found that having a higher-status occupation
was one of the best predictors of good outcome for patients living in
cities in the developed world (London, Moscow, Prague, Washington,
D.C. and Aarhus, Denmark).55

Three studies do not show a significantly longer duration of hospital
stay for lower-class schizophrenic people. Two of these, however, were
conducted in Britain during the early 1950s, when there was full
employment.56 Under such conditions, one might expect some improvement
in schizophrenic outcome in the lower classes (although Cooper’s contrary
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findings for schizophrenic patients in Bristol were also from this period).
Ödegard’s study of Norwegian hospital admissions from 1936 to 1945
failed to show a consistent pattern of longer hospital stay for patients
from lower-status occupations. Ödegard recognized that his results did
not conform to the usual pattern found in other countries, and he attributed
the findings to the fact that some of the lower-status occupations in Norway,
such as public service employment, carried better economic job security,
which resulted in the unusually high discharge rates for patients from these
groups.57

Overall, it is apparent that the majority of studies, and the more
comprehensive among them, point to worse outcome in schizophrenia
for the lower classes. A number of factors might explain this
phenomenon—economic hardship, different levels of tolerance in the
family or in the community, or even, as some American researchers have
argued, “more limited and rigid concepts of social reality” and poorer
“drug compliance” in the lower-class patients.58 In conjunction with the
other material in this chapter, however, the finding may be taken as further
support for a link between labor dynamics and the course of
schizophrenia.

FULL EMPLOYMENT

Professor Luc Ciompi argues that the benign course of schizophrenia in
Switzerland may be a result of the “exceptionally favorable
socioeconomic conditions which prevail” in that country. He followed
up more than 1,600 schizophrenic patients admitted throughout the
century to the University Psychiatric Clinic in Lausanne until they passed
the age of 65. Twenty-seven per cent had completely recovered and a
further 22 per cent were only mildly disturbed. Thus, about half of the
patients had a favorable ultimate course of their illness.59 Such results
are better than average for the Western nations. Are they a result of the
full employment that has long existed in Switzerland? Unemployment,
there, has rarely reached 1 per cent since the Second World War, and
through the 1960s and early 1970s was generally around a tenth of that
figure. Even during the Great Depression Swiss unemployment did not
scale the heights common throughout the rest of Europe.60 As Professor
Ciompi remarks:
 

If the socioeconomic condition is Switzerland did indeed exert a
favorable influence on outcome, that would certainly be a highly
significant finding. It would suggest that under favorable circumstances
schizophrenia may run a predominantly favorable course.61

 
It would be equally significant if it could be shown that a benign course to
schizophrenia was a by-product of the full employment that used to exist
in planned socialist economies. The job security and the lower-intensity,
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slower-paced labor process that were usual under socialist central planning62

could have been particularly suitable for the rehabilitation of schizophrenic
patients. In the U.S.S.R., continuous full employment existed from 1930
until the collapse of the communist regime. A right to work was recognized,
and workers could expect jobs to be found for them even if they were
barely productive.63 As the mayor of Moscow pointed out on a visit to
London in 1983, “It might be difficult for you to understand,…but one of
the main issues we face in Moscow is the lack of labor hands in the city.”64

In Moscow, Leningrad and other large cities at that time, vocational
rehabilitation programs for the mentally disabled were highly developed
and psychiatrists gave a great deal of attention to patients’ optimal work
placement.65

In fact, outcome from schizophrenia in Moscow in the late 1960s
was shown to be better than for patients in Western industrial countries.
The WHO International Pilot Study of Schizophrenia is a large-scale,
cross-national, collaborative project which was conducted
simultaneously in nine countries in the West, in the Eastern Bloc and in
the Third World. (This study will be discussed in more detail in the
next chapter.) Schizophrenic patients were selected from among those
admitted to psychiatric centers in 1968 and 1969. On initial evaluation
(as mentioned in Chapter 1) the groups of patients in most centers
appeared to be comparable, but a standardized evaluation procedure
showed that psychiatrists in Moscow and Washington, D.C. were using
a broader, more inclusive diagnostic concept of schizophrenia. At two-
year follow-up, overall outcome for the schizophrenic patients in
Moscow was found to be better than for those admitted to the Western
centers in London, Washington, D.C., and Aarhus (Denmark). Although
relatively few of the Russian patients made a rapid and complete
recovery (as can be seen in Table 7.1 in the next chapter), nearly half of
these patients had favorable outcome—that is, they had been non-
psychotic for less than a year or had, at least, shown no serious social
impairment for longer than four months during the two-year follow-
up period. By the same standardized follow-up criteria, only slightly
more than a third of the patients in the centers in Britain, America and
Denmark showed as great a degree of overall improvement.
Substantially fewer of the Russian patients, furthermore, were in the
worst outcome category at follow-up.66 The superior recovery rates for
schizophrenic patients in Moscow may have been an artefact of the
broader diagnostic approach there; yet a similarly inclusive diagnostic
concept in Washington, D.C. does not seem to have led to better outcome
for the American schizophrenic patients.

Recovery from schizophrenia in the WHO study was, however, no better
in Prague (Czechoslovakia) than in the West, despite a labor shortage in
Prague at that time. This difference between outcome in Moscow and
Prague is difficult to explain. We can only say that the data so far available
from full-employment societies are ambiguous, but that there is some
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evidence that such societies benefit from a more benign course to
schizophrenia than is found in industrial nations with significant levels of
unemployment.

We have gone a long way towards demonstrating that socioeconomic
conditions shape the course of schizophrenia. Outcome data on
schizophrenia in the Depression, in the two sexes, in different social classes
and in different political-economic systems all tend to support the notion
that the effects of the labor market and, possibly, economic hardship are
critical. In all of these instances the observed differences in the course of
schizophrenia may be explained by either a direct effect of unemployment
on the psychotic individual or by the influence of the demand for labor on
rehabilitative and reintegrative efforts. In all these instances except one—
the difference in recovery patterns for men and women—economic hardship
may also be an important stress leading to relapse or poor outcome.

One further prediction remains to be examined—that if labor-market
conditions can adversely affect the course of schizophrenia, the illness
should be more benign in non-wage-labor settings. In the next chapter we
will examine this possibility and also use the opportunity to study how
major differences in political and domestic economy may affect the
schizophrenic person.

SUMMARY

 
• Spending on psychiatric hospital care increases during a depression.
• The effect of both economic stress and unemployment on patients in

the community could account for the decreased recovery rate from
schizophrenia during the twentieth-century Great Depression.

• Many of the negative features of chronic schizophrenia are identical
with the psychological sequelae of long-term unemployment.

• Rehabilitative and reintegrative efforts for the mentally ill fluctuate
with the business cycle and may contribute to changes in schizophrenic
outcome.

• Female schizophrenic patients achieve better outcome than male.
• Schizophrenic patients of lower social class achieve worse outcome than

higher-class patients.
• Schizophrenic outcome in full-employment societies may be better than

in other industrial nations.
 
 



Chapter 7
 

Schizophrenia in the Third World

 
Two to four billion dollars were spent on the treatment of schizophrenia
in the United States in 19711—about 0.5 per cent of the gross national
product. This figure excludes social security benefits for schizophrenic
patients and other indirect costs. Such a substantial investment should
surely have yielded Americans significantly better rates of recovery than
in less affluent parts of the world. By contrast, psychiatric care is very
low on the list of priorities in developing countries. Despite this fact, the
evidence points overwhelmingly to a much better outcome from
schizophrenia in the Third World. It is worth looking at this evidence in
some detail.

BRIEF PSYCHOSES IN THE THIRD WORLD

There are numerous reports that psychoses have a briefer duration in the
Third World, and virtually none to indicate that such illnesses have a
worse outcome anywhere outside the Western world. Transitory delusional
states (bouffées délirantes) in Senegal, for example, with such typical
schizophrenic features as “derealization, hallucinations, and ideas of
reference dominated by themes of persecution and megalomania”2

occasionally develop the classic, chronic schizophrenic course, but generally
recover spontaneously within a short period of time. Acute paranoid
reactions with a favorable course and outcome are common in the Grande
Kabylie of northern Algeria3 and throughout East Africa.4 Acute psychotic
episodes with high rates of spontaneous remission are frequent in Nigeria,5

and brief schizophrenia-like psychoses are reported to account for four-
fifths of the admissions to one psychiatric hospital in Uganda.6

Indistinguishable from schizophrenia, acute “fear and guilt psychoses” in
Ghana manifest hallucinations, inappropriate emotional reactions,
grotesque delusions and bizarre behavior. Under treatment at local healing
shrines, such illnesses are generally cured within a week or so, although
they may occasionally progress to chronic schizophrenia.7 Doris Mayer, a
psychiatrist, also found typical schizophrenic states to be more readily
reversible in the Tallensi of northern Ghana.8 Many more examples could
be given of the prevalence of such brief psychoses in Singapore, Papua
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and other developing countries.9 “Acute, short lasting psychoses,”
according to Dr. H.B.M.Murphy, a Canadian psychiatrist with much
research experience in cross-cultural psychiatry, “form a major part of all
recognized mental disorders…” in the Third World.10

NOT REALLY SCHIZOPHRENIA

But are they schizophrenia? Some psychiatrists would argue that these
acute psychoses are indeed schizophrenia in view of the typical
schizophrenic features such as hallucinations, delusions, bizarre behavior
and emotional disturbances. They would also point to the minority of
cases, initially indistinguishable, which develop the chronic schizophrenic
picture. Others would deny that any brief psychosis can be schizophrenia
precisely because schizophrenia, by definition, is a chronic illness.
According to the American Psychiatric Association’s most recent
Diagnostic and Statistical Manual (DSM-III-R),11 a psychosis must last
six months to be labeled schizophrenia. This is a terminological issue
which must not be allowed to obscure the point of logic. If schizophrenia
has a more benign course in the developing world (and there is considerable
evidence to show that this is the case), then we might well find many
schizophrenic episodes in these societies which are of a shorter duration
than six months. To argue that these are not schizophrenia is to prejudge
the issue.

Could these be cases of organic psychosis? Certainly, some could be.
There is a high prevalence in Third World countries of trypanosomiasis,
pellagra and related parasitic, nutritional and infectious disorders which
may develop into psychotic states. Malaria, in particular, is often
associated with acute psychotic episodes.12 It is unlikely, however, that
all brief episodes in the Third World are organic in origin. In conducting
their social psychiatric survey of four aboriginal tribes in Taiwan, two
psychiatrists, Hsien Rin and Tsung-Yi Lin, were particularly concerned
about the diagnosis of organic and functional psychoses. They carefully
separated schizophrenia from malarial psychosis, drug-induced psychosis
and unclassifiable cases. Although skeptical at the outset of the study,
after crosschecking their information and cross-validating their diagnoses
they were forced to conclude that psychoses in general, and schizophrenia
in particular, had a notably benign course among these Formosan farmers
and hunters. Of ten confirmed cases of schizophrenia, only two had been
active for more than two years, and five had been ill for less than a
year.13 More recent data, presented below, from the WHO ten-country
study confirm the impression that the superior outcome in Third World
cases is not due to the inclusion of acute psychotic episodes of organic
origin.
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CONFLICTING REPORTS

Some reports fail to show better outcome for schizophrenia and other
psychoses in the Third World. They are relatively few and deserve a closer
analysis. Dr. J.De Wet, the assistant physician superintendent of a South
African mental hospital, concludes that the recovery rate from
schizophrenia is no greater in his Bantu patients than is reported for
Europeans. His observations were made, however, on patients treated in
what appears to have been a particularly traditional and restrictive
Western-style hospital setting, which we now know can have a profoundly
deteriorating effect on the course of schizophrenia. Only a handful of
patients in his 1943 sample were ever discharged from hospital, and these
only after several months of confinement. Those who were discharged
were the patients who “completely recovered”: ten years later they were
still doing well at home. None of the patients who remained in hospital
regained anything but an indifferent functioning level or worse. The
patients in De Wet’s 1953 sample all received 15–30 electro-convulsive
treatments and none “was discharged until two months after ECT in order
that sudden relapses did not take place at home.”14 Again the results
were not good. By contrast, others who are familiar with the Bantu have
described excellent recovery from schizophrenia-like psychoses in their
own communities.15 Dr. De Wet’s report demonstrates what happens to
the usually excellent course of schizophrenia in Africans when they are
managed in a traditional European hospital setting. The report is not
evidence, despite De Wet’s claims, of generally poor outcome from
psychosis among the Bantu.

Another study which finds poor outcome from schizophrenia in a Third
World peasant society comes from psychiatrist Joseph Westermeyer. Dr.
Westermeyer has published an interesting series of articles on 35 psychotic
subjects whom he located in 27 villages of Ventiane province, Laos. The
cases were selected by asking villagers if any of their neighbors were
considered baa or insane. Nine of the subjects so identified were rated as
suffering from organic psychoses and 24 as having functional psychoses,
mostly schizophrenia. Only 2 teenagers were considered no longer
psychotic. The group of subjects was clearly very actively disturbed; only
2 were working and only 5 were lucid enough to provide useful information
about themselves. Dr. Westermeyer compares the current functioning of
these disturbed people with their pre-illness state and concludes, not
unreasonably, “that severe social dysfunction was associated with psychosis
in a peasant society.”16 He goes on to argue, however:
 

These findings are in contrast to the social functioning of psychotic
patients who are receiving psychiatric care. Follow-up studies of
psychotic persons receiving psychiatric care in North America and
Europe have shown that many return to economic productivity (about
half of schizophrenics do so) and make a fair to good social adjustment.17
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The problem with this conclusion is not difficult to detect. Dr. Westermeyer
is comparing Lao cases who are, by virtue of the selection technique, currently
highly disturbed, with Western psychotics who are followed up some time
after their acute episode. Later in this chapter we shall see that many people
suffering from psychosis in Third World societies are never labeled insane.
Dr. Westermeyer himself, in an earlier paper, emphasizes that
 

folk criteria for mental illness are determined primarily by the
persistence of social dysfunctional behavior rather than by disturbances
in thought and affect.18

 
Cases which are psychotic but not disruptive are overlooked by this study,
as well as those who were psychotic and who have recovered. Drs Rin and
Lin, in their community survey, located subjects who had been psychotic
previously and had become well. They found three times as many of these
individuals as active cases. Rin and Lin’s technique provides something
close to lifetime-prevalence data; Westermeyer, whose method detected
only those who had been psychotic in the past year, provides period-
prevalence data. As Dr. Westermeyer confirmed when questioned about
this issue, his method has “a built-in bias for prolonged cases.”19 It gives
us no indication of true recovery rates.

Follow-up studies can give us a more definitive picture of recovery from
schizophrenia in the Third World. Several such reports are available, and
only one, the first listed here, fails to reveal substantially better recovery
rates for schizophrenic people in the developing world.

Chandigarh, India

P.Kulhara and N.N.Wig, British-trained psychiatrists, report that the outcome
for schizophrenic patients treated by the Department of Psychiatry in the
Postgraduate Institute of Medical Education and Research of Chandigarh,
India, is no better than for schizophrenic patients in a previous study in
London.20 Modern inpatient and outpatient services were offered to the Indian
schizophrenic patients admitted in 1966 and 1967 and followed up 4½–6
years later. A criticism of this study is that of 174 cases admitted, only 100
could be found for follow-up. These included, of course, all the patients who
remained in hospital but excluded those who had moved away and others
who might have been expected to show a good outcome.21 This problem
may explain why Drs Kulhara and Wig report a much less impressive recovery
rate for India than that found in the WHO study to be described later.

Mauritius

A follow-up study of African and Indian schizophrenic patients twelve
years after their first admission to hospital was carried out in Mauritius,
an island in the Indian Ocean, by the Canadian social psychiatrist Dr.
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H.B.M.Murphy and the superintendent of the hospital, Dr. A.C.
Raman. They found that although the incidence of schizophrenia was
close to the British rate, the recovery rate was outstandingly better.
Sixty-four per cent of the patients had maintained a complete,
symptom-free recovery, and over 70 per cent were functioning
independently. The patients were initially treated in hospital without
the use of antipsychotic drugs. Strenuous efforts were made to trace
as many as possible for follow-up, with the result that all but 2 per
cent were found.22

Sri Lanka

Very similar results were obtained in Sri Lanka by anthropologist Nancy
Waxier, who followed up patients five years after their first admission to
hospital in 1970 with schizophrenic episodes. Some of these patients had
been ill for as long as five or ten years before admission. Most of the
sample came from rural areas, generally from families of farmers and
laborers. All but one of the 44 schizophrenic patients were traced. At
follow-up, 45 per cent of the patients complained of no symptoms at all
and 69 per cent had no psychotic symptoms; half of the patients were
rated by a psychiatrist as having made a normal adjustment and 58 per
cent were considered normal by their families. Clearly, these people were
not merely well by virtue of the tolerance of their family members, they
were well by a number of standards.23

Hong Kong

Psychiatrists W.H.Lo and T.Lo attempted to follow up, after an interval
of ten years, all of the schizophrenic patients who lived on Hong Kong
Island and had first attended the Hong Kong Psychiatric Centre in
1965. They were able to evaluate only 82 out of the original 133
patients. Their outcome results for this densely urbanized
manufacturing center are intermediate between those for European
patients and those for schizophrenic patients in Mauritius and Sri
Lanka. A substantial number of their subjects had a relapsing course
to their illness, but at follow-up 65 per cent were free of psychotic
symptoms and a similar proportion had achieved good social recovery.24

The outcome for these patients compares favorably with the estimated
45 per cent social recovery rate for Western schizophrenic patients
(see Chapter 3).

Singapore

In a study conducted by three British-trained psychiatrists, Drs Tsoi,
Kok and Chew, an effort was made to trace all 637 patients with a
diagnosis of schizophrenia who were admitted for the first time to
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Woodbridge Hospital in Singapore during 1975. Five years after
admission, 424 were located and reexamined. Despite the fact that
many cases could not be traced, and that those who were reassessed
included the patients who fared poorly and required readmission to
hospital, the outcome results were very favorable. Complete recovery
was observed in 35 per cent of cases and only minimal illness in a
further 28 per cent. These results are very similar to those for Hong
Kong, both sites being densely populated cities. Nearly two-thirds of
the patients in the Singapore study were working, since at the time of
the study labor was in short supply and jobs for patients were easy to
come by.25

Three Indian cities

A team of psychiatrists, headed by Dr. Verghese, conducted a five-year
follow-up study of all of the patients attending three Indian clinics, in
Lucknow, Vellore and Madras, in 1981–82 who suffered from
schizophrenia of less than two years’ duration. Out of 386 patients
identified, 323 were successfully traced and interviewed. Sixty-six per cent
of the patients displayed a favorable overall outcome on a combination
of measures: 64 per cent were free of psychotic symptoms and 40 per
cent showed no deficits in working ability. The patients from rural areas
did better than those from the cities.26

WHO PILOT STUDY OF SCHIZOPHRENIA

A problem with attempts to compare recovery rates in different parts of
the world is that research studies vary in the way in which patients are
selected and diagnosed and in the criteria used for measuring outcome.
To clarify this picture the World Health Organization’s international,
collaborative follow-up study of schizophrenia27 has brought
standardized methods of diagnosis and follow-up to the analysis of
outcome for psychotic patients from nine countries in the industrial and
non-industrial world. Patients admitted to psychiatric centers in Aarhus
(Denmark), Agra (India), Cali (Colombia), Ibadan (Nigeria), London
(England), Moscow (Russia), Prague (Czechoslovakia), Taipei (Taiwan)
and Washington, D.C. (U.S.A.) were evaluated according to a
standardized procedure and categorized by a computerized diagnostic
scheme—the CATEGO system. By this method, groups of very similar
acute and chronic schizophrenic patients were selected in each of the
nine centers from among those patients applying for treatment during
1968 and 1969. In seven of the centers (as mentioned in previous
chapters) the patients labeled schizophrenic were found to be essentially
similar, but in Moscow and Washington, D.C. the diagnosis of
schizophrenia was distinctly broader. At a two-year follow-up the
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researchers were taken by surprise at the marked variability in the course
and outcome of schizophrenia in the different centers. Patients in the
developing world showed strikingly better results.

Combining various factors, patients were categorized into five groups
according to overall outcome. As may be seen from Table 7.1, the best-
outcome category includes 35 per cent of patients from centers in the Third
World in comparison with only 15 per cent from centers in the industrialized
world. These patients were psychotic for less than four months of the two-
year follow-up period and developed a full remission with no social
impairment. The two best-outcome categories combined embrace 59 per
cent of patients from the developing world but only 39 per cent of those
from industrial nations. More than a quarter of patients from the developed
world were in the worst outcome category at follow-up, twice the
proportion of those from the developing nations. These patients were
psychotic for more than eighteen months of the follow-up period and were
severely socially impaired. Nigeria and India, where the catchment areas
were largely rural and most of the population was engaged in agriculture,
recorded the best overall outcome. Urbanized Cali, where unemployment
was significant, showed somewhat less satisfactory outcome. In Taipei,
the most industrially developed of the Third World centers and with serious
levels of unemployment, the outcome was little better than in the industrial
West and less good than in Moscow. Although few patients in Moscow
were in the best-outcome group, a large proportion was in the best two
groups combined, and few were in the worst categories; these results place
Moscow in an intermediate position between centers in the developed and
developing worlds.

Table 7.1 Percentage of schizophrenic patients in different overall outcome groups
in the WHO International Outcome Study
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Could patient selection have influenced these results? It is possible
that the schizophrenic people presenting for treatment at Third World
centers, while appearing comparable with those in the Western samples,
were in fact not representative of all the schizophrenic people in the
community. It seems unlikely, however, that those who were admitted
for treatment would be predominantly people with less severe forms of
the illness, and a more recent WHO study allows us to be certain about
this point.

WHO TEN-COUNTRY STUDY

Beginning in 1978, WHO conducted another international follow-up study
of people suffering from psychosis,28 using the same standardized
diagnostic procedure as in the earlier research. The study, conducted at
twelve locations in ten countries around the world, aimed to include every
person at each location who made contact with any helping agency because
of psychotic symptoms for the first time in his or her life during the study
period. The sites for the study were Aarhus, Denmark; Agra and
Chandigarh, India; Cali, Colombia; Dublin, Ireland; Honolulu and
Rochester, U.S.A.; Ibadan, Nigeria; Moscow, Russia; Nagasaki, Japan;
Nottingham, England; and Prague, Czechoslovakia. At the Third World
sites, a variety of traditional and religious healers was contacted to identify
subjects—herbalists, Ayurvedic practitioners and yoga teachers in India,
for example, and babalawo and aladura healers in Nigeria. This wide-
ranging effort to identify every new case of psychotic illness at each location
virtually eliminated the chance that the cases in any area were biased by
the selection procedure.

Again, the outcome for Third World cases was substantially better,
indicating that the results in the earlier WHO study were probably not a
result of a selection bias. Nearly two-thirds (63 per cent) of the subjects in
the developing-world sites experienced a more benign course leading to
full remission compared to little more than a third (37 per cent) in the
developed world. Similarly, a smaller proportion of Third World cases
suffered the worst type of outcome: only 16 per cent of developing-world
cases were impaired in their social functioning throughout the follow-up
period compared to 42 per cent in the developed world. The superior
outcome for Third World subjects was certainly not a result of more
intensive treatment: more than half (55 per cent) of the developing-world
cases were never hospitalized, in contrast to a mere 8 per cent in the
developed world; and only 16 per cent of developing-world subjects versus
61 per cent of cases in the developed world were taking antipsychotic
medication throughout the follow-up period.

Did the Third World cases experience a milder course because more of
them were, in reality, suffering from some good-prognosis condition which
mimics schizophrenia—an acute atypical psychosis or an organic disorder
caused by an infectious agent? If this were the case, we would expect there
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to have been more acute atypical psychoses in the Third World sample
and for the good-outcome cases to be clustered among these subjects. In
fact, this was not the case. The proportion of acute illnesses and of the
more atypical, broadly de?ned cases, it is true, was greater among the
Third World subjects; but outcome was better in Third World subjects
regardless of whether they were acute or insidious in onset, or whether
they were “core” schizophrenic cases, diagnosed according to the most
restrictive criteria, or broadly diagnosed cases.

The general conclusion is unavoidable: schizophrenia in the Third
World has a course and prognosis quite unlike the condition as we
recognize it in the West. The progressive deterioration which Kraepelin
considered central to his definition of the disease is a rare event in non-
industrial societies, except perhaps under the dehumanizing restrictions
of a traditional asylum. The majority of Third World schizophrenic
people achieve a favorable outcome. The more urbanized and
industrialized the setting, the more malignant becomes the illness. Why
should this be so?

WORK

It was argued in earlier chapters that the dwindling cure rates for
insanity during the growth of industrialism in Britain and America,
and the low recovery rates in schizophrenia during the Great
Depression, were possibly related to labor-force dynamics. The
apparently superior outcome for schizophrenia in Russia in the WHO
Pilot Study, if it were not a consequence of diagnostic bias, may have
been a result of full employment and an emphasis on work
rehabilitation in the country at that time. The picture which has now
been drawn of schizophrenia in the Third World gives more support
to the notion that the work role may be an important factor shaping
the course of schizophrenia.

In non-industrial societies that are not based upon a wage economy,
the term “unemployment” is meaningless. Even where colonial wage
systems have been developed, they frequently preserve the subsistence
base of tribal or peasant communities, drawing workers for temporary
labor only.29 In these circumstances, underemployment and landlessness
may become common but unemployment is rare. Unemployment may,
however, reach high levels in the urbanized and industrial areas of the
Third World.

The return of a person suffering from psychosis to a productive role in
a non-industrial setting is not contingent upon his actively seeking a job,
impressing an employer with his worth or functioning at a consistently
adequate level. In a non-wage, subsistence economy, people with mental
illness may perform any of those available tasks that match their level of
functioning at a given time. Whatever constructive contributions they can
make are likely to be valued by the community and their level of disability
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will not be considered absolute. Dr. Adeoye Lambo, a psychiatrist well
known for developing a village-based treatment and rehabilitation program
in Nigeria, reports that social attitudes in Nigerian rural communities
permit the majority of those with mental disorders to find an appropriate
level of functioning and thus to avoid disability and deterioration.30 In
India, research workers for the WHO follow-up study of schizophrenia
encountered difficulty in interviewing their cases as the ex-patients were
so busy—the men in the fields and the women in domestic work.31 The
more complete use of labor in pre-industrial societies may encourage high
rates of recovery from psychosis.

But what of the nature of the work itself? John Wing, a British social
psychiatrist who has done a great deal of research on schizophrenia,
identifies two critical environmental factors which lead to optimal
outcome from the illness. The first of these, which we will return to
later, is freedom from emotional overinvolvement—smothering or
criticism—from others in the household. His second criterion, which is
relevant here, is that there should be stable expectations precisely geared
to the level of performance that the individual can actually achieve.32

Industrial society gives relatively little leeway for adapting a job to the
abilities of the worker. High productivity requirements and competitive
performance ratings may be particularly unsuitable for a rehabilitating
schizophrenic person. In a peasant culture he or she is more likely to
find an appropriate role among such tasks of subsistence farming as
livestock management, food- and fuel-gathering or child-minding. As
the authors of the WHO pilot study of schizophrenia comment about
life in the countryside of India
 

work in the rural setting is mostly collective, agricultural, and often
does not require particular skills. Many occupations are passed from
father to son. Thus, competitive situations seldom exist. The
occupational pursuits do not usually require fine skill and adaptability
and often do not demand much effort or strain…. Employment
conditions in the country usually do not have any untoward effects on
most patients.33

 
Many clinicians in the West have noticed that the demands of a full 40-
hour week are overly taxing for psychotic clients. In hunter-gatherer and
peasant societies, the distinction between work and non-work may be
hard to make (in some cultures it is not linguistically possible to
differentiate “work” from “ritual” or from “play”34), but the demands
of subsistence are unlikely to be burdensome. !Kung Bushmen work no
more than two to three (6-hour) days a week in hunting and food-
gathering for themselves and their dependants, and about two hours
further each day are spent on food preparation and “housework.”35 Slash-
and-burn agriculture, for example among the Bemba of north Zimbabwe
or the Toupouri of north Cameroon, calls for only three or four (5-hour)
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working days a week.36 Plough agriculture commonly requires a 30- to
35-hour work week.37 Estimates of labor requirements for irrigation
agriculture vary. In Yunnan Province in pre-revolutionary China, the
working day was seldom longer than 7–8 hours, including frequent rest
periods, even at the busiest time of year; during the slack months, there
was virtually no farm work to be done. Elsewhere a demanding 50- to
70-hour work week has been recorded, but both of these examples of
irrigation agriculture involve market production, not just local subsistence
needs.38 Where production is for use and not for exchange, labor needs
tend to be low.39

In each setting there is wide individual variation. In pre-revolutionary
Russia, for example, peasant farmers in Volokolamsk were found to work
between 79 days a year in the least industrious households and 216 in the
most industrious.40 This compares with an expectation of around 230–40
working days a year for employees in modern industrial society. Work
demands in many cultures are particularly low for young, unmarried
adults41 (who may be at higher risk of developing schizophrenia), but
whatever the usual pattern, work-load expectations are more readily
adjusted to meet the capacities of the marginally functional individual in a
village setting than in the industrial labor market. There can be little doubt
that it is simpler for a schizophrenic person to return to a productive role
in a non-industrial community than in the industrial world. The merits of
tribal and peasant labor systems are apparent: as in the West during a
period of labor shortage, it is easier for family and community members
to reintegrate the sick person into the society, and the psychotic person is
better able to retain his or her self-esteem. The result may well be not only
better social functioning of the psychotic person but also more complete
remission of the symptoms of the illness.

OCCUPATION AND OUTCOME

In searching for predictors of good outcome in schizophrenia, the WHO
pilot study examined a number of patient characteristics. We may look at
these data for evidence of an association between occupation and outcome
in schizophrenia but, in so doing, we encounter difficulties presented by
the variety and complexity of work and subsistence patterns in the
developing world. Poverty can be extreme in the urban slums of the Third
World, where many eke out an existence by self-employment in street-
vending and similar activities or with low and irregular earnings from
work in the formal and informal segments of the urban labor market.
Outright unemployment, however, is often most severe in the upwardly
striving, urban middle classes. In rural areas, this reversal of the usual
Western pattern is even more marked, with unemployment among the
aspiring educated at times being severe, while those working the land are
largely outside the labor market.42
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In rural districts, therefore, we should look for a reversal of the usual
Western pattern of outcome from schizophrenia and for superior outcome
in the less educated—the subsistence farmers with limited exposure to
Western acculturative forces. A mixed recovery picture might be expected
to occur in those urban areas where economic development is incomplete
and is creating stresses for the new managerial and professional classes. In
the most highly developed cities of the Third World we should expect a
pattern of recovery similar to the West with the best outcome in the high-
status occupations. In general, we might anticipate outcome to be better
in villages, where more of the population is outside the wage-labor market,
than in the cities.

In fact the WHO data show neither rural nor urban living to be
strong predictors of good outcome.43 The information on residence,
however, was gathered at intake rather than at follow-up. The lack of
association between residence and outcome, therefore, may merely
reflect what several authors have noted—that migrant laborers who
fall ill while working in the industrial areas return to the village to
recuperate.44 Urban psychotic people may benefit from this return to
traditional village roles.

Other WHO pilot study data more clearly document an association
between occupation and outcome. Farmers were more likely than patients
in any other occupation to experience the most benign pattern of illness—
full remission with no relapses—and the unemployed were least likely to
experience such a mild course to the psychosis. In urbanized Cali and
Taipei patients from high-status professional and managerial occupations
were found to achieve good overall outcome, while this was not the case
in the largely rural catchment area around Agra, India.45 This pattern
confirms the impression that schizophrenia may be more benign in the
successful upper classes in the industrialized setting, but more malignant
among the better educated in India who are known to suffer rates of
unemployment several times greater than the poorly educated and
illiterate.46 The data from Nigeria do not fit as neatly. Even though many
patients in the sample appear to have come from rural districts, Nigerian
schizophrenic people in managerial jobs experienced good overall
outcome.47 This could be explained by a strong local demand for educated
labor at that time or, again, the high mobility of the migrant labor force
may confuse the picture; patients who were unable to continue in
managerial positions could return to a less demanding role in their farming
community.

Migrant-labor practices allow Third World schizophrenic people to
change occupation and residence after developing psychotic symptoms.
Level of education, however, is less easily changed. It is therefore interesting
to note that a high level of education is one of the few strong and consistent
indicators of poor outcome in the Third World,48 thus standing in contrast
to Western patterns of recovery. This point, then, may be one of the most
useful pieces of evidence in the WHO study, pointing to a link between
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good outcome for schizophrenia in the Third World and the maintenance
of traditional occupational roles.

STRESS

Unemployment on the one hand and intensified work demands on the
other are special stresses of modern industrial society. Are there other
increased stresses of life in the fast-paced industrial world which might
account for the poor prognosis for schizophrenia in the West? It depends
what we mean by stress. Urban overcrowding, job insecurity, productivity
pressure and alienation from the creative process are all chronically
stressful facets of industrial life. Those who live in peasant communities,
however, must face equal levels of domestic discord and often suffer
problems of poor health, high infant mortality and inadequate housing,
clothing, food and water. With the development of state-level societies
and colonialism come increasing difficulties with authority, status disparity,
poverty and starvation. To passing tourists, the palm-studded fishing village
near Mazatlan on the west coast of Mexico might seem a subtropical
paradise; but when Russell McGoodwin, an anthropologist, asked the
inhabitants what caused them most suffering they listed many complaints
including poverty, family problems, the burden of work, inadequate water
supplies and poor clothing. In response to the question, “What do you
enjoy?” nearly half answered, “Nothing.”49 Life in non-industrial societies
is not low in stress. Rousseau’s ‘noble savage’ leading a life of peace and
perfect order in ‘the state of nature’ cannot be found. But some features
of tribal and peasant life might well improve the social integration and
the outlook for those who suffer from a psychotic episode.

A PSYCHOTIC EPISODE IN GUATEMALA

Maria, a young Indian woman living in a village on Lake Atitlan in
Guatemala, alienates her close relatives and the people of the community
by her irresponsible behavior before finally suffering a full-blown psychotic
episode. She hallucinates, believing that spirits are surrounding her to
take her to the realm of the dead, and she walks about the house arguing
with ghosts. A local shaman perceives that she is loca (crazy) and diagnoses
her as suffering the effect of supernatural forces unleashed by the improper
behavior of certain relatives. He prescribes a healing ritual which calls
for the active participation of most of her extended family. Her condition
requires her to move back to her father’s house, where she recovers within
a week. Benjamin Paul, the anthropologist who describes Maria’s case,
points out several features of interest. Maria is never blamed for her
psychotic behavior or stigmatized by her illness, because her hallucinations
of ghosts are credible supernatural events and she is innocently suffering
the magical consequences of the wrong-doing of others. The communal
healing activities lead to a dramatic reversal of Maria’s course of alienation



162 The political economy of schizophrenia

from family and community. In the West, a psychotic episode is likely to
lead to increased alienation. In the case of Maria, conflict resolution and
social reintegration are central to her recovery and result from the folk
diagnosis and treatment of her symptoms.50

THE FOLK DIAGNOSIS OF PSYCHOSIS

Throughout the non-industrial world, the features of psychosis are likely
to be given a supernatural explanation. The Shona of southern Rhodesia,
for example, believe visual and auditory hallucinations to be real and
sent by spirits.51 In Dakar, Senegal,
 

one can have hallucinations without being thought to be sick. A magical
explanation is usually resorted to and native specialists are consulted.
There is no rejection or alienation by society. The patient remains
integrated within his group. As a result, the level of anxiety is low.52

 
The psychiatrist who gives this report claims that 90 per cent of the acute
psychoses in Dakar are cured because the patient’s delusions and
hallucinations have an obvious culturally relevant content, and he or she
is not rejected by the group.

Similarly, in the slums of San Juan, Puerto Rico:
 

If an individual reports hallucinations, it clearly indicates to the
believer in spiritualism that he is being visited by spirits who manifest
themselves visually and audibly. If he has delusions…his thoughts
are being distorted by interfering bad spirits, or through development
of his psychic faculties spirits have informed him of the true enemies
in his environment. Incoherent ramblings, and cryptic verbalizations
indicate that he is undergoing a test, an experiment engineered by
the spirits. If he wanders aimlessly through the neighborhood, he is
being pursued by ambulatory spirits who are tormenting him
unmercifully.53

 
In many cases where a supernatural explanation for psychotic features is
used, the label “crazy” or “insane” may never be applied. I once remarked
to a Sioux mental health worker from the Pine Ridge Reservation in
South Dakota that most Americans who heard voices would be diagnosed
as psychotic. Her response was simple. “That’s terrible.”

NIGERIAN ATTITUDES TO MENTAL ILLNESS

Urban and rural Yoruba with no formal education, from the area of
Abeokuta in southwestern Nigeria, were asked their opinions about
descriptions of typical mentally ill people. Only 40 per cent of those
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questioned thought that the paranoid schizophrenic person described was
mentally ill.54 (Some 90–100 per cent of Americans labeled the subject of
this vignette as mentally ill.55) Only 21 per cent of the uneducated Yoruba
considered the description of the simple schizophrenic person to be that
of a mentally ill person. (Some 70–80 per cent of American respondents
called this hypothetical case mentally ill.56)

What is perhaps even more impressive than the details about labeling
psychosis in this Nigerian study is the very high level of tolerance revealed.
More than 30 per cent of the uneducated Yoruba would have been willing
to marry the paranoid schizophrenic person described and 55 per cent
would have married the simple schizophrenic person. In contrast, when
skilled workers from the area of Benin in midwestern Nigeria were asked
their opinions about someone specifically labeled a “nervous or mad
person,” 16 per cent thought that all such people should be shot and 31
per cent believed that they should be expelled from the country. These
educated Nigerians conceived of mad people as “senseless, unkempt,
aggressive and irresponsible.”57

MALAYA

In Nigeria it appears that the label “mad,” “crazy” or “mentally ill” is
applied only to highly disruptive individuals and brings with it harsher
treatment. The same pattern has been observed in a Malay village in
Pahang state. Here the term for madness, gila, is applied only to violent
people. “Madmen” are always handed over to authorities outside the
village for permanent banishment. Within the community of over 400
people, however, are many probable psychotic individuals who have never
been labeled mad—twelve who are “eccentric,” including senile elderly
people and marginally functional hermits; and one “person with less than
healthy brains” who spends a good deal of time praying and reading in
solitude. Five people exhibiting latah—a so-called culture-bound
psychosis—were also identified;58 but this condition may not be a psychosis
in the proper sense of the term.59

LAOS

Although Dr. Westermeyer in some of his publications disputes that
psychotic people often escape being labeled baa (insane) in Laos, his own
observations are very close to the findings in Nigeria and Malaya. Lao
villagers are apparently slow to apply the term baa, and a person so labeled
tends to have a chronic illness, usually of several years’ duration, and to
be highly disruptive, assaultive or bizarre. Hallucinations are never
mentioned by the villagers as a feature of insanity. Unless there are local
conditions restricting the development of brief psychoses so common
elsewhere in the Third World, then one must assume that the reason there
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are so few acute cases in Dr. Westermeyer’s Lao sample is that they are
not considered by the villagers to be baa. Interestingly, the severely
psychotic baa individuals in Laos are not exiled or assassinated but
continue to receive food, shelter, clothing and humane care, and are
restrained and incarcerated only as long as their violent behavior requires.60

It is apparent that labeling is an important issue only insofar as it affects
management. As we shall see in the next example, it is the concept of
illness that lies behind the label that is also critical in determining care
and treatment.

FOUR EAST AFRICAN SOCIETIES

Anthropologist Robert Edgerton, describing attitudes to psychosis
among tribesmen of four East African pastoral and farming societies,
confirms that violence and destructiveness are emphasized in
descriptions of psychosis (kichaa) and hallucinations are virtually never
mentioned.61 Most commonly reported features of psychosis include
murder, assault, arson, abuse, stealing and nakedness. The pastoralists
whose homesteads are more widely dispersed and who are more free
to move away from disagreeable circumstances are less concerned than
the farmers about the social disruption of psychotic people.62 The
intriguing conclusion of Edgerton’s survey is that the tribal view of
the cause of psychosis determines not only the manner of treatment
but also the level of optimism about recovery.63 The Pokot of northwest
Kenya and the Sebei of southeast Uganda have a naturalistic conception
of the cause of psychosis. They implicate a worm in the frontal portion
of the brain and are very pessimistic about the possibilities of cure.
The Kamba of south-central Kenya and the Hehe of southwest
Tanzania, on the other hand, attribute the cause of psychosis to
witchcraft or stress and are optimistic about curing such disorders.
The two tribes which are most unsure about their respective theories
of causation, the Pokot and the Hehe, also tend to be more ambivalent
about the curability of the condition. The Kamba and the Hehe, holding
a supernatural theory for the cause of psychosis, favor the use of
tranquilizing herbs and ritual in treatment. The pessimistic Sebei and
Pokot, with the naturalistic belief system, are much more inclined to
treat psychotic people harshly, as illustrated by the remarks of a Pokot
shaman:
 

I am able to cure mads. I order the patient tied and placed upon the
ground. I then take a large rock and pound the patient on the head for
a long time. This calms them and they are better.64

 
The Pokot and Sebei recommend that psychotic people should be tied up
forever, allowed to starve, driven away to die or killed outright.
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STIGMA

Life for some psychotic people in the Third World, according to a few of
these reports, is not a bed of roses. But we should not allow reports of
harsh treatment of the most severely disturbed psychotic people in some
areas to obscure the central facts. Many people who would be considered
psychotic in the West are not so labeled in the Third World, especially if
their condition is brief or not disruptive. Many more, though labeled
“crazy” like Maria the Guatemalan Indian woman, are treated vigorously
and optimistically with every effort to reintegrate them rather than reject
them.

Psychiatrists working in the Third World have repeatedly noted the
low level of stigma which attaches to mental disorder. Among the Formosan
tribesmen studied by Rin and Lin, mental illness is free of stigma.65 Sinhalese
families freely refer to their psychotic family members as pissu (crazy) and
show no shame about it. Tuberculosis in Sri Lanka is more stigmatizing
than mental illness.66 The authors of the WHO follow-up study suggest
that one of the factors contributing to the good outcome for schizophrenic
people in Cali, Colombia, is the “high level of tolerance of relatives and
friends for symptoms of mental disorder”—a factor which can help the
“readjustment to family life and work after discharge.”67

The possibility that the stigma attached to an illness may influence its
course is illustrated by research on Navajo epileptics conducted by
anthropologist Jerrold Levy in cooperation with the Indian Health Service.
Sibling incest is regarded as the cause of generalized seizures, or Moth
Sickness, in Navajo society, and those who suffer from the condition are
highly stigmatized for supposed transgressions of a major taboo. It is
interesting to learn that these individuals are often found to lead chaotic
lives characterized by alcoholism, promiscuity, incest, rape, violence and
early death. Levy and his co-workers attribute the career of the Navajo
epileptic to the disdain and lack of social support that he or she is offered
by the community.68 To what extent, we may wonder, can features of
schizophrenia in the West be attributed to similar treatment?

HIGH STATUS IN PSYCHOSIS

It seems strange in retrospect that tuberculosis should have been such a
romantic and genteel illness to eighteenth- and nineteenth-century society
that people of fashion chose to copy the consumptive appearance.69 Equally
curious, the features of psychosis in the Third World can, at times, lead to
considerable elevation in social status. In non-industrial cultures
throughout the world, the hallucinations and altered states of consciousness
produced by psychosis, fasting, sleep deprivation, social isolation and
contemplation, and hallucinogenic drug use are often a prerequisite for
gaining shamanic power.70 The psychotic features are interpreted as an
initiatory experience. For example, whereas poor Puerto Ricans who go
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to a psychiatric clinic or insane asylum are likely to be highly stigmatized
as locos (madmen), schizophrenic people who consult a spiritualist may
rise in status. Sociologists Lloyd Rogler and August Hollingshead report:
 

The spiritualist may announce to the sick person, his family, and friends
that the afflicted person is endowed with facultades (psychic faculties),
a matter of prestige at this level of the social structure.71

 
The study indicates that Puerto Rican schizophrenic people who consult
spiritualists may not only lose their symptoms, they may also achieve the
status of mediums themselves. So successful is the social reintegration of
the male Puerto Rican schizophrenic people studied that, after some
readjustment of family roles, their wives found them more acceptable as
husbands than did the wives of normal men.

Similar folk beliefs exist in Turkey. Dr. Orhan Ozturk, a psychiatrist in
Ankara, writes:
 

A person may be hallucinated or delusional, but as long as he is not
destructive or very unstable he may not be considered insane…. Such
a person may sometimes be considered to have a supernatural capacity
for communication with the spirit world and may therefore be regarded
with reverence and awe.72

 
Ruth Benedict tells us that Siberian shamans who dominate the life of
their communities
 

are individuals who by submission to the will of the spirits have been
cured of a grievous illness…. Some, during the period of the call, are
violently insane for several years; others irresponsible to the point
where they have to be constantly watched lest they wander off in the
snow and freeze to death…. It is the shamanistic practice which
constitutes their cure.73

 
Several other writers have suggested that indigenous healers who have
suffered psychotic episodes may find their elevated status and well-defined
curing role to be a valuable defense against relapse.74 Psychiatrist Fuller
Torrey argues, however, that few shamans can be psychotic. The role is
too responsible and demanding, he claims, for a schizophrenic person to
manage.75 While, no doubt, many healers are not psychotic, Dr. Torrey
underestimates the importance of features of psychosis as an initiatory
experience. He is neglecting, on the one hand, the heightened possibility
of complete remission for Third World psychotic people and, on the other
hand, the capacity of schizophrenic individuals to be completely functional
in some areas of their lives despite islands of illogical thinking. One well-
known North American Indian medicine man with whom I am familiar
would doubtless be diagnosed schizophrenic by a Western psychiatrist by
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virtue of his extremely tangential and symbolic speech, which is often
incomprehensible, his inappropriate emotional responses and his
hallucinations. This man, however, is highly respected by his community
and often travels the country on speaking engagements. The psychotic
individual may be able to function well as a shaman, argues anthropologist
Julian Silverman of the U.S. National Institute of Mental Health, because
 

the emotional supports…available to the shaman greatly alleviate the
strain of an otherwise excruciatingly painful [schizophrenic] existence.
Such supports are all too often completely unavailable to the
schizophrenic in our culture.76

 

HEALING CEREMONIES

Being thought of as a spiritualist or healer is not the only way Third
World psychotic people may gain status. Curing rituals for those with
mental disorders may also enable the individual to increase his or her
social status and redefine his or her social role. Anthropologist Ralph
Linton observes that low-status individuals among the Tanala of
Madagascar, such as second sons and childless wives, may rise in status
as a result of the elaborate healing rite for mental illness.77 Patients who
participate in the curing possession cults in Trinidad,78 among the Yoruba
of Nigeria79 and in the Zar cult of northern Ethiopia80 have all been
observed to achieve an elevation of social status as a consequence of their
membership.

Initiation into these cults also provides new friends, ongoing group
support and the opportunity for social involvement, and similar benefits
appear to result from other healing rites. Robin Fox, a British
anthropologist, gives a detailed account of a clan cure for a 40-year-
old woman with a chronic mental disorder in the Pueblo Indian
community of Cochiti in New Mexico. The woman is a member of the
Oak clan by birth, but by undergoing a healing ritual which entails
adoption also into the Water clan, she acquires additional supportive
relatives, a new social role and a new home. She subsequently shows
complete recovery.81

GROUP PARTICIPATION

The process of curing in pre-industrial societies, it is clear, is very much a
communal phenomenon tending not only to reintegrate the deviant
individual into the group but also to reaffirm the solidarity of the
community. Thus, the N’jayei secret society of the Mende tribe in Sierra
Leone, which aims to treat mental illness by applying sanctions to those
who are presumed to have committed a breach of social rules, provides
members with a mechanism for social reintegration and, simultaneously,
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reinforces the integrity and standards of the culture.82 Such a dual process
of unification of the group and integration of the individual is seen to
result from the great public healing ceremonies of the Zuni medicine
societies83 or from the intense communal involvement and dramatic
grandeur of a Navajo healing ceremony. The Navajo patient, relatives
and other participants alike take medicine and submit to ritual procedures
in a symbolic recognition that illness is a problem for the community as a
whole.84

Nancy Waxier, in her research on people suffering from psychosis in Sri
Lanka, was impressed with the way in which the intense community
involvement in treating mental illness prevents the patient from developing
secondary symptoms from alienation and stigma and results in the sick
person being reintegrated into society. She writes:
 

Mental illness is basically a problem of and for the family, not the sick
person. Thus we find among the Sinhalese that almost all treatment of
mental illness involves groups meeting with groups. When a mad person
is believed to have been possessed by a demon the whole family, their
relatives and neighbors, sometimes the whole village, join together to
plan, carry out and pay for the appropriate exorcism ceremony. The
sick person is usually the central focus, but often only as the vehicle
for the demon, and during some parts of these ceremonies the patient
is largely ignored.85

 
The importance of this process of social reintegration is confirmed by data
from the two WHO outcome studies. In both the developed and developing
worlds, social isolation was found to be one of the strongest predictors of
poor outcome in schizophrenia.86 Several other researchers have found
this factor to be important in the genesis and outcome of schizophrenia.87

SOCIAL CONSENSUS

There is some anthropological evidence that broad group participation
in healing not only aids the reintegration of the patient but is also a
necessary and powerfully effective element in the treatment of
emotional illness. The French anthropologist Claude Lévi-Strauss, for
example, analyzes the effectiveness of a highly respected Kwakiutl
shaman from British Columbia who is skeptical of his own healing
powers. Lévi-Strauss concludes that the shaman is effective despite his
cynicism because “the attitude of the group” endorses his treatment.
The social consensus is more important than the attitude of the healer
or even of the patient.88

A related example of the importance of social consensus in the
outcome of mental illness is provided by anthropologist Lloyd Warner’s
discussion of the role played in the voodoo death of an Australian
aborigine by his own social group after he has been “boned” by an



Schizophrenia in the Third World     169

enemy. First the victim’s kin withdraw their support and he becomes
an isolated and taboo person. Then the community conducts a mourning
ritual to protect the group from the soul of the “half dead” man. Unless
the group attitude is reversed by the performance of a counter-ritual,
the victim shortly dies.89 These examples illustrate, on the one hand,
the powerful effect of social rejection and stigma on the course of
emotional illness and the importance of social acceptance and
reintegration; on the other hand, they suggest that any form of treatment
which does not receive full community endorsement (and much of
institutional psychiatry in the West falls into this category) has a limited
chance of success. This analysis, for example, would predict that the
Kamba and the Hehe of East Africa who are optimistic about the
treatment of mental illness would have better recovery rates from
psychosis than the Pokot and Sebei who have no confidence in the
ability of their doctors to effect a cure. Edgerton’s study presents no
evidence, unfortunately, to indicate whether or not this is the case.

Understanding the potential of social consensus to affect outcome allows
us to explain why even those individuals who are treated in modern
Western-style hospitals and clinics in the developing world rather than by
indigenous therapists may experience a higher recovery rate from psychosis.
It is not the specific treatment technique that is critical (as long as it is not
too regressive) but the social expectations that are generated around the
episode of illness. The treatment approaches of the psychiatric clinic may
well be supplemented by community diagnosis, rediagnosis and indigenous
healing ceremonies which facilitate social reintegration of the sick person.
Even among relatively Westernized city-dwellers, according to a report
from Senegal, traditional cultural beliefs persist which help to alleviate
psychological distress and mental disorder.90 The existence of a social
consensus for recovery and the willingness and capacity of the community
to reintegrate the psychotic person are, no doubt, strongly influenced by
whether he or she can serve a useful social role. The benefits of traditional
community life for the psychotic person are less likely to persist in the face
of changing patterns of labor use which increase the risks of unemployment
and dependency.

THE FAMILY

One of John Wing’s criteria for good outcome in schizophrenia mentioned
earlier in the chapter was freedom for the patient from excessive
emotional demands or criticism within the family. His recommendation
is backed up by a good deal of social psychiatric research from the
Medical Research Council in London, which was outlined in Chapter 1.
The extended family structure, which is more common in the Third
World, allows a diffusion of emotional overinvolvement and
interdependence among family members. In Qatar, on the Persian Gulf,
for example, schizophrenic patients in extended families show better
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outcome at follow-up than those who return to nuclear family
households.91 The emphasis on community involvement in the treatment
of mental illness in non-industrial societies similarly tends to reduce
family tensions. Responsibility is shared broadly and the patient often
escapes blame and criticism, allowing the family to be more supportive.
According to recent research, for example, relatives of schizophrenic
people in Chandigarh, north India, are much less likely to be demanding
or critical of their psychotic family member than are the relatives of
schizophrenic people in the industrial world. In London, nearly a half
of schizophrenic people have such emotionally stressful relatives; in
Rochester, New York, the proportion is similar; but in north India, fewer
than a fifth of schizophrenic patients were found to have critical and
demanding relatives.92 As mentioned in Chapter 1, this difference might
be a consequence of the higher achievement expectations placed on
Western psychotic people or of the emotional isolation so common for
families of schizophrenic people in the West but so much rarer in the
developing world.

In the Third World, it appears, the psychotic person is more likely to
retain his or her self-esteem, a feeling of value to the community and a
sense of belonging. These are things which, as we shall see, four billion
dollars do not buy the schizophrenic person in the United States or elsewhere
in the Western world.

SUMMARY

 
• Brief psychoses clinically indistinguishable from schizophrenia are a

common occurrence in the Third World.
• Outcome from schizophrenia is better in the non-industrial world than

in the West.
• Intermediate levels of outcome from schizophrenia have been found in

the more industrialized parts of the Third World and in the pre-
peristroika U.S.S.R.

• Third World schizophrenic people are more readily returned to a useful
working role.

• In the developing world, outcome from schizophrenia is worse among
the better educated—a finding which may be explained by the greater
labor market stresses affecting the educated.

• The folk diagnosis of insanity stresses violence and disruption, and many
psychotic people from the developing world escape this label.

• Many people with psychosis in the Third World are not stigmatized
and some may even rise in status.

• Although some people suffering from psychosis in non-industrial
societies may be brutally treated, in the majority of cases vigorous and
optimistic efforts are made to achieve a cure.



Schizophrenia in the Third World     171

• Curing rituals encourage broad community involvement and aid the
social reintegration of the mentally ill.

• The optimistic social consensus mobilized by the curing ceremony may
aid recovery from emotional disorders.

• Family patterns of support in the Third World are better suited to the
rehabilitation of schizophrenic people.

 
 



Chapter 8
 

The schizophrenic person in Western
society

What is it like to be schizophrenic in Western industrial society? For Mary
Byrd in New York City, according to one newspaper report, it is an
unbelievably bitter experience:
 

One night last week…when the air felt like ice and half a foot of snow
sent thousands of New Yorkers home early…Charlie, Mary Byrd and
Frank Jarnot went home to a cluster of IBM cartons, covered with
mailing labels and stamped: “Handle With Care”…. By day, Mary
huddles outside a subway entrance. There she stays until Frank comes
to lead her the 50 paces to a choice spot alongside the bank building….
Taking care of Mary is almost a full-time job for the men, who call the
23-year-old “just a baby,” and who take turns leaving hamburgers,
coffee and cakes outside her box…. “She’s living in a fantasy world,”
Frank says.1

 
An extreme case? Not at all. According to one estimate, roughly half of
New York City’s 36,000 homeless are thought to be mentally disabled.2

According to another, there are 25,000 chronically mentally ill in New
York living on the street, in missions, public shelters, flophouses and cheap
hotels.3 Of 1,235 men sleeping at a public shelter on New York’s Bowery
on a night in 1976, 50 per cent showed signs of obvious mental illness,
excluding alcoholism; many of these men were former state hospital
residents. At the Women’s Shelter in New York City more than three-
quarters of the women admitted in 1971 were suffering from a psychosis.4

The degree of mental disturbance among such down and out New Yorkers
is by no means slight. Mental health professionals who interviewed 100
long-time residents at the same Men’s Shelter on the Bowery in 1965 found
50 per cent of the men to be psychotic and diagnosed 36 per cent of the
whole group as schizophrenic. They compared this group of 100 Bowery
men with a large sample of recently admitted inpatients at five local
psychiatric hospitals. Startlingly enough, the residents of the Men’s Shelter
were found to be more disturbed than the inpatients according to several
measures in a standardized evaluation procedure.5
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Researchers who conducted an ethnographic survey of New York City’s
homeless in 1981 concluded that the ranks of the destitute on Skid Row
had been greatly swollen over the prior fifteen years by large numbers of
former state hospital patients. They report:
 

By a stroke of grim irony, some of these ex-patients had come full
circle back to the institution that had originally discharged them—
this time for shelter not treatment.6

 
As the result of a class action suit filed on behalf of the city’s homeless, the
municipal government had been forced to open an empty state hospital
building on Ward’s Island as an emergency shelter.

This time around, though, conditions were far worse than when the
facility had been staffed as a hospital. Now the building was crammed full
of cots and there was no type of treatment or recreational activity.
Infestation, disease, violence and fear were pervasive. In consequence, staff
pushed and prodded the residents with nightsticks to avoid contact and to
maintain order. They dealt with the men in rough language and through
barked orders. One feature had not changed since the days when the
building was a hospital, however—the characteristics of the residents.
Eighty-four per cent of the men seeking shelter there in May 1980 were
mentally ill; 60 per cent were found to be moderately or severely disturbed—
mostly psychotic.7

There can be little doubt that patients are ending up on the streets
because of the deficient aftercare planning and services of the mental health
system. Nearly a quarter of the patients discharged from New York state
psychiatric centers were released to “unknown” living arrangements. From
one hospital, nearly 60 per cent of patients were released to an “unknown”
address.8

This state of affairs is not confined to New York. In a random sample
of 50 men on Chicago’s Skid Row in the late 1960s, Robert Priest, a
British psychiatrist, found 25 per cent to be certainly or probably
schizophrenic.9 Only a decade earlier, however, in 1957 and 1958, before
deinstitutionalization was far advanced, an American researcher, Donald
Bogue, found a mere 9 per cent of men on Skid Row in the same city to
have mental illness. At that time, Bogue reported, “mentally unsound
persons…are picked up rather promptly by the police,
and…institutionalized.”10 A survey in Los Angeles found 50 per cent
of 7,000–15,000 people living on Skid Row in 1983 to be incapacitated
by chronic mental illness—40 per cent of the men and 90 per cent of
the women.11 In Philadelphia, according to another report, 44 per cent
of the Skid Row homeless, and at least a quarter of the people living on
the streets and in the shelters of Washington, D.C., are schizophrenic.12

Forty-seven per cent of the emergency shelter users in St. Louis suffer
from a functional psychosis.13 In Denver in 1981, the judge who heard
most of the cases related to the mental illness statute remarked that the
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primary residential care provider for mental patients was the city bus
company. When they stopped offering free rides on the buses “the
mentally disabled people who had found a home on the Ride (the bus
system) hit the streets again.”14 Up to 600,000 men and women are
living on Skid Row in the major cities of the U.S.A.;15 if we
conservatively estimate that a quarter of this population are
schizophrenic people, it becomes clear that lives such as Mary’s are to
be counted in the tens of thousands.

The dimensions of the problem are similar in other countries. Twenty-
seven per cent of a sample of men sleeping in a Skid Row mission in
Toronto in the 1970s were found to be psychotic; 20 per cent of all the
men were suffering from schizophrenia or a paranoid state.16 Twenty-
four per cent of the men who booked into the Camberwell Reception
Centre in London on a night in 1965 had previously been admitted to a
psychiatric hospital for reasons other than drinking.17 Another survey of
the same shelter in the 1960s found 22 per cent of the longer-term residents
to be mentally ill, mostly with schizophrenia. It was apparent that their
destitution was a consequence of their illness—90 per cent had been
living in settled homes before they fell ill.18 In two Salvation Army hostels
in Central London in the late 1960s, 15 per cent of a sample of residents
were “gross and unequivocal cases” of schizophrenia.19 Robert Priest
found that 32 per cent of the men in his random sample of residents of
Edinburgh doss houses in the late 1960s were definitely or probably
schizophrenic.20 A 1989 survey of long-stay users of government
resettlement units in Britain revealed that up to 25 per cent were suffering
from schizophrenia.21 At least a tenth of Britain’s 30,000 homeless22 were
suffering from psychosis in the 1960s,23 and in the deepening economic
gloom of recent times these figures have become considerably greater. A
tenth of all the schizophrenic people seen at the emergency psychiatric
clinic of the Maudsley Hospital in south London during six months in
1978 and 1979, for example, were homeless; few were offered any
ongoing treatment.24 British people who suffer from a psychosis are
increasingly leading lives of vagrancy and neglect.

JAILS AND PRISONS

To escape hunger many of the destitute and homeless people with psychosis
steal or eat meals for which they cannot pay; to avoid cold, damp and the
discomforts of homelessness many sleep in public buildings or empty
houses and are arrested. As described in Chapter 4, around 6–8 per cent
of the inmates of local jails in the United States suffer from psychosis; but
as they account for only 2–5 per cent of jail admissions,25 it is clear that
they are detained longer than other offenders. Being destitute, they cannot
bail themselves out, and judges hesitate to release the unemployed,
homeless and mentally disturbed on their own recognizance.
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Some of the psychotic individuals in jail are being held on serious charges,
such as burglary, assault, sexual assault and arson—their crimes often a
product of their mental illness. Substantial numbers of these inmates have
proven too dangerous to be treated effectively in the community, but no
long-term hospital care can be found for them.26 Whatever the type of
crime, in fact, many people suffering from psychosis remain in U.S. jails
because hospital care or effective community care is not available. In 1991,
the jail in Flathead County, Montana, held 82 mentally ill people because
local psychiatric hospitals would not take them.27 Even non-criminal mental
patients are housed in jail for the sake of mere convenience. In Kentucky
in 1987, 1,417 people were jailed, merely awaiting a court hearing for
involuntary hospitalization,28 and three-quarters of a random sample of
admissions to Bryce Hospital in Alabama were confined in jail while
awaiting admission.29

In U.S. state and federal prisons a similarly large proportion of the
inmates suffer from psychosis:30 in one study, 5 per cent of Oklahoma
state prisoners were found to be schizophrenic;31 10 per cent of admissions
to the Washington state prison system were psychotic, in another;32 and
7 per cent were psychotic among Michigan prison inmates, in a third.33

A recent review concluded that 6–8 per cent of people in U.S. prisons
were seriously mentally ill and that the number is increasing.34 In some
states, psychotic patients are even sent from mental hospitals to prison
for treatment; in Massachusetts, according to a 1979 report,
approximately one patient every four days is transferred to prison because
mental hospital staff consider the person unmanageable. Judges,
furthermore, send severely mentally ill offenders to prison in preference
to hospital because they find that mental health facilities frequently fail
to provide adequate long-term hospital or community care for dangerous
and highly disruptive patients.35 The number of inmates of U.S. prisons
and local jails in 1991 was close to 1.2 million,36 and a modest estimate
would allow that four out of every hundred of these prisoners are
schizophrenic and more suffer from other psychoses. Thus, there may be
as many as 50,000 schizophrenic prisoners in the United States. But if
only 2 per cent of the 20 million U.S. jail admissions a year are
schizophrenic (probably an underestimate), then hundreds of thousands
of such psychotic people spend some time behind bars annually (even
allowing for the repeated admission of many).

What are conditions like for the imprisoned mentally ill? Large jails and
prisons in the United States generally have so many such inmates, often
acutely disturbed, that they establish cell blocks as “hospital” units. In one
such unit in the Baltimore city jail, mental patients may be seen sitting on
their beds in a large, bare, unpainted cell gazing blankly into space. In the
old asylums, conditions as bankrupt and deadening as these were rare. When
I visited this jail, in one part of the unit I saw a psychotic person locked in a
darkened linen closet which had been converted to a “seclusion room” by
affixing a wire mesh window to the door. This patient was being detained
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on a misdemeanor charge but was not released to the city psychiatric hospital
because, argued the staff, care was no better at the hospital.

Similar conditions have been described on the “mental ward” of a large
midwestern city jail. There iron mesh had to be fixed over the inside of the
barred doors “because,” reported a deputy, “inmates kept running headfirst
into the bars trying to injure and kill themselves.”37 In the same jail, one
overtly psychotic woman who had been detained for four months was
found lying in her own trash and excrement. Jail staff had not attempted
to bathe her, but had instead sprayed her with disinfectant.38 The disruptive
behavior of the mentally ill in jail is routinely regarded as a “disciplinary
problem;” such individuals are often held in bare cells of solitary
confinement, shackled to the wall if necessary. Staff of an Illinois jail even
reported “calming down” psychotic inmates with a jet of cold water from
a fire hose borrowed from the neighboring fire department.39

Psychiatrist Edward Kaufman criticizes the violation of standards of
care in the psychiatric units of U.S. prisons. One such unit in a western
penitentiary
 

consisted of 8 barred cells with no windows. This unit did not permit
more than 1 patient out of his cell at a time. There was no television
or recreational activity of any kind because the ward psychiatrist did
not want a “country club atmosphere” that would attract patients to
make them want to stay.40

 
In another prison psychiatric unit, the ward psychiatrist ordered the use of
a “stun-gun firing rubber bullets to control threatening behavior.” In a
third,
 

inmates who were “suicidal” were strapped nude to the bars of their
cells for 48 hours before they were given a psychiatric evaluation.41

 
An administrator of the U.S. Department of Justice states:
 

Jails are without question, brutal, filthy cesspools of crime—institutions
which serve to brutalize and embitter men to prevent them from
returning to a useful role in society.42

 
Open toilets in overcrowded cells, vermin, filth, dilapidation, brutality,
homosexual rape and lack of medical care, of hygiene or constructive
programs have all been documented as existing widely in U.S. jails and
prisons.43 To attempt to treat psychotic patients in such settings by the
mere addition of antipsychotic drugs is scarcely calculated to improve
their chances of recovery.

What accounts for such treatment of the mentally ill in a civilized
society? In a word, money. State governments have drastically cut back
the funding for psychiatric hospitals and have failed to maintain
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community mental health services at an adequate level. Police and judges
have responded as they feel they must to protect the community from
the crime, disruption and violence that result from the lack of support
and treatment of psychotic people. State legislators do not counter this
problem by boosting mental health funding because, in the first place,
prison care is cheaper than hospital treatment (about four times cheaper
in Colorado) and, in the second place, the expense of law enforcement
and the upkeep of local jails is borne, not by the state government, but
by the counties and municipalities.

In the broadest sense, however, the mentally ill are incarcerated in these
degrading conditions because, where there exists a massive reserve army
of unemployed, the concern to establish social control over the deviant
takes precedence over the concern to provide effective rehabilitation. The
same is true of sane offenders—incarceration rates rise during an economic
recession (but are unrelated to crime or conviction rates),44 and jail and
prison populations tend to be greater in those Western industrial nations
with the highest rates of unemployment.45 The larger the surplus population,
the greater the extent of confinement and the worse the conditions of the
poor—the mentally ill among them.

WHERE ARE AMERICAN SCHIZOPHRENIC PEOPLE?

The plight of the chronically mentally ill who lead a barren existence
in America’s boarding homes and nursing homes has been described in
Chapter 4. Here we may attempt to estimate the number of these
patients who suffer from schizophrenia. Some 300,000–400,000
chronic mental patients reside in board and care homes in the United
States according to the 1981 report of a committee of the Department
of Health and Human Services which investigated the conditions of
the chronically mentally ill.46 The large majority of these are chronic
schizophrenic patients: probably 60 per cent of this number could be
so diagnosed.47

The same government report indicates that there are 250,000 patients
in nursing homes with a primary diagnosis of mental illness, excluding
elderly patients with non-psychotic, senile mental disorder. One hundred
thousand of these patients were transferred directly into nursing home
care from state mental hospitals; more were admitted there after an interim
period in another nursing home, in hospital or in the community.48 Only
38,000 of the mentally ill in nursing homes are under age 65. We might
conservatively estimate that half of this number are schizophrenic people.
Perhaps 20 to 25 per cent of the 200,000 elderly mentally ill in nursing
homes suffer from schizophrenia as many of this number are afflicted
with organic psychoses of late life. An estimate, therefore, of from 60,000
to 70,000 schizophrenic people in U.S. nursing homes may be reasonable.
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If we add to these numbers another quarter of a million schizophrenic
people resident in state, county, private and Veterans Administration
hospitals,49 and if we accept the estimate that there are around 1.25 million
schizophrenic people in the United States,50 we are forced to the
discomforting conclusion that more than half of American schizophrenic
people are to be found in institutions, in inadequate community settings,
in jail, prison or on the streets (see Table 8.1). Fewer than 5 out of 10
schizophrenic people in treatment in the United States are likely to be
living in anything resembling a family home or domestic environment.
These figures alone might be considered sufficient explanation for the poor
outcome from schizophrenia in America.

RESTRAINTS AND SECLUSION

We should not assume that the patients who are in hospital are necessarily
in ideal therapeutic environments. Their conditions of confinement may
be quite harsh. Although both restraints and seclusion, for example, have
proved to be largely unnecessary in British practice, their use is still
commonplace in hospitals in the United States. One report indicates that
44 per cent of patients on an acute admission unit in California are locked
up in seclusion for varying periods of time.51 The seclusion room experience
often colors and dominates the psychotic person’s view of his or her illness.
When 62 patients at a major U.S. psychiatric hospital were asked to draw
pictures of themselves and their psychosis, over a third spontaneously
drew a picture of the seclusion room. Even a year after the hospital stay,
the experience of seclusion, with its associated feelings of fear and
bitterness, symbolized for many patients the entire psychiatric illness.52

Table 8.1 Crude estimates of the location of schizoprenic people in the U.U.A. in
the 1980s
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It is also common for patients to be tied down to their beds with restraints
in U.S. hospitals. During one month in the 1980s, a quarter of all patients
evaluated in a psychiatric emergency room in Cincinnati, Ohio, were placed
in restraints.53 Mechanical restraints are frequently used on psychiatric wards,
the commonest reasons being not violence but “non-conformity to community
rules”54 and “behavior disruptive to the therapeutic environment.”55

Understaffing and overcrowding may also force the use of such measures.
The Colorado Foundation for Medical Care found that the overuse of both
restraints and seclusion at Fort Logan Mental Health Center in Denver,
Colorado, in 1981 was the result of a shortage of direct care staff. At the
Colorado State Hospital in the same year, overcrowding on the forensic unit
was so severe that patients were transferred to the surgical ward and shackled
to their beds in order to accommodate the overflow.56 Such are the human
consequences of cost-cutting in public psychiatric services.

STIGMA

There is more to the degradation of being schizophrenic in Western society,
however, than harsh treatment and inadequate living conditions. An
American schizophrenic woman explains:
 

Let’s just say I have a case of shame—I really do. When I look at some
of the things I’ve really gone through—some of the things I’ve done,
some of the things I’ve said—my father’s feeling of shame for me does
not equal my own.57

 
Another patient writes:
 

I have often been fraught with a profound guilt over my diagnosis of
schizophrenia…. I had little idea how dehumanizing and humiliating
the hospital would be for me…. I felt that I had partly lost my right to
stand among humanity…and that for some people I would be
forevermore something of a subhuman creature…. Mental health
professionals often treated me…as if I were a stranger or alien of sorts,
set apart from others by reason of my label.58

 
In contrast to Maria, the Guatemalan Indian woman whose episode of
psychosis was described in the last chapter, these American schizophrenic
individuals must accept blame, and must blame themselves, for their
condition. They feel estranged from others; the stigma of their illness
obstructs their social reintegration.

With the growth of interest in community psychiatry, considerable
attention was focused on the question of the stigma of mental illness in the
1950s and 1960s. Shirley Star, using a series of vignettes depicting people
with psychiatric symptoms, conducted a nationwide survey of members
of the American public in 1950 and found the general reaction to the
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mentally ill to be negative and poorly informed.59 Elaine and John
Gumming, using the same techniques, uncovered essentially similar
attitudes among residents of a rural town (which they called Blackfoot) in
Saskatchewan, Canada, in 1951, and found that the negative attitudes
towards the mentally ill were untouched after a six-month psychiatric
educational campaign.60 After a six-year survey of residents of the
Champaign-Urbana area of Illinois in the 1950s, J.C. Nunally concluded
that the insane are viewed by the general public with “fear, distrust, and
dislike.”61 He reported:
 

Old people and young people, highly educated people and people with
little formal training—all tend to regard the mentally ill as relatively
dangerous, dirty, unpredictable and worthless.62

 
They are considered, in short, “all things bad.’63

In more recent years a dispute has arisen over whether the initial
impressions of high levels of stigma attached to mental illness continue
to hold true. A number of researchers in the 1960s concluded that the
public tolerance of the mentally ill had improved.64 In the late 1970s,
twenty years after Nunally’s original survey, William Cockerham again
analyzed public attitudes towards the mentally ill in Champaign-Urbana
and found them to be somewhat more tolerant.65 But other researchers
have found no improvement in popular mental health attitudes between
the 1960s and 1970s;66 and a second survey of public tolerance of the
mentally ill in Blackfoot, Saskatchewan, twenty-three years after the
Cummings’ original study, revealed that virtually no change had
occurred.67

It is possible that gains were made in public acceptance of the mentally
ill in the 1960s but that, as the consequences of the abandonment of the
psychotic people in the community have become apparent, no further
progress has taken place. Whatever the truth of the matter, it is obvious
that mental patients are still highly stigmatized. Branded as “psychos” in
popular parlance, they encounter great hardship in finding employment68

and generate fear as to their dangerousness. Citizens fight to exclude
psychiatric treatment facilities and living quarters for the mentally ill from
residential neighborhoods.69 The status afforded the mentally ill is the very
lowest—lower than that of ex-convicts or the retarded.70 Even after five
years of normal living and good work, according to one survey, an ex-
mental patient is rated as less acceptable than an ex-convict.71 Usually
indigent and unemployed, the chronic mental patient does not have a valued
social role. He or she rarely possesses any of the indicators of mainstream
social status: if working, the job is likely to be the most menial available;
he or she generally has no decent housing, no yard, no family, and no car.
Such patients rarely have social or sexual contact with any but other mental
patients. The chronic mental patient in our society truly has pariah status.
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Even the agencies serving the mentally ill are tainted by association.
Mental health professionals often disdain chronic psychotic patients,
preferring to work with “good therapy cases” closer to their own class
and interests.72 Psychiatrists may avoid such patients—in one sample, only
5 per cent of private psychiatric patients were schizophrenic73—and
community mental health centers often fail to address their needs. Mental
health professionals are likely to hold attitudes towards mental patients
which are similar to those of the general public; they may even be more
rejecting. In one study, mental hospital staff were considerably less likely
than members of the public to take the trouble to mail a sealed, addressed
letter which they believed to have been accidentally lost by a mental hospital
patient.74

Most tragic of all, the mentally ill themselves accept the stereotype of
their own condition. Young patients in rural Ireland viewed their
“spending time in the ‘madhouse’…as a permanent ‘fall from grace’
similar to a loss of virginity.”75 A number of studies have shown that
mental patients are as negative in their opinions of mental illness as the
general public.76 Some reports, indeed, indicate that mental patients are
more rejecting of the mentally ill than were their family members or the
hospital staff.77

LABELING THEORY

Research on the stigma of mental illness has been fueled by interest in
labeling theory. Once a deviant person has been labeled “mentally ill,”
argues sociologist Thomas Scheff, society responds in accordance with a
pre-determined stereotype and the individual is launched on a career of
chronic mental illness from which there is little opportunity for escape.78

There is evidence to support Scheff’s position. A study of the attitudes of
residents of a small New England town, published in 1963 by Derek
Phillips, shows that a normal person of an “ideal type” who is described
as having been in a mental hospital is socially rejected to a much greater
degree than is a simple schizophrenic person who seeks no help or who
instead consults a clergyman.79

In David Rosenhan’s well-known study, normal volunteers presented
themselves for voluntary admission to a dozen different psychiatric hospitals
with complaints of auditory hallucinations. Every pseudo-patient was
admitted, and although they reverted to normal behavior and denied
psychotic symptoms immediately upon admission, each one was labeled
schizophrenic at the time of discharge. Staff described the reasonable actions
of the pseudo-patients as if they were pathological. None was discharged
in less than a week—one was detained for almost two months.80 One might
reasonably conclude from studies such as these that pressures to conform
to stereotypic expectations may well influence hope of recovery and the
features of schizophrenia.
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Critics of labeling theory argue that the approach understates the
importance of the initial deviance and of the inherent pathology of mental
illness in causing a label to be attached, and that it minimizes the capacity
of mental patients to shake off the harmful effects of stigma.81 Such
criticisms may be valid, but they fail to refute the possibility that labeling
may have a significant effect on shaping the features of mental illness once
established—an effect which may be substantial in many cases. John Strauss
and William Carpenter, American psychiatrists who are authorities on the
outcome of schizophrenic illness, conclude that:
 

Labeling is an important variable affecting the course, and perhaps
the onset of schizophrenia…. Who can doubt the devastating impact
on a fragile person of perceiving that the entire social milieu regards
him (wittingly or not) as subhuman, incurable, unmotivated, or
incompetent to pursue ordinary expectations…? Can we doubt that a
deteriorating course of disorder is fostered when fundamental roles
are changed by social stigma and employment opportunities become
limited?82

 

HOW STIGMA INFLUENCES THE COURSE OF ILLNESS

Exactly how could the stigma and degradation of mental illness affect the
symptoms of schizophrenia and shape the course of the illness? Cognitive
dissonance theory helps explain this process. In outline this social
psychological theory states that:
 
(a) pieces of knowledge or ideas (cognitions) are dissonant if one

contradicts the other;
(b) dissonance is psychologically uncomfortable and motivates a person

to resolve the contradiction; and
(c) the person will actively avoid situations which increase the dissonance.
 
For example, if a woman smokes two packs of cigarettes a day, believes
herself to be reasonably strong-willed and sensible but knows that cigarettes
cause lung cancer, she may reduce the level of dissonance between these
ideas by quitting cigarettes, coming to see herself as weak-willed and foolish,
or minimizing the evidence that links smoking with cancer.

Experiments have shown the following consequences of cognitive
dissonance theory to hold true:
 
(a) After a change in opinion has been made with the aim of reducing

dissonance, the person will select from available information evidence
to confirm his or her decision, and will tend to overvalue this evidence.

(b) In the face of contradictory evidence which increases dissonance the
individual will become more active in defense of his or her belief.
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(c) If a person is obliged to state a public opinion which is contrary to his
or her privately held opinion (thus creating dissonance), there is a
tendency for the opinion to change to conform more closely with the
public statement: the smaller the external pressure to make the public
statement, the greater is the opinion change.83

 
Faced with the need to accept a diagnosis of major mental illness (and its
associated stigma and debased status), anyone with an internal sense of
relative worth and competence will experience dissonance (see Figure 8.1).
In fact, those who accept a diagnosis of mental illness tend to be people
with a sense of ill-being (dysphoria) and a poor self-image: the grandiose
and euphoric reject the illness label.84 Cognitive dissonance theory predicts
that those who choose to accept the diagnosis of mental illness will attempt
to resolve their sense of dissonance by conforming to their new outcast
status and to the stereotype of worthlessness; they will become more socially
withdrawn and adopt a disabled role. In seeking to confirm the incurable
and incapable features of their role, their psychotic symptoms will tend to
persist and they are likely to become dependent on the treatment agency
and others in their lives.

Such patterns will be even more exaggerated if the patient’s stigmatized
status is made evident by discernible physical traits; at worst these may be
the shuffle, rigid facial expression and drooling secondary to the use of
high doses of antipsychotic drugs; at the least they may include the slow
gait of the unemployed, devalued individual with nowhere to go and
nothing to do.

Under pressure to return to adequate functioning, symptoms of illness
will tend to recur as a defense against mounting dissonance. However,
gentle and gradual efforts which lead such individuals to demonstrate
publicly that they can function at a more adequate level may result in a
change in their self-concept and a movement towards labeled but competent
status. Cognitive dissonance theory thus helps explain the precarious
balance of functioning which is found in rehabilitating the chronic mental
patient. High expectations for his or her level of achievement can lead the
patient to a higher level of functioning and decreased segregation and
stigma, but they can also create an increased risk of psychotic
decompensation and hospitalization.85 We may now see why success is so
often frightening and stressful to psychotic patients.

In contrast, those who initially reject the label and status of mental
illness (and psychiatric treatment) will usually attempt to maintain their
previous occupational and social status. Any social rejection they experience
is likely to result in an increase in grandiosity and even more aggressive
avoidance of treatment. Strong efforts to compel such individuals to accept
a diagnosis of mental illness may result in superficial compliance but little
genuine change in their privately held opinion; consequently they are likely
to attempt to evade treatment at every opportunity. However, gradually
increasing involvement in a non-debasing





figure 8.1 Impact of labeling individual “mentally ill” as predicted by predicted by cognitive dissonance theory
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treatment program, coupled with a high degree of rationalization, may
lead these people to a limited compliance with treatment, provided a
dissonant label of mental illness is not forced upon them.

Thus, the patient with “insight” will tend to function less well than
expected and may become excessively dependent, while the patient who
functions well will be inclined to reject treatment. Cognitive dissonance
theory gives the mental health professional an explanation of the common
observation that he often seems to be encouraging each patient to do the
opposite of what the patient wants to do—a situation which can lead to
“burn-out” among staff and punitive attitudes towards patients. A
reduction in stigma should reduce this conflict and, more directly, result in
improved outcome in schizophrenia. If schizophrenia were a high-status
illness (as it is in some cultures), it would be less debilitating.

If we were looking for experimental verification of this viewpoint,
we would expect to find, counter-intuitively, that patients who accept
that they are mentally ill will have the worst course to their illness,
that those who reject the label from the outset might do better and that
the patients who show the most improvement will be those who accept
the label of mental illness but subsequently are able to shake it off.
This is, in fact, the finding of Edmund Doherty’s study of self-labeling
by 43 psychiatric inpatients. Patients who accepted throughout their
hospital stay that they were mentally ill were rated as showing the
least improvement; those who consistently denied that they were
mentally ill did slightly better; and the patients who began by accepting
that they were mentally ill but subsequently rejected that notion showed
the greatest gains. All three groups were equally disturbed at
admission.86

My colleagues and I tested the same hypothesis—that labeling and
stereotyping are so damaging that patients who accept that they are
mentally ill have a worse outcome than those who deny it—in a study of
54 psychotic patients living in the community in Boulder, Colorado. Our
results provide some support for this view but do not fully confirm Doherty’s
findings. Patients who accept that they are mentally ill, we found, have
worse self-esteem and lack a sense of control over their lives. Those who
find mental illness most stigmatizing have the worst self-esteem and the
weakest sense of mastery. Neither rejecting the label of mental illness nor
accepting it, by itself, leads to good outcome, it emerges: patients can
benefit from accepting they are ill only if they also have a sense of control
over their lives. Such patients are few and far between, however, since a
consequence of accepting the illness label is loss of a sense of mastery. This
is the Catch 22 of being mentally ill in Western society—in the process of
gaining insight one loses the very psychological strength that is necessary
for recovery.87

A conclusion we can draw from this research is that it is equally
important for therapists to assist patients in developing a sense of mastery
as it is to help them find insight into their illness. This is not what
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conventional treatment programs do, however. Ordinarily, a good deal
more effort is expended on persuading patients that they are ill than on
finding ways to put them in charge of their illness. Some of the programs
which are most successful at keeping patients out of hospital are
unfortunately quite controlling rather than empowering (see “Intensive
community support” in Chapter 12). To achieve real empowerment we
have to turn to programs that are run or co-run by consumers of mental
health services themselves. Some ventures of this type will be described in
Chapter 12.

SOCIAL ISOLATION

As might be expected from the humiliating living conditions of the
majority of mentally ill people and from their pariah status, Western
schizophrenic people lead lives of social isolation. Many studies have
shown that such patients have networks of social contacts which are
much more restricted than is usual in our society. Schizophrenic people
are found to have close contacts with a third to a fifth of the number of
people which is average for healthy members of the community. A third
of the chronically mentally ill have no friends at all. Schizophrenic
people’s relationships tend to be more one-sided, dependent and lacking
in complexity of content and diversity of interconnections. Although
family relationships deteriorate less than contact with friends, a
considerable disintegration of family ties does occur.88 The collapse of
the patient’s social network appears to be a consequence of the illness,
for it occurs after the first hospital admission.89

The social isolation of the Western schizophrenic person stands in
contrast to the effective social reintegration of the psychotic person in
the Third World. Although disruptive and violent individuals living in
peasant villages who have been designated “mad” do have restricted
social networks,90 the same problem does not apply, as we saw in Chapter
7, to less chronic and severely disturbed people with psychosis in the
Third World. It was pointed out in that chapter, furthermore, that social
isolation in both the developed and developing world has been repeatedly
shown to be associated with poor outcome. The recent reports on the
social networks of schizophrenic people confirm this pattern. One study
of schizophrenic people housed in New York hotels demonstrated that,
regardless of the severity of the patients’ symptoms, those with broader
and more complex social networks were less likely to be readmitted to
hospital.91

FAMILIES OF SCHIZOPHRENIC PEOPLE

The contrast between the social reintegration of people with psychosis in
the developing world and the isolation of the mentally ill in Western society
is highlighted by the plight of the families of Western schizophrenic
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individuals. The stigma that attaches to mental illness also taints the
relatives. Some react by talking to no one about the illness for years, not
even to close friends. Those who do discuss the matter openly may find
themselves snubbed by acquaintances. “Some old friends quit talking to
us,” described the mother of a schizophrenic client. “They absolutely
dropped us.” Other families respond by withdrawing socially. “We haven’t
done much entertaining because of this,” commented the parent of another
schizophrenic youth. “I’m never quite sure…he’s so up and down.” A
third of the wives in an American study followed a course of aggressive
concealment including dropping and avoiding friends or even moving to
a new residence. Another third of the wives discussed their husbands’
illness with only a select few friends or relatives.92 Although there is a
marked tendency for family members to deny the stigma, their concealment
and withdrawal point to an underlying sense of shame and lead them
into social isolation.93

In a survey of relatives of schizophrenic people in Washington,
D.C., Agnes Hatfield observed “a picture of unremittingly disturbed
family life marked by almost constant stress”94 as the consequence
of caring for a patient at home. She noted that marital disruption,
blame, grief and helplessness were common results. In a study of
British families in which a schizophrenic individual was living at
home, half of the family members reported severe or very severe
impairment of their own health as a consequence of their relative’s
psychiatric condition.95

All of the parents of the mentally ill in a discussion group at the
Massachusetts Mental Health Center “to a greater or lesser extent saw
themselves and the others as ogres responsible for the misfortune that
befell their children.”96 The burden of guilt that such relatives carry is the
result of the popular conception that mental illness is a product of faulty
upbringing. Mental health professionals, adopting this same attitude, may
see the family members as adversaries and add to their estrangement.
Carried to its logical extreme the notion of the “schizophrenogenic” family
led to the bizarre occurrence in a Colorado court of a 24-year-old man,
with the support of his psychiatrist, suing his parents for “malpractice”
which supposedly caused his schizophrenia.97 Isolated and guilt-ridden as
they are, it is not surprising that the families of schizophrenic individuals
sometimes become overinvolved with their sick relatives.98 Seeing this
interaction, mental health professionals may try to separate them,
encouraging the patient to move away from home and minimize contact
with his or her relatives. This step completes a process of social
disintegration: the patient is separated from almost everyone except other
stigmatized patients; the family members are socially isolated and feel
banished not only from the social mainstream but also from their affected
relatives.
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ALIENATION

Where pre-industrial cultures offer social reintegration with maintenance
of social status and provision of a valued social role for many of those
suffering from psychosis, Western society leaves schizophrenic people in
a state of social disintegration with pariah status and a disabled role. In
the non-industrial world, communal healing processes operate within a
social consensus which predicts recovery and minimizes blame, guilt and
stigma; whereas in Western society schizophrenia is treated through
marginal institutions with a social expectation that all concerned are to
blame and that the condition is incurable. These differences in the status,
integration and role of the mentally ill may well account for the distinctly
worse outcome for schizophrenia in industrial societies.

This constellation of problems has been described before, however: it is
encompassed by the concept of alienation. Marx writes of people in
industrial society becoming alienated from the process of working and the
product of their work, from other people and from their own human
qualities.99 Modern psychologists emphasize that alienation includes a
profound sense of meaninglessness and powerlessness.100

How does this apply to the schizophrenic individual? In the stigma of
mental illness, the most debased status in our society, we see the utmost
in painful estrangement of one human from another; and in the
schizophrenic person’s own acceptance of this same dehumanized
stereotype we witness the loss of his or her sense of fully belonging to
humankind. It is in the menial jobs which the mentally ill are most likely
to find—dishwashing, envelope-stuffing, day-laboring—that work is most
dehumanizing and alienation is most severe. But the more common fate
of the schizophrenic person—unemployment—is even worse. To stand
bored and idle, to be unable to provide for oneself, to fulfill no useful
social function, to be of little value to oneself or others—these are the
ultimate in alienation: a confrontation with the existential concern of
meaninglessness.

In one recent study, when people in community treatment for psychosis
in Boulder, Colorado, were interviewed about their lives, their principal
complaints were of boredom and (among the men) unemployment—both
rated as much more problematic than symptoms of mental illness.101

Psychotic patients, in fact, score lower than any other group on the Purpose-
in-Life Test102—a psychological measure used to detect alienation and
meaninglessness. Many professionals suspect that the high prevalence of
drug and alcohol abuse among the mentally ill—30 to 40 per cent of most
samples103—is in part a consequence of the empty lives which many
psychotic patients lead. In a study of substance use among the mentally ill
in the Boulder community, we found that those with the fewest planned
activities were the heaviest marijuana users, giving “boredom” as the
primary reason for drug use.104
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Decades ago, when we were shifting the locus of care from the hospital
to the community, we found ways to combat what we called at that time
the institutional neurosis—the posturing, the restless pacing, incontinence
and unpredictable violence which were bred by the restrictions,
regimentation and emptiness of hospital life. Humanizing the hospital
wards and establishing “therapeutic communities”, which changed the
power relationships between staff and patients and involved patients in
ward management (as described in Chapter 4), led to a reversal of this
institutionally ingrained behavior. It now appears that we have traded the
earlier institutional neurosis for a new existential neurosis which may
similarly stand in the way of recovery from the original psychotic illness.
It seems likely, however (and I will discuss this in greater detail in Chapter
12), that the same active ingredients which proved successful in reversing
the institutional syndrome—normalizing the environment and engaging
the patient in his or her own treatment—are also effective in relieving the
effect of the existential neurosis.

ORIGINS OF ALIENATION

The schizophrenic person, it appears, is among the most alienated of
industrial society, and it is in this condition that one may perceive the
causes of the malignancy of the illness. Looking beyond this, the origins
of the schizophrenic person’s alienation are to be found in the political
and economic structure of society—in the division of labor and
development of wage work. For it is these aspects of production that
have rendered the schizophrenic person—with his or her limited ability
to withstand stress, limited productive capacity and limited drive—
marginal to the industrial work force, marginal members of (what
anthropologist Jules Henry terms) “the driven society.”105

Caste systems do not perpetuate themselves. Continued enforcement of
discriminatory economic and physical sanctions is necessary to maintain
the existence of a pariah group.106 Similar political and economic pressures
are necessary to restrict the interclass mobility of members of U.S. ethnic
minority groups.107 The same is true of the low status of the mentally ill in
the West. The postwar drive to influence public opinion and increase the
community acceptance of mental patients was equivalent to earnest
attempts to adjust the status of a caste. The political motivation in some
areas, at that time, was to bring the mentally ill into the work force, in
other areas, to transfer the responsibility for their care from the state to
the community. These efforts have decreased as the political motivation
recedes. Now public policy has created the poverty, unemployment and
squalid conditions in which the mentally ill live in much of the Western
world and, indirectly, has inflamed the pessimism and alienation that are
to blame for the malignant course of schizophrenia in our society.
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SUMMARY

 
• Five out of every ten U.S. schizophrenic people are living in boarding

homes or nursing homes, in hospital, on Skid Row or in jail or prison.
• The stigma of mental illness in Western society continues to be great.
• A combination of labeling theory and cognitive dissonance theory allows

us to explain how the stigma of mental illness can lead to poor outcome
from psychosis.

• Schizophrenic people in Western society have restricted social networks
and they and their families become relatively estranged from society.

• The social plight of the Western schizophrenic person is encompassed
by the single concept of alienation, and has its roots in the division of
labor and the development of wage work.

 
 



Chapter 9
 

The incidence of schizophrenia

 
Does political economy influence the rate of occurrence of schizophrenia?
Could factors related to social class and caste or the prevailing mode of
production determine how many people develop the vulnerability to
schizophrenia? Could labor conditions, unemployment and other
socioeconomic stresses trigger the onset of the disorder? Up to this point
we have concentrated upon the course of schizophrenia—recovery from
the illness and the level of functioning achieved by chronic sufferers. The
course of schizophrenia, it has been argued, is strongly influenced by the
utilization of labor, a factor which affects the social role, status and
integration of people suffering from psychosis. At this juncture it may be
valuable to make a diversion and to examine the frequency of occurrence
of the illness and the extent to which it is affected by social, political and
economic factors.

For social factors to affect a person’s vulnerability to illness or the
course of the disorder there must be a mediating biological mechanism
which converts the social influence into a bodily response. Stressful
labor dynamics, for example, can have an impact on the course of
schizophrenia because increased stress worsens the dopamine
supersensitivity which is believed to underlie the disease (see Chapters
1 and 10). Influences on the occurrence of schizophrenia are likely to
be different from those affecting the course of the illness. If social
factors are to have an impact on the individual’s vulnerability to
schizophrenia they might do so by influencing the development of the
foetal brain or the occurrence of brain damage later in life—they might
affect such factors as maternal and foetal nutrition, maternal drug
and alcohol use, infections during pregnancy, delivery complications
and childhood infections and head trauma.

INDUSTRIALIZATION AND ILLNESS

Patterns of interaction between socioeconomic factors and the occurrence
of illness over time can be complex. Some diseases are worsened by
affluence and tend to grow in frequency with industrial progress; others
are a response to poverty and tend to decrease in incidence with the
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advance of industrialization. A number of diseases associated with
Western industrial growth, however, are influenced both by affluence
and poverty, and have been found to rise in incidence early in the process
of development and to fall in frequency later. These illnesses are initially
more common among the rich and, later, become more common among
the poor. Such diseases include thyrotoxicosis, peptic ulcer, poliomyelitis,
appendicitis and coronary artery disease (see Figure 9.1).1 The reasons
for the rise and fall in incidence vary from condition to condition but,
in general, they are related to a change in hygiene or diet which acts in
childhood to modify individual susceptibility and to the same factor, or
a different one, exerting an effect later in life to produce illness. For
example, people whose dietary iodine is deficient in youth are less able
to adapt to an increase in iodine intake later in life and tend to develop
thyrotoxicosis.2

The frequency of a mental disorder can vary in a similar way. Emil
Kraepelin, in 1926, described a pattern of changing occurrence for a brain
disease caused by syphilitic infection, general paralysis of the insane,
pointing out that it “was formerly uncommon, underwent a progressively
rapid increase from the beginning of the last century and for some time
now has been gradually diminishing.”3 Has schizophrenia undergone a
similar increase in prevalence followed by a decline? Does the illness first
become more common among the upper classes and then among the lower?
There is some evidence, in fact, for each element of this pattern. We can
look at this evidence in detail shortly, and examine what these curious
changes in the occurrence of schizophrenia tell us about the origins of the
illness. First, however, it is necessary to define some of the terms which
will be used.

INCIDENCE AND PREVALENCE

The incidence of an illness is the rate at which new cases occur in a
given period of time (usually a year). The prevalence of an illness is the
total number of cases, new and old, known to exist. The number in
existence at any one point in time is the point prevalence; the number
observed in a given period (say a year) is the period prevalence; and the
number of people in the population who have suffered from illness at
any time in their lives gives us the lifetime prevalence. Whereas the
lifetime prevalence is unaffected by the rate at which people recover, the
point prevalence for schizophrenia will tend to be lower in those areas,
such as parts of the Third World, where outcome from the illness is
better.

Incidence data are difficult to gather by any method other than by
counting the number of referrals to treatment agencies. Such information
on schizophrenia is therefore hard to obtain in much of the Third World,
 



Figure 9.1 Average annual mortality rate from selected diseases in England and Wales from 1901 and numbers of poliomyelitis
notifications: five-year periods
Source: Reprinted by permission of the author. From Barker, D.J.P., “Rise and fall of Western diseases,” Nature, 338:371–2.
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where health services are not comprehensively available. In U.S. studies
the annual incidence rate for treated schizophrenia is close to 0.5 per 1,000
of the general population; in Britain the figure is in the region of 0.2 per
1,000.4 The difference between the incidence in the two countries is largely
a reflection of the broader diagnosis of schizophrenia which, until the
1970s, was applied in the United States.

True prevalence may be assessed by conducting a community survey of
all the households in a given area and detecting all current cases, treated
and untreated. In carrying out such a survey the researchers may plan to
interview every person in the community or, to save time and expense,
they may evaluate only those people who are identified by key informants
(such as tribal chiefs or general practitioners) as possibly suffering from
the illness. An approximation to prevalence can also be calculated from
the number of cases in treatment at hospitals and clinics during a given
period. Again this method, which assumes that virtually all cases of a
disorder are in treatment, is inapplicable to the study of schizophrenia in
most of the Third World. Prevalence data for schizophrenia vary more
widely than incidence data—from 0.3 to 4.7 per 1,000 of the population
in studies of the United States, from 1.8 to 17.0 per 1,000 in Europe, from
1.9 to 17.9 per 1,000 in Japan and from 0.4 to 7.0 per 1,000 in the
developing world.5

While we may use incidence data to draw conclusions about what causes
the appearance of an illness, strictly speaking, we should not use prevalence
data in the same way. Prevalence figures for schizophrenia are the product
of three processes—the rate of appearance of the illness (the incidence),
the death rate of schizophrenic people (which may well be greater in the
Third World) and (except in the case of lifetime prevalence) the rate of
recovery.

A problem with comparing different studies of the occurrence of
schizophrenia, especially for Third World peoples, is that to draw an
accurate picture it is necessary to know the age distribution of each
population. Where a large proportion of the population is below age 15,
for example, and not at risk of developing schizophrenia, one should
expect a spuriously low prevalence of the illness. This source of error
would be particularly evident in the Third World, where birth rates tend
to be higher and life expectancy shorter than in the West, or in assessing
changes in the same culture over a long period of time. In order to correct
for this effect it is necessary to calculate a standardized, age-corrected
prevalence figure.

Clearly, there are difficulties associated with assessing changes in the
frequency of an illness over time or comparing rates between different
parts of the world—incidence versus prevalence, point prevalence versus
lifetime prevalence, community survey versus treatment statistics, narrow
versus broad diagnosis and age-correction differences. It is not surprising
that the statistics vary substantially and it is clear that we have to be
cautious in interpreting the available data.
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Bearing this point in mind, we may return to the issue of variations in
the occurrence of schizophrenia over time and what they tell us about
links between the illness and society.

WAS SCHIZOPHRENIA RARE BEFORE THE EIGHTEENTH
CENTURY?

Is schizophrenia, like death and taxes, an unavoidable part of human
existence? Psychiatrist Fuller Torrey argues that it is not: he suggests that
schizophrenia may not have existed prior to the eighteenth century.6 Several
other authors disagree, however.7 There is evidence, for example, that the
inhabitants of ancient India and Rome distinguished conditions like
schizophrenia from those resembling mania, depression, catatonic stupor
and delirium.8 It is an open question, however, whether schizophrenia
was less common before the eighteenth century.

The records of Richard Napier, an English mediaeval physician who
specialized in the care of the mentally ill, suggest that the condition
closest to our modern category of schizophrenia, “mopishness,” was
not common in his day.9 British psychiatrist Edward Hare argues that
there was a real increase in the occurrence of schizophrenia during the
nineteenth century. Not only did the total number of the insane
occupying the asylums increase throughout the Victorian era, but so
did admission and first-admission rates. First admissions more than
tripled between 1869 and 1900.10 As an editorial in the London Times
of 1877 quipped,
 

if lunacy continues to increase as at present, the insane will be in the
majority, and, freeing themselves, will put the sane in asylums.11

 
Many of the Victorian asylum superintendents, caught, as it seemed, in
an upward spiral of lunacy, were at pains to point out that this trend
was an artefact of increasing recognition of those in need of treatment,
and not an indictment of their attempts at prevention. Others, like
Daniel Hack Tuke, believed that there was an actual increase in mental
disorder brought about by the spread of poverty.12 Dr. Hare, like Dr.
Tuke before him, argues that increased recognition of insanity cannot
explain a sustained growth rate on such a scale over several decades. If
increasing numbers of mild cases were being admitted to the asylums,
he contends, one would expect to find decreasing death rates and
increasing recovery rates, and this was not the case. Hare points out,
moreover, that the greatest increase was in “melancholia,” the
nineteenth-century condition which most closely matches the modern
diagnosis of schizophrenia.13

In a recent article, Dr. Hare argues that it was primarily the early-onset
type of schizophrenia which increased during the nineteenth century. He
suggests that some new biological factor, such as the mutation of a virus
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or a change in the immunological defenses of the general population,
occurred and caused an increase in schizophrenia around 1800.14

Even at the end of the nineteenth century, schizophrenia appears to
have been relatively rare. Psychiatrist Assen Jablensky reports that only 9
per cent of men and 7 per cent of women first admitted to the University
Psychiatric Clinic in Munich in 1908 were diagnosed as suffering from
dementia praecox (the contemporary term for schizophrenia). Since Emil
Kraepelin himself (the psychiatrist who defined dementia praecox)
evaluated some of these cases, it is unlikely that missed diagnosis accounts
for the low prevalence of the disorder among the admissions. The
occurrence rate for the diagnostic categories most likely to have included
schizophrenia was low among other nineteenth-century asylum
populations, also. The greatest increase in institutionalized cases of
schizophrenia, Dr. Jablensky suggests, may well have occurred in the present
century.15

We have to be cautious, however. Historical information faces the
same problem as present-day Third World data—the low incidence rates,
in each instance, may be a result of restricted access to treatment, and
the low prevalence rates may be due to the same problem and to higher
death rates and more rapid recovery of people with the illness. They
may bear relatively little relationship to the actual occurrence of new
cases during the period in question. On balance, though, it seems
probable that schizophrenia did become more prevalent during the
nineteenth century, presumably in response to socio-environmental
changes associated with the Industrial Revolution; possible biological
mediating mechanisms include nutritional, immunological and
infectious causes.

IS THE INCIDENCE OF SCHIZOPHRENIA ON THE DECLINE?

A number of researchers have pointed out that the incidence of
schizophrenia appears to be on the decline. The studies which examine
changes in the incidence of schizophrenia since 1960 are listed in Table
9.1.16 About three-quarters of these studies indicate a decrease in the
incidence of the illness since 1960, and about a quarter reveal no change
or an increase. All of the studies rely upon data gathered from treatment
services, counting patients diagnosed as suffering from schizophrenia who
are admitted or making treatment contact for the first time; the figures
are age-standardized in only a few instances. The observed changes could
be artefacts, therefore, rather than true changes in the occurrence of
schizophrenia.

It is possible, for example, that a diagnostic shift from schizophrenia to
another diagnostic category could account for a decrease in the observed
occurrence of schizophrenia.17 Australian psychiatrist Gordon Parker and
his co-workers found that the decrease in the treated incidence of
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Table 9.1 Changes in the incidence of schizophrenia since 1960
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schizophrenia in New South Wales was accompanied by an increase in the
diagnosis of manic-depressive illness following the introduction of lithium
carbonate.18 Some other studies show a similar increase in the prevalence
of affective psychoses,19 but many do not. A recent study provides quite
strong evidence suggesting that the changing incidence of schizophrenia is
an artefact of a diagnostic shift. Researchers in Edinburgh, Scotland, have
found that the proportion of patients who were diagnosed as schizophrenic
by hospital psychiatrists at the time of first admission decreased by 22 per
cent between 1971 and 1989. When diagnoses for these patients were
made according to a computer algorithm, however, there was no such
decline; in fact there was a small increase in the proportion diagnosed
with schizophrenia.20

Another source of error may arise from an increase in the number of
cases missed by traditional treatment-based statistics.21 It is likely that the
increased use of antipsychotic drug treatment has led to a greater number
of psychotic patients in Europe and elsewhere being treated successfully
by general practitioners. These people, consequently, may never be referred
to any type of psychiatric treatment agency or included in service-based
incidence statistics.22 Similarly, more psychotic people these days may escape
any kind of treatment and, instead, lead eccentric, seclusive lives, live as
vagrants, stay in shelters for the homeless or get arrested and jailed. An
incidence study of schizophrenia in Nottingham, England,23 for instance,
found that 10 per cent of the sample of cases which were ultimately detected
were missed by the original screening procedure as they were only fleetingly
in contact with the treatment facilities; further cases with no contact at all
with the formal psychiatric treatment system would have escaped detection
altogether.

If there is, in fact, any true decrease in the incidence of schizophrenia,
the finding could give us important clues as to the causes of the illness.
Possible biological mechanisms would include a decrease in the fertility of
people with schizophrenia, a change in the population’s immunity to an
infectious agent and a decrease in brain damage resulting from
improvements in obstetric care.

It is not likely that there has been a recent decrease in the fertility of
people with schizophrenia. For the incidence of schizophrenia to decrease
throughout the 1970s, it would have been necessary for a change in the
fertility of schizophrenic people to be in effect through the 1950s. The
decrease in the use of hospital confinement for the mentally ill since the
mid-1950s makes it more likely that fertility has been increasing rather
than decreasing among schizophrenic people. The fertility of schizophrenic
patients, moreover, is unlikely to have a major impact on the incidence of
the illness because only 11 per cent of people with schizophrenia have a
schizophrenic parent.24

Changes in hygiene have produced changes in the general population’s
immunity to various infectious agents. Poliomyelitis is an example of an
illness whose prevalence increased with industrialization as a result of
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changes in hygiene (see Figure 9.1): improvements in sanitation delayed
exposure to the poliovirus until later in life, when the virus is more
dangerous.25 Similar changes in immunity or exposure to viral infection
might account for the reported changes in the prevalence of schizophrenia.

Developments in obstetric practice may similarly account for the
observed changes in the incidence of schizophrenia. The postwar decline
in early neonatal mortality rates in England and Wales is paralleled by the
subsequent fall—twenty years later—in the first-admission rate for
schizophrenia in the 1960s and 1970s.26 This possibility is discussed at
greater length below.

In summary, schizophrenia may or may not be on the decline in Western
industrial countries. If it is, possible underlying biological mechanisms
would include changes in immunity to an infectious agent or
improvements in obstetric care. Next we should look at the remaining
element of the complex pattern of changing occurrence of the illness
over time—changes in the rate of occurrence of the illness in different
social classes.

CASTE AND CLASS

As with thyrotoxicosis, poliomyelitis, coronary artery disease and certain
other illnesses, schizophrenia may initially increase in incidence among
the upper classes as industrialization progresses and then switch to being
predominantly a lower-class disease.

The evidence for the increased rate of schizophrenia in the lower
classes in cities of the industrial world was presented in Chapter 2. At
that juncture it was pointed out that the social-class gradient for
schizophrenia was rarely found in rural areas, a fact which eliminated
the likelihood of a selective, genetic cause. The drift of schizophrenic
or pre-psychotic individuals into lower-status occupations might partly
explain the concentration of schizophrenia in the poorer classes, but
there is an important observation which forces the conclusion that some
class-specific stress must additionally be at work—the social-class
gradient for schizophrenia appears to slope in the reverse direction in
peasant cultures and in non-industrialized parts of the world.

The province of Lazio in Italy in the early 1950s, for example, although
it included the city of Rome, sustained a largely rural population, many of
whom were peasant farmers. An analysis of all reported cases of mental
illness in the province between 1951 and 1955 revealed that schizophrenia
was most commonly reported in the better educated, clerical workers and
professionals.27 One must expect, however, significant underreporting of
psychosis in peasant communities and this factor may account for the
observed findings in Lazio. A similar pattern, though, has been noted in
other economically underdeveloped areas.
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Several studies from India have made the observation that
schizophrenia is more common among high-caste members than among
the lower castes. First admissions for schizophrenia to the only public
mental hospital in Bihar state in 1959 and 1960, according to psychologist
Sharadamba Rao, were much higher among the rich Bania merchant
caste, the urbanized and upwardly mobile Kayasthas (many of whom
are in managerial and government jobs) and the educated Brahmin and
Rajput landowners than among the lower-caste peasants who work the
land themselves—the Kurmis, Goalas and Koiris—or among the low-
caste Telis and the untouchable scheduled castes. The incidence of treated
schizophrenia was nearly fifty times greater among the Banias in this
study and more than ten times greater among the Kayasthas than in the
lowest castes.28

These differences might be explained by a greater tendency for the more
educated castes to refer their relatives for Western-style psychiatric
treatment. That this explanation is not sufficient is shown by three door-
to-door psychiatric surveys which confirm the greater prevalence of
schizophrenia among the higher castes in India. The field survey of villages
in West Bengal conducted by D.N.Nandi and his colleagues found the
prevalence of schizophrenia among Brahmins (at 7.2 per 1,000) to be four
times greater than among the untouchable scheduled castes (1.8 per 1,000)
or the non-stratified Munda and Lodha tribesmen (1.3 per 1,000).29 In a
house-to-house survey of rural, semi-rural and urban inhabitants of the
Agra region of Uttar Pradesh, conducted by K.C.Dube and Narendra
Kumar, schizophrenia was shown to be three or four times more prevalent
among the high-caste Brahmins and Vaishes than among the lowest castes.30

The field survey of M.N.Elnagar and his co-workers in rural West Bengal
revealed that schizophrenia was more common in the high-caste paras
(neighborhoods) of the village. The para occupied by high-caste Singha
Roys, where a large proportion of the residents were well educated and
worked in business and professional occupations, had the highest prevalence
of schizophrenia. In the para for low-caste Mahisyas, where the proportion
of people working in agriculture was highest, no schizophrenic people
could be found.31

The Third World inverted social-class gradient appears to switch to
the usual Western pattern of occurrence as the society becomes
industrialized. In studies of the Chinese in Taiwan conducted between
1946 and 1948 by psychiatrist Tsung-Yi Lin and his associates the
prevalence of schizophrenia was high in the upper classes and merchants
and increasingly prevalent with higher levels of education. By 1961–63,
however, after a period of dramatic growth in urbanization,
industrialization and education and during a spell of economic prosperity,
the patterns of illness had switched to mirror those of the West.32 These
changes are detailed in Table 9.2.
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The high prevalence rates among higher-caste Indians and the well
educated in the earlier Taiwanese study could be due to a number of factors,
but they cannot be due to the drift of pre-schizophrenic or schizophrenic
people into a different social stratum. People cannot change their caste,
nor would they drift into higher education. Many of the studies are field
surveys and, therefore, would not be influenced by differences between
groups in treatment-seeking behavior. As we shall see shortly, however,
changes in maternal nutrition and foetal and neonatal health in response
to changing social conditions could produce this pattern through a
neurodevelopmental effect.

It seems likely that the occurrence of schizophrenia in the West increased
during the last century and possible that it has peaked and has been
decreasing during the past two or three decades. In preindustrial settings
the illness is more prevalent in the upper castes and classes, but in the
postindustrial West the illness is more common in the poorer classes. Can
we explain this pattern of occurrence?

INDUSTRIALIZATION AND THE HAZARDS OF CHILDBIRTH

Obstetric complications are related to the subsequent development of
schizophrenia.33 The risk of schizophrenia in people who suffer obstetric
complications at birth has been estimated to be two to three times greater
than those who have normal deliveries.34 Some researchers argue that

Table 9.2 Prevalence of schizophrenia per 1,000 of the Taiwanese Chinese
population in 1946–8 and in 1961–3
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those who become schizophrenic following obstetric trauma tend to be
people without a genetic vulnerability to the illness.35 Others suggest
the reverse—that people with a genetic predisposition to schizophrenia
inherit a nervous-system fragility which renders brain tissue more
sensitive to the effects of oxygen deprivation or intracranial bleeding.
In the latter case, the combination of genetically based neural
developmental abnormality and subsequent nerve tissue damage leads
to the development of the illness.36 It is likely, in fact, that obstetric
complications are a risk factor for people with or without a genetic
vulnerability to the illness.

Changes associated with industrialization alter the risk of obstetric
complications differentially in the various classes. For example, obstetric
complications include problems with delivery caused by narrowing of
the pelvic birth canal. A significant proportion of women with poor
nutrition have pelvic contraction due to childhood rickets resulting from
vitamin D deficiency. Improvements in nutrition during industrial
development reach the upper classes first, but the first generation of
women who gain this benefit are relatively small in stature and at risk
of bony deformities because, as children, their nutrition was inferior.
Their children, however—the first generation to have better nutrition
from the outset—are bigger. Consequently, this first generation of more
affluent women will have relatively small pelvic dimensions and, when
pregnant, will carry large, well-nourished foetuses. The result will be
more difficult deliveries and more brain damage in the new generation
of infants.

The result may also be increased infant mortality. As we saw in
Chapter 2, even though infant mortality has decreased with
industrialization, it rises during the boom (see Figure 2.3), confirming
that it can be a complication of affluence. Increased obstetric difficulties,
then, are likely to lead to increased numbers of neonatal deaths as well
as increasing numbers of surviving brain-damaged infants. If neonatal
care improves, the proportion of brain-damaged infants which survives
will increase; infant mortality, however, may continue to be above
average.

Improvements in neonatal care, in the early phase of industrialization,
become available sooner to the upper classes. This bias increases the
tendency for children born with obstetric complications to higher-class
women to survive infancy with brain damage and for similar lower-class
children to die earlier in life. Both the increased rate of brain damage and
the increased survival rate could, in turn, lead to higher schizophrenia
rates in the upper classes.

In the later phases of industrial development upper-class women with
good nutrition from birth will have relatively large and well-formed pelvic
cavities. Further advances in obstetric care, such as Caesarean section,
which decrease the risk of foetal brain trauma, also tend to be selectively
available to the upper classes; both of these factors will eventually lead
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to lower brain-damage rates and a subsequent decrease in the incidence
of schizophrenia in the upper classes. Lower-class women do not realize
the benefits of improved obstetric care as soon. At the present time, for
example, low birth weight, an indicator of delayed intrauterine
development, premature delivery and other obstetric complications, is
more common in black infants in the United States than among white
newborn infants.37 These infants are at greater risk of schizophrenia:
studies have found that low-birthweight infants have more damage
around the ventricles of the brain (characteristically found in
schizophrenia)38 and that schizophrenic people tend to have lower
birthweights than their healthy siblings.39 The risk of schizophrenia in
the lower classes is no longer moderated by poor survival rates of infants
at risk, moreover. The black low-birthweight infants have higher survival
rates than white low-birthweight infants.

This analysis helps explain why the recent apparent decrease in the
incidence of schizophrenia has been greatest in the most prosperous regions
of the United Kingdom,40 why the districts which show no decrease in
schizophrenia have large immigrant populations with high rates of poverty41

and why Western schizophrenia rates are higher among the poor.
Differences in intrauterine development, delivery and infant survival may
contribute to the increased risk of schizophrenia in the upper classes in the
industrializing world and, conversely, to the high risk in lower social classes
and (as we shall see shortly) among the children of immigrants in the post-
industrial world.

IMMIGRANTS

Information about the occurrence of schizophrenia in immigrants
provides a test of the theory that obstetric complications arising from
social change affect the rates of the illness. Immigrants to the industrial
world from less developed parts of the globe have a higher incidence of
schizophrenia than native-born citizens. Some studies demonstrate that
the high rates of the illness are also greater than in the immigrants’
countries of origin. The common explanations for these observations
are that (a) there is a selective tendency for individuals to emigrate who
are constitutionally predisposed to develop schizophrenia and (b) the
stress of migration or living in an alien culture increases the risk of
developing the illness.42

Another possibility is that the pattern of occurrence is a response to the
same factors that appear to explain the fluctuation in occurrence with the
advance of industrialization—immigrants from poorer countries entering
the developed world encounter greater obstetric difficulties due, in part,
to changes in maternal nutrition but their infants receive better perinatal
care, resulting in the survival of increased numbers of offspring with a
heightened risk of schizophrenia. If this explanation is accurate:
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• The frequency of schizophrenia will be elevated only in immigrants
from countries where nutrition and perinatal care are worse than in the
new country.

• The incidence of schizophrenia will be greater in immigrants than in
the population of their country of origin.

• The rate of obstetric complications will be elevated among immigrants
but neonatal survival rates will also be high.

• The incidence of the illness will be greater in second-generation
immigrants than the first generation.

 
There is no shortage of evidence to demonstrate that immigrants from
poor countries to rich show high rates of schizophrenia; the data on this
point are clear. In the United States and Canada, numerous studies have
shown that successive waves of poor migrants in the first half of the
twentieth century, many of them fleeing starvation at home, exhibited
first-admission rates for schizophrenia considerably higher than those of
the general population—these included Greeks, Poles, Irish, Russians and
Swedes.43 Refugees entering Norway were ten times more likely than the
native population to suffer from psychosis.44 Afro-Caribbean immigrants
living in the London boroughs of Lambeth and Camberwell in 1961 were
three times more likely (after a correction for the age distribution of the
population) than native-born residents to be admitted to hospital with
schizophrenia,45 and many studies since that time have confirmed that the
Afro-Caribbean rate of the illness is substantially elevated in Britain.46

Hospital statistics for England and Wales show that Afro-Caribbean
immigrants and (to a lesser degree) Asian immigrants from India and
Pakistan had higher rates of admission for schizophrenia than the general
population.47

Reports of immigrant groups from more affluent countries stand in
contrast. British immigrants to Victoria, Australia, in 1959 and 1960, for
example, demonstrated an incidence of treated schizophrenia which was
similar to the native-born rate but was only a quarter of the incidence
among immigrants from southern and eastern Europe.48 European Jews
settling in Israel in the 1950s had a lower incidence of schizophrenia than
Jewish immigrants from the Middle East.49 American-born residents of
England and Wales experienced rates of hospitalization for schizophrenia
in 1971 which were lower than those for most other immigrants and close
to those for native-born residents.50 English-born immigrants to New York
State between 1949 and 1951 exhibited a strikingly lower first-admission
rate for schizophrenia than immigrants from other nations or even native-
born, white Americans.51 Immigrants were not overrepresented in a sample
of Canadian schizophrenics unless they were coming from eastern Europe
and entering a disadvantaged minority population.52 When Irish-born
patients admitted to treatment from Camberwell in 1966–67 and in 1970
were compared with a class-matched group of British-born patients the
prevalence of schizophrenia was found to be no greater in the Irish.53 These



206 The political economy of schizophrenia

observations confirm the impression that the occurrence of schizophrenia
among immigrants from countries with similar nutritional and health care
standards is not elevated.

Most researchers have emphasized that the elevated incidence of
schizophrenia among immigrants from poor countries is greater than
among the population of their countries of origin. Psychiatrist Silvano
Arieti points out that in 1949 the treated incidence rate among Italian
immigrants to New York was three times greater than the highest
incidence in Italy.54 (Diagnostic variations may account for part of this
difference.) Örnulv Ödegard found that treated schizophrenia among
Norwegian immigrants to Minnesota, prior to the 1930s, was twice as
common as among native-born Americans or among the general
population of Norway.55 The incidence of schizophrenia in Jamaica
appears to be substantially lower than among Afro-Caribbeans in
Britain.56 On the other hand, immigrants to London from Ireland, where
nutrition is no worse, do not show an increased prevalence of illness
when compared to the Irish who remain in Eire.57

If obstetric complications account for the elevated incidence of
schizophrenia among poor immigrants, we should expect to find high rates
of these complications of pregnancy and delivery among immigrant women.
This is, in fact, the case. Afro-Caribbean and Asian women in England
and Wales are more likely to die from complications of childbirth than
women in the general population.58 Asian-born women in Bradford,
England, are shorter in stature, receive less prenatal care and suffer more
complications of pregnancy than British-born women;59 and Afro-
Caribbean babies are two or three times more likely than European infants
to have a very low birthweight (indicating possible obstetric
complications).60

The infants of immigrants, nevertheless, have high rates of survival,
perhaps because of advanced obstetric care. The children of black
women in one British study did not have higher perinatal mortality
rates than those born to white mothers, but the black mothers required
more emergency Caesarean sections.61 Although perinatal mortality in
the Caribbean is about five times greater than in Britain,62 perinatal
death rates are no higher for the Afro-Caribbean infants in Britain than
for European babies.63 As with black low-birthweight infants in the
United States, neonatal survival for Afro-Caribbean low-birthweight
infants in the U.K. is actually higher than for white low-birthweight
infants.64

An increase in obstetric complications and infant survival in
immigrant women would explain an elevation in the occurrence of
schizophrenia among second-generation immigrants, but would not
contribute at all to the rate of the illness among the first generation to
arrive. The theory that obstetric complications are implicated in the
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occurrence of the illness, therefore, is strongly supported by the finding
that the rates of the illness are higher in the second generation than the
first. A number of studies have shown that second-generation Afro-
Caribbean immigrants have higher rates of schizophrenia than those
who emigrated from the home country. One study, which demonstrated
the incidence of carefully diagnosed schizophrenia among Afro-
Caribbeans in Nottingham, England, to be at least six times greater
than among the indigenous population, found that the vast majority of
these cases were second generation.65 A study in Birmingham, England,
showed that the schizophrenia rate was substantially greater in British-
born Afro-Caribbeans than among first-generation immigrants or non-
Caribbeans.66 A study of Afro-Caribbeans in south London67 confirms
that the risk of schizophrenia is substantially greater in second-
generation immigrants.

The most recent study of this issue, and one which takes particular
care to differentiate between first- and second-generation immigrants,
has established important findings: (1) the rate of first admission for
schizophrenia among young second-generation Afro-Caribbeans in
Manchester was nine times greater than among Europeans, and (2)
the rate of first admission for mental disorder in the same age group
of first-generation Afro-Caribbeans was no greater than among the
native British population—in fact the rate was a quarter of that found
for Europeans.68 The implication of these observations is that the
process of immigration itself does not increase the risk of
schizophrenia: it is the process of being born in the new country which
presents increased hazards.

The earlier studies described above, however, did find some increase in
the rate of occurrence of schizophrenia in first-generation Afro-Caribbeans
over that of the local population. It will be important to see if this proves
to be true in the future when careful efforts are made to distinguish first-
and second-generation immigrants. If it does, we will need to locate another
cause for the increased rate of schizophrenia in immigrants in addition to
obstetric difficulties. Some researchers have argued that exposure to a
novel virus in the host country may be implicated;69 a similar explanation
has been advanced for the elevated rates of infantile autism70 and multiple
sclerosis71 in immigrant groups.

Others argue that social stress increases the risk of new immigrants
developing the illness. The data presented above make it clear that it is
only immigrants who come from poor countries and enter the lowest classes
of society in the host country who experience elevated rates of
schizophrenia. Do the stresses of urban poverty, menial employment and
unemployment provoke the development of the illness? The main problem
with this explanation is that, although we know that stress can influence
the course of schizophrenia, we cannot explain how it can cause the illness.
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Stress increases the release of dopamine and, by exacerbating dopamine
supersensitivity, could increase the symptoms of schizophrenia; but there
is no known biological mechanism which would allow stress to cause new
cases of the illness. While there is good evidence that stress can trigger the
onset of an episode of schizophrenia and influence the timing of its onset,
there is no good reason to believe that it will bring on the illness in someone
who would otherwise have stayed healthy.

CROSS-CULTURAL COMPARISONS OF INCIDENCE AND
PREVALENCE

If, for example, the stresses of unemployment and wage labor could
precipitate a schizophrenic illness in predisposed individuals who would
not otherwise have fallen ill we would expect the incidence of schizophrenia
to be lower in those parts of the Third World where patterns of wage
labor have not developed. In fact, this is not the case.

It is true that the prevalence of schizophrenia is significantly lower in
the Third World. Age-corrected point prevalence or one-year prevalence
rates for studies with comparable research characteristics from the
developing world average 3.4 per 1,000 (ranging from 0.9 to 8.0 per 1,000)
compared to an average of 6.3 per 1,000 (1.3 to 17.4 per 1,000) in Europe
and North America.72 The incidence of schizophrenia, however, is not lower
in the Third World.

The recently published WHO study of the incidence of schizophrenia
conducted at twelve sites in ten different countries was described in Chapter
7. The findings of the study are striking. The rate of occurrence of narrowly
defined “core” schizophrenia, it emerges, is very similar at all the sites
studied, varying from a low figure of 0.07 per 1,000 in Aarhus, Denmark,
to a high of 0.14 in Nottingham, England. More variation is apparent
when a broader diagnostic approach is used, from 0.16 per 1,000 in
Honolulu, Hawaii, to 0.42 per 1,000 in the rural area around Chandigarh,
India.73 Even so, this range of variation is far less than would be expected
based on the earlier, non-standardized prevalence studies. The gradient of
occurrence—from the highest rate in a rural Third World setting to the
lowest rate in a large American city—is the exact opposite of what would
be expected if labor market stress directly influenced the occurrence of
schizophrenia.

Other studies conducted in Ireland74 and Germany75 using the same
standardized approach applied in the WHO study have found narrowly
defined schizophrenia to occur with incidence rates which are very close
to those identified in the WHO report. It is difficult to explain why new
cases of schizophrenia should occur at such similar rates around the world.
One thing, however, is clear—that the wide range in prevalence rates
identified in the earlier studies is probably not due to variations in the rate
of development of the disorder; it is better explained by differences in case
finding, diagnostic approaches, research methodology and death and
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recovery rates of schizophrenic people. The apparently lower prevalence
of schizophrenia in the Third World is almost certainly due to the fact that
people suffering from schizophrenia are more likely to recover quickly or
to die young in developing countries than they are in the developed world.

DOES LABOUR MARKET STRESS TRIGGER THE ONSET OF
SCHIZOPHRENIA?

It seems unlikely that the stresses of the labor market directly affect the
rate of occurrence of schizophrenia. If such stress affects the timing of
onset of schizophrenia, however, we would predict:
 

• First-time admissions to hospital for schizophrenia will increase in times
of high unemployment.

• The age of onset of the illness will be earlier in the sex which is most
adversely affected by the labor market.

 
The first of these predictions has been shown to be true—the evidence was
presented towards the end of Chapter 2. We may turn now to the issue of
gender differences.

GENDER DIFFERENCES

In Chapter 6 it was argued that the more benign course of schizophrenia
in women when compared with men may be a result of the fact that
fewer women participate in the labor force and that, overall, women
are less severely affected by labor market forces. There are no significant
differences, however, in the rate of occurrence of schizophrenia in the
two sexes in the industrial world. As the age-specific incidence rates for
schizophrenia in Monroe County, New York, indicate (see Figure 9.2),
however, this overall similarity in the rates masks the fact that there are
wide differences between the sexes in the incidence of the illness at
different ages.

The incidence of schizophrenia is roughly twice as great for men aged
15–24 years than for women of the same age. As psychiatrist John Strauss
argues, this peak may reflect the intense career and work-related stress
upon men at this stage of their lives.76 Unemployment among adolescents
is generally three times the rate for adults77 and more severely affects males,
whose participation in the labor force is substantially greater than females
at all ages.78

In the next decade of life, from ages 25 to 34 years, the incidence of
schizophrenia in women peaks. For black women the rate substantially
exceeds that of black men. While labor market stresses may play a part in
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shaping this pattern (the rank ordering of the incidence of schizophrenia
at this age, with black women highest and white males lowest, precisely
matches the unemployment rates for these groups), it is likely that other
life stresses are important. These are years of child-bearing and childrearing,
when women are called upon to make stressful role adjustments equivalent

Figure 9.2 Treated incidence rates for schizophrenia in 1970 in Monroe County,
New York
Source of statistics: Barfigian, H.M., “Schizophrenia: Epidemiology,” in H.I.
Kaplan, A.M.Freedman and B.J.Sadock (eds.), Comprehensive Textbook of
Psychiatry—III, Baltimore: Williams & Wilkins, 1980, pp. 1113–21.
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to the occupational demands placed upon men. They are also years when
many women are required to make major career changes, to enter the
labor force for the first time or to re-enter after a long absence.

CONCLUSION

As with any illness, the relationship between the changing dimensions
of society and the occurrence of schizophrenia is not simple. Labor
market stress probably does not affect the occurrence of schizophrenia
directly except, perhaps, to influence the timing of episodes and the age
of onset. Nevertheless, until a good explanation emerges for the increased
occurrence of schizophrenia in first-generation immigrants,
socioeconomic stress must remain a possible explanatory factor. The
transformation of daily life which accompanies the development of
industry, on the other hand, may well affect the rate of occurrence of
schizophrenia over time in the different castes and classes by bringing
about changes in maternal nutrition and the survival of infants. These
same influences can explain the elevated incidence of schizophrenia in
second-generation immigrants. For the past century or more we have
witnessed a tidal wave of schizophrenia sweep over the industrial world;
now, unless this is wishful thinking, it may be passing us by. Those who
have recently migrated to the West, however, are still being carried along
by the swell.

SUMMARY

 
• Some diseases rise in incidence early in the process of industrial

development and fall in frequency later; they are initially more common
among the rich and, later, become more common among the poor.
Schizophrenia seems to fit this pattern.

• The Industrial Revolution appears to have been accompanied by an
increase in the occurrence of schizophrenia.

• Schizophrenia may be becoming less prevalent in the industrial countries
in recent decades.

• In preindustrial settings schizophrenia is more prevalent in the upper
castes and classes, but in the West the illness is more common in the
poorer classes.

• These shifts in the occurrence of schizophrenia may be a result of changes
in nutrition, obstetric complications and neonatal care which accompany
the advance of industrialization.

• The risks of developing schizophrenia are greatest for the children of
those who migrate from poor countries to rich.
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• Labor market stress may influence the timing of the onset of
schizophrenia but not the incidence.

• Although the prevalence of schizophrenia is lower in the Third World
than in the West, the incidence is not.

• Women in the industrial world show a peak incidence of schizophrenia
a decade later in life than men.

 
 



Part III
 

Treatment
 
 





Chapter 10
 

Antipsychotic drugs: use, abuse and
non-use

 Hundreds of double-blind studies of the efficacy of the antipsychotic (or
neuroleptic) drugs have now been conducted. The large majority of these
studies suggest that these drugs are significantly more effective than inactive
placebos in improving the condition of people with acute and chronic
schizophrenia.1 Time after time, in many thousands of treatment settings,
clinical experience has shown that the antipsychotic drugs can bring
dramatic relief from psychotic symptoms in most schizophrenic patients.
Long-term use of these medications appears to help forestall relapse. Twice
as many schizophrenic patients will relapse if placebos are substituted for
their active medication than if they continue to take a neuroleptic drug.2

Yet the overall outcome in schizophrenia, as shown by the analysis of
dozens of follow-up studies in Chapter 3, has not improved since the
introduction of the antipsychotic drugs in 1954. How can this be?

The issue is a complex one, and we may begin to tackle it by first
addressing a related question.

WHICH PEOPLE WITH SCHIZOPHRENIA SHOULD NOT BE
TREATED WITH ANTIPSYCHOTIC DRUGS?

The antipsychotic drugs have emerged as a routine, almost automatic,
remedy in psychosis and relatively little effort has been made in psychiatry
to use these medicines selectively. One might search a long time to find a
diagnosed schizophrenic individual who has never been treated with a
neuroleptic drug. It may be better, however, to avoid the use of antipsychotic
drugs in the care of substantial numbers of these patients, but the existence
of such subgroups of schizophrenic patients has not been well recognized.

Misdiagnosed patients

Among any large group of patients labeled schizophrenic there will be
several for whom an alternate diagnosis is more appropriate. This is
particularly true for chronic patients in the United States who received
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their diagnosis before the mid-1970s, when American psychiatrists began
to distinguish manic-depressive illness from schizophrenia according to
European criteria. The history of some patients diagnosed as schizophrenic
may reveal clear evidence of the mood swings characteristic of manic-
depressive psychosis. Others may be in treatment for schizophrenia
although their hallucinations and other symptoms are more suggestive of
hysteria. In all such cases a regular review of the history and diagnosis is
warranted with a view to changing or discontinuing the medicine for a
trial period.

Drug refusers

Many schizophrenic people prefer not to take drugs. Some have grandiose
delusions and fail to recognize that they have an illness. Others dislike
the unpleasant effects of the antipsychotic drugs and would rather suffer
their psychotic symptoms. U.S. courts have recognized the right of
psychiatric patients to refuse medication even while they are detained
involuntarily under the state’s mental illness statute. Such rulings have
established that the patient’s lack of competence to make a decision about
his or her own treatment must be demonstrated (over and above the
grounds for involuntary detention) before he or she may be medicated
unwillingly.3

Seen initially by psychiatrists as “the profession’s dark hour”4 and
leading to patients “rotting with their rights on,”5 the legal constraints
placed upon physicians in the use of involuntary medication have not
proved as harmful as feared. Psychiatrists and patients alike have been
forced to weigh more carefully the benefits and disadvantages of drug
treatment in psychosis. While there are occasions when the local court
must be asked to rule whether a client is competent to refuse drug
treatment, in the majority of cases the patient and physician come to an
agreement. The psychiatrist may accept that the patient’s refusal is
appropriate, or the patient may be persuaded to accept his or her doctor’s
advice. There is now clear recognition that, for some patients, the course
of the schizophrenic illness is not so severe as to require the involuntary
use of antipsychotic drugs.

Tardive dyskinesia

The same necessity to weigh the costs and benefits of drug treatment
has resulted from the appearance of delayed neurological side effects
from the use of the neuroleptic drugs. Tardive dyskinesia comprises
involuntary movements of the lips, tongue, jaw and other parts of the
body, which may appear after a patient has been taking antipsychotic
drugs for several months or years. If the medicines are not discontinued
promptly, the condition may become irreversible. As many as a third of
outpatients taking antipsychotic drugs have been found to suffer from
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these symptoms, though they are mild in the vast majority of cases.6

Patients taking high doses of medication are at greater risk of developing
the disorder. In some cases in which tardive dyskinesia has developed,
the patient and the doctor may conclude that the disability from the
psychosis is less severe than the possible disfiguration due to the drug-
induced neurological disorder. In these cases neuroleptics are to be
avoided.

Non-responders

Ironically, among the patients who are most likely to develop tardive
dyskinesia are those for whom the antipsychotic drugs have proven least
beneficial.7 This may well be a result of the understandable tendency for
psychiatrists to give ever-increasing doses of medicine to patients who are
functioning poorly and who are not responding adequately to the usual
drug dosages. Each new crisis or relapse may lead to another dosage
increase. Unfortunately, many such patients may find themselves taking
very substantial—even incapacitating—amounts of medication to no real
benefit.

Interestingly enough, it may be possible to predict which
schizophrenic patients will respond poorly to treatment with the
neuroleptics. Different groups of researchers have independently shown
that patients who find the first dose of these drugs particularly
unpleasant are most likely to show little benefit from their use and to
relapse early. Such “dysphoric responders” react to a small amount of
the drug with depression, anxiety, suspiciousness and immobilization—
symptoms which are not alleviated (in one study, at least) by the usual
antidotes to the extrapyramidal side effects of the neuroleptics.8

(Extrapyramidal side effects—rigidity, tremor and restlessness—mimic
the symptoms of Parkinson’s Disease and may be relieved by the drugs
used to treat that condition.)

What proportion of schizophrenic patients are unresponsive to
antipsychotic drug treatment? In one British study 7 per cent of a large
group of schizophrenic patients showed no improvement with drug
treatment and a further 24 per cent relapsed within a year despite such
therapy.9 In a large study conducted by the U.S. National Institute of Mental
Health, 5 per cent of the acutely ill schizophrenic patients failed to show
improvement with drug therapy,10 and a number of American studies have
found that 10–20 per cent of schizophrenic patients relapse within six
months while in treatment with antipsychotic drugs.11 All those patients
who show no short-term benefit from drug treatment, and many of those
who relapse despite taking them, might reasonably be considered for
treatment with clozapine (a new type of neuroleptic with hazardous side
effects) or with no medication.
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Good-prognosis schizophrenia

There remains a further subgroup of people with schizophrenia as large
as all of the categories above combined, for which there are grounds to
believe that the usual drug treatment is unnecessary or even harmful in
the long run. These are the people with good-prognosis schizophrenia—
the patients who show some indication that the course of their illness will
be benign. Generally speaking, these are people whose psychotic illness
began with sudden onset later in life than is usual in schizophrenia, whose
previous work history and social functioning have been good and whose
illness has not yet become long-lasting. To understand why the
antipsychotic drugs may be contraindicated for such patients, however,
we must review some of what is known of the neurochemistry of
schizophrenia and of the action of the antipsychotic drugs.

THE DOPAMINE HYPOTHESIS

Messages flow through the central nervous system as impulses in the nerve
cells, or neurons. Where neurons link up, at the synapse, a chemical
mediator is released from one cell which transmits the impulse to the next
cell by its influence on a specific receptor. A number of these
neurotransmitters have been identified. Some, because of their particular
importance in areas of the brain concerned with the emotions, have been
quite intensively studied and have been implicated in the origin of various
neurological and psychiatric disorders. Deficiencies of norepinephrine
(noradrenalin) and serotonin at brain synapses, for example, are thought
to underlie the development of depressive illness. The predominant theory
for a neurochemical deficit in schizophrenia is that the illness is a result
of a relative overactivity of certain tracts of neurons in which the chemical
mediator is dopamine (dopaminergic tracts).

The dopamine hypothesis of schizophrenia12 is based upon two main
pieces of evidence:
 
(1) The antipsychotic drugs block the ability of dopamine receptors in

the synapse to respond to dopamine and thus reduce the activity in
dopaminergic tracts. The relative antipsychotic potency of the different
drugs, furthermore, appears to be directly proportional to the capacity
of each drug to block dopamine receptors.

(2) The stimulant drug, amphetamine, which increases the release of
dopamine and other catecholamines in the brain, will produce in
humans an acute psychosis which is very similar to schizophrenia if it
is taken in sufficient amounts. The drug will also bring about an
exacerbation of psychotic symptoms in schizophrenic patients.

 
Dopaminergic fibers are to be found in a number of major tracts in the
central nervous system. Two of these pathways, the mesolimbic and the
mesocortical tracts, are considered to be possible sites of defective dopamine
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activity in schizophrenia. A disturbance in the mesolimbic system, in
particular, can result in an inability to filter out multiple environmental
stimuli—a characteristic disorder in schizophrenia.13 Damage to the limbic
system, or electrical stimulation of this pathway, can result in a number of
other schizophrenia-like symptoms, including hallucinations, disturbances
in thinking and emotion, paranoia, depersonalization and perceptual
distortion.14

DOPAMINE SUPERSENSITIVITY

The dopamine hypothesis must accommodate itself to the repeated
finding that the amounts of the breakdown products of dopamine
(homovanillic acid and 5-hydroxyindolacetic acid) leaving the brain in
the cerebrospinal fluid are no higher in schizophrenic than in normal
people.15 In fact, one well-designed study demonstrated that the release
of dopamine products was reduced in schizophrenic people with the
worst prognostic indicators. This observation is the reverse of what might
be expected from the hypothesis that dopamine activity is elevated in
schizophrenia.

Malcolm Bowers, a researcher in neurochemistry, has neatly
explained this paradox by arguing that the elevated dopamine activity
in schizophrenia is a result not of an excess of dopamine at the synapse,
but of a supersensitivity of dopamine receptors to the effects of the
neurotransmitter. Consequently, the dopaminergic neurons are more
readily stimulated but, through a negative feedback process, the
neuronal system attempts to minimize the defect through a reduction
in dopamine turnover.16 Bowers’ hypothesis gains support from the
observation, made by several groups of researchers, that dopamine
receptor binding capacity is increased post-mortem in the mesolimbic
tract of schizophrenic people. (Although some of these reports indicate
that this finding is restricted to schizophrenic patients who were taking
neuroleptics, a larger number of studies has shown that it holds true
also for drug-free patients.17)

If the basic neurochemical deficit in schizophrenia is a dopamine
receptor supersensitivity, it would still be possible for sudden increases
in dopamine turnover to lead to an acute exacerbation of the psychosis.
Recurrent exposure to stress in mice leads to an increase in dopamine
turnover.18 If humans respond similarly, then stress-induced episodes
of psychosis in schizophrenic people could result from the effect of an
acute increase in dopamine turnover on the chronic receptor
supersensitivity.

How do the antipsychotic drugs fit into this scheme? Clearly, by blocking
the hypersensitive dopamine receptors they diminish the activity of the
neurons and reduce the symptoms of psychosis. The dopamine-blocking
action, however, eliminates the feedback process which has been keeping
dopamine turnover at a low level. With the administration of these drugs
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dopamine turnover promptly increases.19 This is not an immediate problem,
as the receptors are blocked by the neuroleptic drugs and the increase in
neurotransmitter can have little effect. There is a potential, however, for
serious long-term effects.

Chronic dopamine receptor blockade by the administration of the
neuroleptic drugs, and the consequent elevation in dopamine turnover,
have been found to produce a substantial increase in the number of binding
sites for dopamine in the brains of rats.20 That is, the drugs create an
artificial dopamine supersensitivity. There is strong evidence that the same
process occurs in humans. It is believed, for example, that tardive
dyskinesia—the delayed neurological side effect of chronic neuroleptic drug
use which occurs in a large proportion of patients—is a dopamine
supersensitivity phenomenon. Dopamine receptors in the nigrostriatal tract
overcompensate for the chronic blockade by becoming hypersensitive. The
symptoms of tardive dyskinesia (involuntary muscle movements) usually
appear after a reduction in the dose of the neuroleptic drug, as this change
exposes some of the previously blocked, supersensitive receptors to the
action of the neurotransmitter. An increase in drug dosage, on the other
hand, will block the receptors and mask the symptoms of the disorder.

A potential hazard of the neuroleptic drugs should now be apparent.
An important neurochemical deficit in schizophrenia may well be
supersensitivity of dopamine receptors. The immediate action of the
neuroleptic drugs is to minimize the effects of that deficit; on this basis
rests the great value of these drugs in psychiatry. The long-term effect of
the neuroleptics, however, may be a worsening of this crucial neurochemical
defect in schizophrenia. As in tardive dyskinesia the supersensitivity effect
may be temporary, gradually disappearing over the course of weeks or
months after drug withdrawal, or—if drug treatment continues long
enough—it may become permanent. Herein may lie one reason for the
failure of the antipsychotic drugs to produce improvements in the long-
term outlook for schizophrenic people.

For the neuroleptics to present a risk of worsening the schizophrenic
defect they would need to produce a dopamine supersensitivity not just in
the nigrostriatal tract (where they cause tardive dyskinesia) but also in the
mesolimbic pathway. Several studies now indicate that they accomplish
just this. There is an increase in dopamine binding sites in the mesolimbic
region of the brains of schizophrenia patients which is related to the extent
of their prior treatment with neuroleptic drugs.21 Clearly, this formulation,
if correct, has serious implications for drug treatment in schizophrenia.

IMPLICATIONS OF DRUG-INDUCED DOPAMINE
SUPERSENSITIVITY

We may predict that certain consequences will flow from the tendency of
the neuroleptic drugs to produce dopamine supersensitivity if they are, in
fact, worsening an underlying defect in schizophrenia. These include:
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• Psychotic symptoms will rebound after the withdrawal of antipsychotic

drug treatment to a higher level than would have been the case without
treatment. Drug-withdrawal studies which evaluate the efficacy of
neuroleptic drugs by substituting a placebo for the active drug will
therefore give an over-optimistic impression of the value of the drugs.

• The adverse long-term effects of the antipsychotic drugs will be most
evident in the case of people with schizophrenia who would otherwise
have had a good prognosis. As illustrated in Figure 10.1, the outcome
for poor-prognosis schizophrenic people is likely to be so serious that a
worsening due to drug withdrawal would be difficult to detect and the
continuous use of drugs will still offer distinct advantages for these
patients. In the case of good-prognosis schizophrenic patients, on the
other hand, drug withdrawal may worsen the course of an otherwise
benign condition and drug maintenance therapy may increase the risk
of psychosis, cause side effects or, at best, prove worthless.

 

We may examine the evidence relating to these predictions in turn.

IMMEDIATE ASSIGNMENT STUDIES

Drug-withdrawal (placebo substitution) studies may exaggerate the
long-term benefits of the antipsychotic drugs on the course of
schizophrenia. In particular, they may give a spurious impression of
the value of drug treatment for good-prognosis patients which is the
reverse of their real long-term effect (see Figure 10.1). Accordingly,
the only drug studies which would be expected to give an accurate
reflection of the efficacy of the neuroleptic drugs in schizophrenia are
those which:
 
(a) assign patients to drug or placebo treatment at the beginning of the

study (immediate assignment studies) and do not withdraw neuroleptic
treatment part-way through the study; and which also

(b) distinguish between good-prognosis and poor-prognosis patients.
 

Such studies are few.

Rosen and associates

Psychopharmacology researchers Bernard Rosen and David Engelhardt
and their co-workers followed a group of over 400 schizophrenic
outpatients of a New York clinic for between four and eight years. They
divided the group into good- and poor-prognosis categories on the basis
of their own “Hospital Proneness Scale” which measured the patients’
prior social attainment, the extent of their previous treatment and their
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performance in psychological tests. The patients were randomly assigned
at the very outset of the study to treatment with either a placebo or one of
two antipsychotic drugs, chlorpromazine or promazine. The subsequent
hospital admission rate indicated that the neuroleptic drugs were effective
in keeping the poor-prognosis schizophrenic people out of hospital:

Figure 10.1 Postulated course of illness in good-, poor- and worst-prognosis
schizophrenic people with and without neuroleptic drug treatment and after drug
withdrawal
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For good-prognosis patients, however, drug treatment appeared to be
unhelpful or even harmful:22

Subsequently these researchers followed up the 129 patients who had been
hospitalized to see which schizophrenic patients were hospitalized for a
second time. The results were even more striking. Drug treatment proved
effective in keeping poor-prognosis patients out of hospital longer:

But good-prognosis patients treated with chlorpromazine were hospitalized
significantly sooner:23

University of California Group

In a study at Camarillo State Hospital, California, psychologist Michael
Goldstein and his associates divided a group of 54 newly hospitalized,
male schizophrenic patients into good- and poor-prognosis cases (using a
scale devised by Leslie Phillips). The patients were randomly assigned to
treatment with a placebo or an antipsychotic drug soon after admission.
After three weeks of treatment the poor-prognosis patients appeared to
benefit from taking active medication. The good-prognosis patients,
however, did better if they were taking a placebo—they improved more
rapidly and were discharged sooner. This finding was particularly true
for non-paranoid, good-prognosis patients.24 The researchers uncovered
a similar pattern of response when they repeated their study with a new
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sample of 24 good-prognosis, male schizophrenic patients—neuroleptic
drugs failed to benefit the non-paranoid, good-prognosis patients in three
weeks of treatment.25 Unfortunately, no long-term follow-up of the patients
in either of these studies was done.

Interestingly enough, this research group obtained analogous
findings when they compared the effect of high versus low doses of
antipsychotic drugs treatment on a group of 104 young, acute
schizophrenic patients. The good-prognosis patients—particularly
males—showed a negligible rate of relapse and had fewer symptoms
at the end of six months on the lower dose of medication. (Female
good-prognosis patients in this study only did well on a low dose of
medication when they were also receiving adequate family-oriented
psychosocial treatment.)26

Rappaport and associates

Eighty young, male, acute schizophrenic patients admitted to Agnews
State Hospital in California were randomly assigned on admission to
chlorpromazine or placebo treatment by Maurice Rappaport and his
co-workers. After discharge from the hospital the patients were treated
with or without active medication depending, presumably, on their
clinical condition and their compliance with the psychiatrist’s
recommendation. Patients who did well on placebo treatment in
hospital tended to be treated without medication after leaving hospital
and to be good-prognosis schizophrenic people with a history of good
functioning before admission. Placebo treatment failures were likely
to be given active medication after discharge. At three-year follow-up
the patients who took a placebo in hospital and were off medication
as outpatients showed the greatest clinical improvement and the lowest
levels of pathology and functional disturbance. They also had the lowest
rate of rehospitalization:

The superiority of the placebo/no medication group to the chlorpromazine/
no medication category is particularly worth noting, although part of this
difference in outcome may be due to there being a greater proportion of
good-prognosis patients in the former group. The authors of the study
conclude:
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Antipsychotic medication is not the treatment of choice, at least for
certain patients, if one is interested in long-term clinical improvement.27

 

Carpenter and associates

Good-prognosis schizophrenic patients with adequate records of prior work
and social functioning and a short history of illness were selected for a study
conducted at the U.S. National Institute of Mental Health by William
Carpenter and his associates. The 49 patients were treated with or without
neuroleptic medication at the discretion of their psychiatrists—the assignment
to drug treatment was fairly arbitrary but not random. The two groups were
equivalent in their prognostic ratings and had similar initial clinical
characteristics. At one-year follow-up the patients in the drug-free treatment
group demonstrated a more benign course in a number of ways:

Patients receiving drug treatment in hospital were also significantly more
likely to suffer a postpsychotic depression.

The research team who conducted this study

raise the possibility that antipsychotic medication may make some
schizophrenic patients more vulnerable to future relapse than would
be the case in the natural course of their illness. Thus, as with tardive
dyskinesia, we may have a situation where neuroleptics increase the
risk of subsequent illness but must be maintained to prevent this risk
from becoming manifest.28

 

Klein and Rosen

One study alone which fits the criteria of (a) immediately assigning patients
to a drug-free or drug-treatment category and (b) distinguishing good-
prognosis patients fails to support the picture drawn by the research cited
so far. Donald Klein and Bernard Rosen randomly assigned 88
schizophrenic inpatients of the Hillside Hospital, New York, to
chlorpromazine or placebo treatment. The researchers differentiated good-
and poor-prognosis patients by means of the Premorbid Asocial
Adjustment Scale. On rating the patients after six weeks of treatment the
investigators found that chlorpromazine was more beneficial for the good-
prognosis than for the poor-prognosis patients.
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From the standpoint of this analysis, however, the Klein and Rosen
study has two flaws. In the first place, it is not a follow-up study. It gives
the outcome of only six weeks of treatment and has no bearing on whether
drug-induced dopamine supersensitivity has a detrimental effect on the
long-term course of schizophrenia. It therefore stands in contradiction to
Goldstein’s short-term studies only, and is unrelated to the findings of the
research teams of Rosen and Engelhardt, Rappaport and Carpenter.
Secondly, the research design itself was biased against recovery in the good-
prognosis patients. The research sample was composed of patients who
were referred to the drug study after they had failed to improve in milieu
(drug-free) treatment and psychotherapy. This selection procedure would
automatically weed out the patients who could be expected to do well in
drug-free treatment.29

Goldberg and associates

The authors of another study of the effect of drug treatment in
schizophrenia—Solomon Goldberg and his associates—have also claimed
to refute many of the findings presented above. “We find no evidence,”
they argue, “that patients with good signs are not in need of drugs; instead
they profit most from drug treatment.”30 Goldberg’s research, however, is
a drug-withdrawal study; as such, it may be expected to demonstrate a
benefit for drug treatment in good-prognosis patients—but, according to
the supersensitivity psychosis hypothesis, the benefit is spurious.

May and associates

A number of studies may be found in the literature which, while not
precisely fitting the criteria established for this analysis, nevertheless yield
useful information. Philip May and his colleagues, for example, in a four-
year follow-up of over 200 first-admission schizophrenic patients showed
that 59–79 per cent of patients recovered in various drug-free treatments
(including psychotherapy and electroconvulsive therapy) and that the
successes from such treatment (presumably good-prognosis patients) did
as well in the long term as patients who were initially treated with
neuroleptics.31

Schooler and associates

Nina Schooler and her co-workers made a similar finding in another
immediate assignment drug study of a large sample of schizophrenic people
conducted through the U.S. National Institute of Mental Health. In a
follow-up of the discharged patients one year after leaving hospital the
researchers were surprised to find that “patients who received placebo
treatment in the drug study were less likely to be rehospitalized than those
who received any of the three active phenothiazines.”32
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Pasamanick and associates

We should recognize, however, that there is another immediate assignment
study which does not discriminate good- and poor-prognosis patients—
Benjamin Pasamanick’s comparison of outcome of drug-treated and
placebo-treated patients in home care—and that this report does not show
a long-term benefit to placebo treatment.33 Why should the placebo-users
in Schooler’s NIMH study have had a superior outcome? One possibility
is that there were more good-prognosis patients admitted to that study
than to Pasamanick’s. The subjects in the NIMH study typically had a
number of good-prognostic features—the illness was at an early stage,
the onset had been acute and later in life, and many of the patients were
currently or previously married.34

The Soteria Project

Another immediate assignment study of treatment in schizophrenia well
worth examining is the Soteria Project. Under the direction of psychiatrist
Loren Mosher (at the time Chief of the Center for Studies of Schizophrenia
at NIMH) and social worker Alma Menn, this project set out to compare
the effectiveness of a non-medical, psychosocial treatment program for
first-break schizophrenic patients with the drug-oriented treatment of a
community mental health center. Acutely ill patients who had previously
had no more than two weeks of inpatient psychiatric treatment were
arbitrarily assigned to treatment in a short-stay inpatient unit followed
by outpatient aftercare or to Soteria House, a home for up to six patients
in the community staffed by non-professionals. Patients in the standard
community mental health center program spent a much shorter time in
their initial period of residential (hospital) care—one month compared
with five-and-a-half months of residential care for Soteria patients.
Whereas all the mental health center patients were initially treated with
neuroleptic drugs only 8 per cent of Soteria patients received such therapy.

Follow-up, two years after admission, showed that the outcome for
Soteria patients compared quite favorably with that of the schizophrenic
patients treated by the community mental health center:
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The overall levels of psychopathology in the two groups of patients were
not significantly different at follow-up.

Mosher and Menn suggest:
 

Our data indicate that antipsychotic drugs need not be used routinely
with newly admitted schizophrenics if a nurturant, supportive
psychosocial environment can be supplied in their stead.35

 
The authors point out that their sample of patients was not composed of
particularly good-prognosis cases—they selected individuals who were
young and single, generally considered indicators of poor outlook. All
patients, however, were at a very early stage of their illness. Patients with
the fewest relapses in both treatment programs tended to have good-
prognostic features (better prior social competence and a later age of onset),
but there is no indication whether good-prognosis patients did better in
drug-free care.36

Soteria Berne

Soteria Berne, a therapeutic household for the treatment of schizophrenia,
borrows many ideas from Mosher and Menn’s Soteria Project. Established
by psychiatrist Luc Ciompi in a twelve-room house in the middle of Berne,
Switzerland, the program can accommodate up to eight patients and two
nurses. Like the California-based Soteria, the household in Berne aims to
manage people with schizophrenia in a small supportive environment using
neuroleptic medication in low doses and only in unusual circumstances.
Young people with a first episode of schizophrenia are selected fairly
randomly for admission (very agitated or involuntary patients are
excluded) from among cases presenting to the local emergency services.
Some patients with longer-lasting illness and poor-prognosis features are
also admitted.

Twenty-five people treated at Soteria Berne were compared with a
matched group of 25 similar patients treated at conventional local hospitals.
When the two groups were followed up after two years, conventionally
treated and Soteria patients had similar levels of pathology and functioning.
Soteria-treated patients, however, had used much lower doses of
antipsychotic medication—a quarter as much during the acute treatment
phase, and half as much overall. Thus the results at Soteria Berne are very
similar to those at Soteria in California.37

The weight of evidence in these immediate assignment studies suggests
that the neuroleptic drugs are unnecessary or harmful, in the long run, for
good-prognosis schizophrenic patients. Taken together with the well-
established fact that drug-withdrawal studies have consistently shown the
neuroleptics to be superior to placebos in preventing psychotic relapse,38

we now have an indication that the antipsychotic drugs produce a
heightened risk of relapse for drug-withdrawn patients. They may do this
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by worsening an underlying dopamine receptor supersensitivity in
schizophrenia. On the one hand, then, we have sound reasons to offer
good-prognosis and early schizophrenic patients an adequate trial of drug-
free treatment (and in the American and Swiss Soteria projects we have
models for doing this cost effectively). On the other hand, we have at least
one possible explanation for the failure of the antipsychotic drugs to have
a measurable impact on overall outcome in schizophrenia.

If we now look at the interactions between environmental stress and
antipsychotic drug treatment in schizophrenia we may find further reasons
for the poor showing of the antipsychotics and, in addition, useful
indications as to how we can help make low-dose or drug-free treatment
effective.

STRESS, SCHIZOPHRENIA AND DRUG TREATMENT

Stress, as noted in Chapter 1, may precipitate a psychotic episode in a
predisposed individual.39 The antipsychotic drugs, moreover, may be less
necessary for preventing relapse in schizophrenia for people living under
conditions of low social stress, and of greater utility for those in a more
harsh and demanding environment. As British social psychiatrist John
Wing writes:
 

Drug treatment and social treatments are not alternatives but must be
used to complement each other. The better the environmental
conditions, the less the need for medication: the poorer the social milieu,
the greater the need (or at least the use) of drugs.40

 
A number of pieces of research support this point of view.

A series of projects conducted through the Medical Research Council
Social Psychiatry Unit in London has shown that the relapse rate is higher
in schizophrenic patients who return home to live with critical or
overinvolved relatives than in those (the majority) whose relatives are more
supportive and less smothering. The relapse rate in the patients living in
the more stressful households is reduced by two factors: (a) restricting the
contact between patient and relatives to less than 35 hours a week and (b)
using neuroleptic drugs. For patients living in the low-stress families,
however, the relapse rate was found to be low regardless of whether the
patients were taking medicine or not. Figure 10.2 illustrates the nine-month
relapse rates for 128 schizophrenic patients (71 from low-stress homes
and 57 from high-stress families)—the combined subject groups from the
two studies.41 The rate of relapse among patients living in low-stress
households and taking no medication can be seen to be several times lower
than the rate for those schizophrenic patients who are exposed to a high-
stress environment for much of the time even when these patients are
protected by medication.
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In a later (two-year) follow-up of one of these groups of schizophrenic
patients, psychiatrist Julian Leff and psychologist Christine Vaughn found
that neuroleptics did eventually appear to be of some benefit to the patients
in low-stress homes. The researchers speculated that the drugs were of
value in protecting these patients against additional sources of life-event
stress (e.g. job loss) to which they were exposed independently of the fact
that their home environments were warm and supportive.42 Dr. Leff and
Dr. Vaughn had demonstrated in an earlier piece of research that relapse
was unavoidably common in schizophrenic patients living in high-stress
homes but that relapse in patients in low-stress homes was only likely to
occur if they were subjected to additional independent stressful events.43

One may conclude from these findings that neuroleptic drugs are less
necessary for schizophrenic patients living in environments which are both
supportive and also somewhat protective in warding off unpredictable
stresses.

The therapeutic effect of a warm and non-critical relative has been
 
 

Figure 10.2 Relapse rates of schizophrenic patients in high- and low-stress families
Source: Vaughn, C.E. and Leff, J.P., “The influence of family and social factors on
the course of psychiatric illness: A comparison of schizophrenic and depressed
neurotic patients,” British Journal of Psychiatry, 129:125–37, 1976.
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demonstrated in two further studies carried out by the same group of
researchers. Heart rate and skin conductance tests showed that
schizophrenic people had a higher level of arousal than normal
individuals, irrespective of whether the patients were living in high-stress
or low-stress households. This heightened level of arousal dropped to
normal in a person with schizophrenia when in the company of a non-
stressful relative but continued at an elevated rate when in the company
of a critical, overinvolved relative. The finding held true for both acutely
psychotic patients44 and those in remission.45 The neuroleptic drugs
similarly are known to decrease the level of arousal in people with
schizophrenia—a property which is thought to contribute to their
antipsychotic effect. This evidence, then, also implies that the neuroleptic
drugs may be less necessary where the social environment is therapeutic
and non-stressful.

The level of arousal in schizophrenic patients in hospital or residential
treatment can be controlled by creating an environment which is optimally
stimulating and supportive. In such a setting drug treatment is minimally
necessary. Long-stay hospital patients withdrawn from low-dosage
maintenance drugs, according to psychologist Gordon Paul’s review of
the published research, rarely show harmful effects, and a majority of
the relevant studies indicate that drug treatment is not necessary for
such patients when they are in a progressive psychosocial treatment
program.46

One such study is Gordon Paul’s own report on a drug-withdrawal
project involving 52 severely incapacitated, long-stay schizophrenic patients
from an Illinois state hospital. The patients were transferred to two active
psychosocial treatment programs and matched groups were assigned to
either continuation of their usual drugs or to placebo substitution. Staff
and patients were not even aware that a drug study was in process. After
four months the drug-withdrawn patients were doing as well as those on
drugs (initially, in fact, the drug-withdrawn patients had responded more
rapidly to the treatment program).47 By the end of the six-year experimental
program, 85 per cent of the schizophrenic patients in psychosocial treatment
were still off drugs.48 Why was drug-withdrawal supersensitivity psychosis
not a problem with these patients? Perhaps because, in this instance, they
were generally taking only moderate to low doses of medication before
withdrawal.

Research cited earlier in this chapter—William Carpenter’s study at the
National Institute of Mental Health, Loren Mosher’s Soteria House and
Luc Ciompi’s Soteria Berne—has demonstrated that the same observation
holds true for young acute schizophrenic patients. Active, individualized,
psychosocial treatment programs render antipsychotic drug therapy less
necessary for a substantial number of patients.

One prominent, recent study might be seen as conflicting with the
general trend of this research. The study, by Solomon Goldberg with
his associates in the NIMH Collaborative Study Group, was discussed
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earlier in the chapter when it was mentioned as showing that the relapse
rate of schizophrenic patients withdrawn from antipsychotic drugs was
greater than that of patients who continued the drug treatment. Another
aspect of the research report is relevant here. At the time of discharge
from hospital these patients were randomly allocated to either routine
outpatient care or to a more intensive program of sociotherapy—major
role therapy, a combination of social casework and vocational
counseling. The researchers found that, overall, the intensive
sociotherapy was ineffective. This was because the therapy helped some
patients and hindered others. Mildly ill patients benefited and more
severely ill patients relapsed sooner if they were receiving intensive
sociotherapy.49 Patients taking antipsychotic drugs responded well, but
those taking placebos had a worse community adjustment if they were
in major role therapy.50

At first glance it appears that these results contradict the evidence for
the benefits of psychosocial treatment in schizophrenia, but on closer
examination this does not prove to be the case. The psychosocial treatment
programs in Gordon Paul’s study or on William Carpenter’s research ward
or at Soteria House were comprehensive attempts to shape a total
therapeutic residential environment in such a way as to maximize the
psychotic patients’ chances of recovery. Major role therapy, on the other
hand, consisted of outpatient treatment delivered to schizophrenic patients
living in any one of a number of community locations. The patients in this
“intensive” therapy program were seen, on average, only twice a month.51

The main thrust of the therapy was to urge “the patient to become more
responsible and to expand his horizons.”52 The authors appropriately
conclude that the major role therapy was probably too intrusive and
stressful for the marginally functioning patients and that its toxic effect
was similar to the influence of the critical and overinvolved relatives in the
British studies of the family environment of schizophrenic patients cited
above.

By way of contrast, some forms of outpatient therapy which do aim to
reduce the stresses in the patients’ environment have proved successful.
Julian Leff and his co-workers were able to minimize the impact of critical
and overinvolved relatives on schizophrenic patients through family therapy
and thus to reduce the relapse rate in these patients.53 New Zealand
psychiatrist Ian Falloon in association with a team of researchers in
California achieved a similar result working with the families of
schizophrenic patients in their homes—family-treated patients showed
fewer psychotic symptoms and fewer relapses.54

We may conclude that when people with schizophrenia are in an
environment which is protective but not regressive, stimulating but not
stressful, and warm but not intrusive (whether it be their own family home
or a residential treatment unit) many of these patients will need less
antipsychotic drug treatment. On the other hand, people with schizophrenia
who are exposed to significant stress (whether it be status loss, intrusive
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relatives, overenthusiastic psychotherapy or hunger, cold and poverty)—
such patients will have a high relapse rate and will require substantial
doses of neuroleptic drugs to achieve adequate functioning levels.

Many patients, of course, do not choose to be in a highly protective
setting—they prefer independence. Life cannot be made stress-free unless
one chooses to withdraw from the excitement of daily living. In practice,
for most patients drug-free treatment is not feasible. Even in the best
community treatment systems there is a place for the judicious use of
antipsychotic medication. A reasonable goal for the majority of people
with schizophrenia is to use moderate doses of medication which lead to a
genuine improvement in quality of life without adding to life’s hardships.

In Western society in recent decades, nevertheless, too few schizophrenic
people have been placed in reasonably suitable therapeutic settings. With
the advent of antipsychotic drugs and the advance of radical
deinstitutionalization policies, too many have been thrust into highly
stressful environments. As we saw in Chapter 8, around a third of all
schizophrenic people in the United States exist in settings which scarcely
pretend to be therapeutic—in jail, on Skid Row, in nursing homes or
boarding homes. A study of the mentally ill in Utah nursing homes, for
example, showed that their use of medication increased with time but that
their levels of activity decreased.55

Here we find another explanation for the failure of the drug-treatment
era in psychiatry to usher in improved outcome in schizophrenia. In the
rush to transfer patients to the community—to cut institutional costs
regardless of the social costs—the antipsychotics have been used not as an
adjunct to psychosocial treatment, as John Wing recommends, but as an
alternative to such care. Too often the psychiatrist is called upon to wedge
the schizophrenic patient into an ill-fitting slot because an appropriately
therapeutic setting is not available, affordable or even considered feasible.
In these circumstances the prescription becomes, in a sense, a political
document.

THE REVOLVING-DOOR PATIENT

The ascendancy of psychopharmacology over psychosocial treatment is
epitomized by the revolving-door patient. This creation of the neuroleptic
era has become a focus of public concern—the central character, for
example, in a series of New Yorker articles and the subject of a ground-
breaking court decision. Sylvia Frumkin’s ten admissions to Creedmoor
Hospital, New York City, by age 31, her multiple hospital admissions
elsewhere, and her family’s consequent suffering, all documented in the
New Yorker,56 represent nothing unusual. Not uncommonly, several times
in one year the same patient will be medicated back to sanity in an
American public hospital and discharged to an inadequate environment,
placed in an unworkable setting or simply released to live on the street
with the full knowledge that readmission will shortly be necessary.
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Such a case was Kathy Edmiston. In a hearing concerning her
circumstances in the Probate Court of Denver, Colorado, in 1980, Judge
Wade commented:
 

On virtually innumerable occasions respondent has been certified
and institutionalized for short periods of time (during which periods
her condition has been stabilized by use of medication in a structured
setting). She has then been placed either on out-patient status or in a
nursing home. She then becomes sufficiently ill that she is picked up
or delivered to the emergency room at Denver General Hospital,
placed under certification, and the process begins again. Without
even a minimally adequate treatment program, respondent and others
like her will continue to be victims of their own inadequacies (often
including their delusional systems) and will be targets for the influence
and exploitation of others. For example, the behavior of this
respondent in the community, which is related to the nature of her
mental illness, has made her the victim of physical, sexual, and
financial exploitation.57

 
The judge ruled that the next time this patient was certified the mental
health agency must establish a suitable program for her treatment.

SIDE EFFECTS

There are further reasons why we should not continue to emphasize drug
treatment at the expense of environmental considerations—why we should
use comprehensive psychosocial approaches to minimize the use of the
neuroleptics. Many patients distinctly dislike taking these drugs. One cause
of their distaste is the side effects of the medication. Immediate reactions
to these medications may include stiffness, shakiness, restlessness or acute
muscle spasms. These symptoms may often be controlled by taking anti-
Parkinsonian medication. Other adverse reactions to some or all of the
antipsychotic drugs are blurred vision, oversedation, blunting of
spontaneity, sexual impotence and failure of ejaculation, epileptic seizures
and disorders of the eyes, liver, blood and skin.

The long-term risk of developing tardive dyskinesia, a neurological
consequence of using neuroleptic drugs, has already been mentioned.
Another potential long-term hazard of these medicines has also caused
concern—the theoretical possibility that they may promote the development
of breast cancer. By blocking transmission in the dopaminergic nerves to
the pituitary gland, the neuroleptic drugs cause an elevation in the blood
level of prolactin. High levels of this hormone, in turn, are known to induce
the growth of breast tumors in mice and rats. Some breast cancers in women
appear to respond to prolactin in a similar way. The epidemiological data
are not yet sufficient to tell us with any degree of certainty whether women
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taking antipsychotic drugs are at greater risk of developing breast cancer
or not.58

Other possible adverse reactions to the antipsychotic drugs—and these
are also effects which could help to explain the disappointing influence of
these drugs on the long-term outlook in schizophrenia—are an increase in
postpsychotic depression and an adverse effect on learning ability. A number
of researchers have reported that schizophrenic people treated with
neuroleptics may become more depressed after their acute psychosis
subsides, possibly as a result of their drug treatment. Some authors have
observed that postpsychotic depression is associated with the slowing
(akinesia) induced by some antipsychotic drugs.59 Other reports have
disputed that these drugs increase postpsychotic depression;60 the evidence
is not strong either way. (It is possible that some of the observed
postpsychotic depression is, in fact, the depressive phase of manic-depressive
illness misdiagnosed as schizophrenia.)

The evidence is better, however, that the neuroleptic drugs diminish
learning capacity in animals, normal subjects and psychiatric patients.61

The implication of this side effect is that drug treatment may possibly
reduce the capacity of schizophrenic people to benefit from programs of
social and vocational retraining and add to their employment difficulties.

The first available example of the so-called “new generation” of
antipsychotic drugs—clozapine—has particularly serious side effects. Most
significantly, this drug poses a one-in-a-hundred or one-in-fifty chance of
causing a fatal blood disorder in which the patient’s white blood cells are
suddenly destroyed. To protect against this risk, a patient in the United
States and U.K. may collect the medication from the pharmacy each week
only if his or her white blood cell count is normal that week. Despite this
precaution, there have already been several deaths associated with the use
of this drug in the United States in the short time since its introduction (as
of writing in 1993). Interaction with other medications can cause sudden
fatal respiratory depression. Other important side effects include epileptic
seizures, weight gain, sedation, drooling and constipation.62 Why is such a
risky drug in use at all? Because it sometimes works well in reducing the
symptoms of schizophrenia when the standard antipsychotics do not.
Clozapine has a different mode of action from the standard drugs and
probably works by blocking the effects of serotonin and by blocking a
different type of dopamine receptor. If someone suffers from severe
schizophrenia they may choose to assume the risks associated with this
medicine in order to get relief from the illness, but clearly the use of
clozapine is not to be undertaken lightly.

There are good reasons, it is clear, to limit the use of the neuroleptic
drugs. All patients can benefit from a user-friendly approach which
minimizes the dosage of antipsychotic medication, and there is evidence
indicating that drug-free treatment can result in good outcome for some
people with good-prognosis schizophrenia.
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USER-FRIENDLY MEDICATION STRATEGIES

The following strategies are designed to insure that a schizophrenic patient
receives the lowest dose of medication which will improve his or her illness
and quality of life with the least risk of adverse effects.

When beginning treatment, start with a low dose of medication and
work up gradually. Blood tests to estimate the serum level of the medication
may be helpful. Serum levels are most useful when the patient is getting
little benefit from the medication and the level is reported as being low:
this lets the doctor and patient know that the poor response may be due to
inadequate dosage. If the serum level is high, this suggests that the
medication is just not effective for the patient. Therapeutic levels are not
well established for the antipsychotic medications, however, so they have
to be interpreted with a certain amount of caution.

If antipsychotic medication is ineffective, do not keep increasing the
dosage; consider stopping or decreasing it. There is a curious and not
very logical difference between the way psychiatrists think about the
antipsychotic drugs and other medication they prescribe. The first time
a patient tries a medication the psychiatrist is likely to consider this a
trial: he or she will increase the medication up to the usual therapeutic
range, observe for benefits and, if there are none, stop the drug. But this
does not happen with the neuroleptics. The use of antipsychotic drugs is
now so routine in schizophrenia that the idea of stopping them if they
are ineffective in the usual dosage range is rarely entertained; it is more
likely that the dosage will be increased instead. If the antipsychotic
medications do not work well, before turning to big doses of these drugs
try other supplementary medications, such as lithium carbonate,
antidepressants or anticonvulsants. It is especially important to avoid
increasing the medication every time the patient has an acute increase in
symptoms: there may be many reasons for increasing symptoms, one
being that the medication is ineffective. Another possibility is that the
symptoms are precipitated by acute stress; in these cases, short-term use
of a minor tranquilizer such as Valium (diazepam) is usually effective
(see below).

Be cautious about concluding that every exacerbation of the person’s
condition is due to the schizophrenic illness. Sometimes the underlying
problem is that the patient is experiencing severe restlessness as a side
effect of the antipsychotic medications. The appropriate way to treat
the resulting agitation is by reducing the neuroleptic drug or by
prescribing enough side-effect medicine. Sometimes the new symptoms
are more psychological in nature and are a result of hysteria or
dependency, in which case an increase in antipsychotic medication is
not appropriate.

When a patient is in an acute psychotic episode use minor
tranquilizer-s, not heavy doses of antipsychotic medication, to reduce
agitation and other acute symptoms (see below). In general, acutely
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disturbed patients should be given only the dosage of antipsychotic
medication that they would ordinarily need as a maintenance dose when
they are doing well. In acute treatment in the hospital, however, much
bigger doses of the antipsychotic medications are often given, sometimes
resulting in severe side effects. The subsequent reduction in dosage when
the patient has recovered from the acute episode may take much longer
than necessary.

When a patient is stable, try and establish the lowest dose of medication
which keeps the worst aspects of the illness at bay without causing
intolerable side effects. This can be done by cautiously reducing the dosage
every few weeks or months. Once this dosage has been established, it may
be necessary to stay at that level for an extended period of time.

MINOR TRANQUILIZERS IN SCHIZOPHRENIA

Acutely disturbed schizophrenic patients who are overactive and excited
or at risk of hurting others, attempting suicide or running away from
treatment may often be helped in the short run by the use of moderate
doses of the minor tranquilizers in addition to neuroleptic medication.
The belief is widespread in psychiatry that the minor tranquilizers,
including the benzodiazepine drugs, diazepam (Valium) and lorazepam
(Ativan), are harmful or at best worthless in psychosis. This is not the
case. These drugs are often effective in calming agitated psychotic
patients—more immediately so, in fact, than the antipsychotic drugs. In
some cases they even have a prompt antipsychotic action.

The effectiveness of the benzodiazepines in such cases is probably due
to a reduction in the patient’s level of arousal. It is also likely that the
benzodiazepines exert an antipsychotic effect by their action in blocking
dopamine release. They may achieve this effect by stimulating a feedback
loop (in which the neurotransmitter is gamma-aminobutyric acid) which
damps down the release of dopamine.63 Several reports have shown that
the benzodiazepines in moderate or high doses, alone or in combination
with neuroleptic drugs, are effective in controlling psychotic symptoms.64

Somewhat fewer studies have found them to be ineffective or to produce
equivocal results.65 On balance, it appears that the benzodiazepines are
sometimes effective over longer periods of time for people with
schizophrenia but, without doubt, they are most useful in calming the
acutely disturbed patient and in the acute treatment of the person with
catatonic schizophrenia who is immobilized by a high internal level of
arousal.66

A potential advantage of the minor tranquilizers over the neuroleptics
is that, by blocking dopamine release rather than dopamine receptors,
the benzodiazepines should not lead to dopamine supersensitivity, tardive
dyskinesia or prolonged withdrawal psychosis. Another advantage is that
the minor tranquilizers are much more pleasant to take than the
antipsychotic drugs and are generally free from serious side effects. A
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disadvantage is that tolerance appears to develop to the antipsychotic
action of the drugs, rendering them suitable, in most cases, only for short-
term use.

Many people with schizophrenia can benefit from a low-dose approach
to treatment and some good-prognosis patients may be suitable for drug-
free treatment. If we want to consider the latter possibility, two questions
remain to be answered: “How should we select schizophrenic patients for
treatment without neuroleptics?” and “How is such treatment to be done?”

PROGNOSTIC INDICATORS

In the course of treatment it should become obvious that some patients
are appropriate for drug-free management—those with mild psychoses
who refuse drugs or who have developed severe tardive dyskinesia, and
those who fail to respond significantly to adequate doses of the
neuroleptic drugs. If we wish to refrain, however, from using drugs on
those schizophrenic patients who have not been ill long and whose
disorder will be benign without treatment, we have a tricky task on our
hands—the task of predicting the future course of the illness. At one
extreme we can argue that as many as half of all schizophrenic people,
according to a review of drug-withdrawal studies, can survive for a
reasonable time in the community without relapse;67 and, as we saw in
Chapter 3, a similar proportion of schizophrenic people achieved good
social functioning in the years preceding the introduction of the
antipsychotic drugs. How can we predict, though, which half will do
well?

Efforts to pinpoint indicators of good prognosis have revealed that
schizophrenic patients whose illness is more sudden in onset and is a
response to a clear life stress, those whose psychosis developed late in life
and those who have functioned well before their illness developed (including
having good social relationships and getting married) are more likely to
improve and recover.68 The degree of accuracy in using these criteria to
predict outcome is not high, however; at best we can correctly sort three
out of four patients into good- or poor-outcome groups, but we would be
wrong the other quarter of the time.69

One point emerges clearly from the research—the symptoms and
clinical features of the psychotic episode are of very little value in
predicting outcome.70 Indeed, the diagnosis of schizophrenia itself does
not predict an outcome which is necessarily much worse than the
prognosis in other psychoses.71 The best indicator of future functioning,
according to two pieces of research, is the patient’s functioning before
he or she fell ill. The measure of previous competence in any one area,
furthermore, is the best predictor of functioning in that same area.
Thus, a good work record predicts good vocational functioning, good
social relations in the past point to good future social functioning and
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multiple prior hospital admissions indicate the likely extent of future
hospital use.72

In practice it is reasonable to assume that a patient who is (a) early in
the course of a schizophrenia-like illness and (b) has previously achieved a
reasonable level of functioning deserves a trial of treatment without
antipsychotic drugs. Many of these patients will eventually improve and
do well.

GOOD-PROGNOSIS SCHIZOPHRENIA VERSUS MANIC-
DEPRESSIVE ILLNESS

The objection has been raised that many or all so-called “good-prognosis
schizophrenic patients” are really misdiagnosed patients with manic-
depressive illness. The implication of this view is that we might be better
advised to treat such patients with lithium carbonate (a substance which
does not cause the same unpleasant side effects as the neuroleptics and
which is often highly effective in manic-depressive psychosis) rather than
consider drug-free treatment. It is possible that some of these good-
prognosis patients are, in fact, suffering from manic-depressive illness.
This affective psychosis characteristically begins later in life than
schizophrenia and allows patients the opportunity to develop a higher
level of social and vocational functioning. It is often difficult to distinguish
between episodes of affective illness and schizophrenia, as they share many
common features (see Chapter 1).

A number of studies have shown that good-prognosis schizophrenic
patients have a high incidence of manic-depressive illness among their
relatives—a finding which suggests that they may themselves suffer from
an affective illness.73 Some of these studies are handicapped, however, by
using an exceptionally broad concept of schizophrenia, which magnifies
the problem of inappropriately incorporating manic-depressive patients
under the label “schizophrenia.” Richard Fowler and associates, who claim
that “most good prognosis cases are variants of affective disorder,”74 appear
to have classified all psychotic patients with good premorbid histories who
were not classical examples of manic-depressive illness as “good prognosis
schizophrenia.” All of these patients had several symptoms of affective
illness and some had even suffered prior episodes of clearly defined manic-
depressive illness.75 Michael Taylor and Richard Abrams, who argue that
“good prognosis schizophrenia is frequently indistinguishable from manic-
depressive illness”76 also admit that not one of their so-called “good
prognosis schizophrenics” earned a diagnosis of schizophrenia according
to formal research criteria but that half of them satisfied criteria for a
diagnosis of mania. It seems probable, therefore, that many of these patients
with good-prognostic indicators would have been readily labeled as manic-
depressive by an astute diagnostician and never categorized as
schizophrenic.
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A more telling piece of research has been carried out by Jack
Hirschowitz and his colleagues. They selected ten good-prognosis patients
who did meet research criteria for schizophrenia and found that eight of
these patients improved during a two-week trial with lithium carbonate.
They did not, however, report whether these patients deteriorated again
after withdrawal from lithium.77 Since good-prognosis schizophrenic
patients may also improve during two weeks of drug-free treatment, it is
not possible to say whether or not the patients’ gains were attributable
to the medication.

The plainest evidence that there is, indeed, such an individual as a
good-prognosis schizophrenic patient (according to standard diagnostic
practices) is the mass of research material that forms the basis of Chapter
3. Since the turn of the century in all the developed countries, scores of
outcome studies of schizophrenia (often rigorously defined) have shown
that there is always a proportion of patients with schizophrenia who
recover. The myth that these patients are not really schizophrenic goes
back to Kraepelin’s original mistake—that dementia praecox was
inevitably a deteriorating disorder. As we have seen, Kraepelin’s error
was forced upon him by the economic and institutional conditions of his
place and time.

We may conclude that it is certainly appropriate for the psychiatrist to
screen his or her good-prognosis patients closely for evidence of manic-
depressive illness. A history of distinct, prior, extended episodes of
pathologically elevated or depressed mood is most helpful in this respect.
In some instances a clear diagnosis is not possible until the passage of time
has revealed a characteristic course of the illness. For some patients a trial
of lithium may be in order. In other cases a trial of drug-free treatment is
most appropriate.

NEUROLEPTIC-FREE TREATMENT

In modern times, the deliberate treatment of schizophrenia without
neuroleptic drugs is seldom practiced outside long-stay, private hospitals
which offer psychoanalytic therapy and can only serve the relatively
wealthy or well insured. Can such care be offered routinely in
community mental health where cost considerations are paramount?
The answer is a qualified “yes.” Does drug-free treatment necessarily
call for intensive dynamic psychotherapy by highly trained therapists?
The answer is “no.” What must be provided is an opportunity for the
acutely ill schizophrenic patient to be cared for in a non-stressful
environment which maximizes the chance for a spontaneous remission
to occur. In fact the characteristics of drug-free treatment are the same
as those of any good low-dosage approach to the care of people with
schizophrenia.
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The setting

The characteristics of a therapeutic environment for schizophrenic
patients have already been set down—warm, protective and enlivening
without being smothering, overstimulating or intrusive. In addition, as
earlier chapters of this book have indicated, the patients should be
allowed to maintain a valued social role, together with their status,
dignity and a sense of belonging to the community at large. Patients
must be able to stay in residential treatment long enough for their
condition to improve and to be free of urgency to move on. With a
week’s stay in a private psychiatric hospital ward in the United States
costing roughly the same as a round-the-world trip, it is clear that
extended, low-dosage or drug-free care must be provided in a low-cost,
alternative community setting.

Soteria House, when it was in operation, provided a model for such
community treatment. A large house in a San Francisco Bay
neighborhood, Soteria provided accommodation for six schizophrenic
people and two staff. “Recently admitted, very psychotic residents receive
a great deal of special one-to-one, or two-to-two attention,” wrote Loren
Mosher and his associates, “and performance expectations are
minimal.”78 As residents became less psychotic they participated more
actively in the therapeutic community—planning and performing
household tasks and working out interpersonal differences. Each pursued
recreational activities of his or her own choice. When compared with the
local community mental health center’s inpatient ward, Soteria was found
to be less orderly and controlling and the staff were more involved,
supportive and spontaneous.79

Despite the much greater length of residential treatment for the Soteria
patients (five-and-a-half months) than for the control group of patients in
mental health center care (one month), the average costs of treatment at
the end of the first year were almost exactly the same. One reason for this
surprising finding may be the Soteria patients’ more limited use of outpatient
care after discharge. Another reason is that the non-professional Soteria
staff were paid distinctly less than the standard salary for mental health
professionals. A further explanation is that the average period of in-hospital
care for the control group of patients—around one month—was
considerably longer than is now usual in cost-efficient, drug-oriented,
community mental health center inpatient programs.

The Soteria drug-free treatment may not be cost-effective for community
mental health programs. With some loss of therapeutic aptness, however,
similar care can be provided in a facility which is cost-efficient—a large
(15 beds), well-staffed, community-based, intensive treatment unit.
Essentially a low-cost, acute hospital ward in the community, such a facility
is described in Chapter 12. While the central purpose of an intensive
treatment house of this type is to treat all types of seriously disturbed
psychiatric patients in an affordable, non-coercive community setting, it
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can routinely be used for low-dosage treatment and occasionally for the
drug-free treatment of good-prognosis schizophrenic patients who are
admitted. Unfortunately, the high turnover of patients in such a unit, the
moderate degree of urgency to discharge patients, the large number of
residents and the fairly high level of stimulation all detract from the value
of this type of facility for treating schizophrenic patients without drugs. It
may, however, be the only affordable way that such care can be offered by
community-based agencies.

The treatment

The principles of effective care of schizophrenia are the same whether
antipsychotic drugs are used or not. If certain good-prognosis patients
are selected for drug-free treatment, however, how long should such
attempts persist before calling a halt? Patients in the Soteria Project were
generally started on an antipsychotic drug if they showed no change after
six weeks. Fewer than a tenth of their patients came to require such drug
treatment.80 In other programs the decision as to whether or not to begin
neuroleptic treatment will partly depend upon the pressure for quick results
in order to make room for new admissions and partly upon the patient’s
level of agitation and distress. Two or three weeks of drug-free trial,
however, may be sufficient for a large proportion of good-prognosis
schizophrenic patients to show considerable improvement.

As described above, the minor tranquilizers may be a useful tool in
reducing arousal in acutely psychotic patients. Other techniques of stress
reduction are equally important. Quiet areas of the treatment facility should
be available to allow patients to withdraw from an environment which
may be perceived as overstimulating. Close personal contact with staff
and other residents, reassurance and the provision of an absorbing activity
may also be valuable. Dynamic, “uncovering” psychotherapy is likely to
be too stressful and intrusive for many patients and more toxic than
beneficial. Along the same lines, expectations for the patient’s functioning
must be geared to his or her current capability—overenthusiastic
exhortations to become more active or sociable may lead to an increase in
psychotic symptoms.

Much of the patient’s treatment will involve making appropriate plans
for his or her life after discharge—finding a place to live and an occupation,
neither of which should be too stressful. Some form of supportive but
independent living arrangement and supervised or sheltered employment
(as described in later chapters) may be appropriate. For all but the most
resilient patients a gradual transition into the new living and occupational
arrangements will be required. It is useful to minimize the number of
changes at any one time and to continue “drop-in” attendance at the
residential treatment facility for some time after discharge.
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Especially where there is a likelihood that the schizophrenic patient
will return to live with his or her family, some meetings with the family
members should take place. Where the home environment is accepting,
and not stressful, the relatives will learn to be even more helpful if given
the advantage of accurate information about the patient’s illness and
guidance as to reasonable expectations for his or her performance. If the
patient’s household is found to be highly stressful, family therapy should
aim to reduce the relatives’ intrusiveness or hostility, and plans may be
made to reduce contact between patient and family or to devise alternative
living arrangements.

Therapists’ respect for the patient’s individuality will help meet his or
her need for status and independence. Using an unlocked community facility
encourages staff to find non-coercive ways to protect the patient and others
from hazards arising from psychotic thinking and behavior and poor
judgment. These measures may include increased personal contact rather
than restraint and distracting recreational activity instead of seclusion.
Such methods maintain the patient’s own reliance on self-control. Increasing
levels of responsibility and involvement in the management of the household
and concern for the welfare of other residents gives the patient a useful
social role and a sense of personal value to others.

In short, aside from a lessened emphasis on stern paternalism and an
increased emphasis on family relations, these treatment approaches attempt
to recreate the principles of moral management as practiced in the York
Retreat.

SUMMARY

 
• Antipsychotic drugs may be unnecessary or harmful in the treatment of

a proportion of schizophrenic patients; such patients include drug non-
responders and good-prognosis cases.

• Long-term treatment with antipsychotic drugs creates dopamine receptor
supersensitivity, worsening an underlying biochemical deficit of
schizophrenia.

• Withdrawal of antipsychotic drugs may cause a rebound of schizophrenic
symptoms to a higher level than would have been the case without
treatment.

• Drug-withdrawal studies, consequently, may give an overoptimistic
impression of the benefits of the neuroleptic drugs in schizophrenia.

• The majority of non-withdrawal studies indicate that people with good-
prognosis schizophrenia do as well or better without antipsychotic drug
treatment.

• Stress precipitates psychotic relapse in people with schizophrenia and
drug treatment is less necessary for patients in low-stress settings.
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• The revolving-door patient has been created by the use of drug treatment
coupled with a neglect of the psychosocial needs of the person with a
psychotic illness.

• User-friendly medication strategies promote the use of low doses of
antipsychotic medication in schizophrenia.

• The best prognostic measures give a rather crude indication of which
patients will recover without drug treatment.

• Some, and only some, people with “good-prognosis schizophrenia” in
fact suffer from manic-depressive illness.

• The principles of drug-free treatment are the same as those of any good
low-dosage approach to the treatment of schizophrenia.

 
 



Chapter 11
 

Work

 
“Of all the modes by which the patients may be induced to restrain
themselves,” wrote Samuel Tuke in his Description of the Retreat, “regular
employment is perhaps the most generally efficacious.”1 To the moral
treatment advocates, in fact, work was not merely a means to occupy
and control their charges: it was a central pillar of the moral-treatment
edifice. William Ellis, superintendent of the Hanwell Asylum, believed
that proper employment “has frequently been the means of the patient’s
complete recovery.”2 In 1830, Eli Todd wrote to the family of a patient
about to leave the Hartford Retreat in Connecticut:
 

I cannot too strenuously urge the advantage and even the necessity of
his being engaged in some regular employment which shall hold out
the promise of some moderate but fair compensation to his industry
and prudence.3

 
W.A.F.Browne, superintendent of the Montrose Royal Asylum, had this
vision, in 1837, of the perfect asylum of the future:
 

The house and all around appears to be a hive of industry. When you
pass the lodge, it is as if you had entered the precincts of some vast
emporium of manufacture: labour is divided, so that it may be easy
and well performed, and so apportioned, that it may suit the tastes
and powers of each labourer. You meet the gardener, the common
agriculturalist, the mower, the weeder, all intent on their several
occupations, and loud their merriment…. The curious thing is, that
all are anxious to be engaged, toil incessantly, and in general without
any recompense other than being kept from disagreeable thoughts
and the pains of illness. They literally work in order to please
themselves.4

 
Looking back upon such typically Victorian beliefs and dreams we may be
excused for doubting the extent to which they were grounded upon accurate
observation of the insane and for wondering how far they merely reflected
the prominent, middle-class work ethic of the day. Scottish philosopher
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Thomas Carlyle, for example, made the extravagant claim that “Work is
the grand cure of all the maladies and miseries that ever beset mankind.”5

None the less, we have seen evidence to support the moral-treatment
advocates in their emphasis on the importance of work (Browne’s fantasies
aside). As previous chapters have indicated, unemployment and material
circumstances may well be significant in the genesis of insanity, and
employment important for recovery. Work may often be crucial for the
development of self-esteem and in shaping the social role of the mentally
ill person.

RESEARCH ON WORK AND SCHIZOPHRENIA

Up to this point the evidence presented in support of this position has
been largely macrostatistical in scale. Such observations have included:
 
• increasing hospital admissions for schizophrenia during economic slumps

(Chapter 2);
• the worsening outcome for schizophrenia during the Great Depression

(Chapter 3);
• improved rehabilitative efforts under full-employment conditions

(Chapter 4);
• high cure rates for insanity during the labor shortage of industrializing

America (Chapter 5);
• better outcome for higher-class and female schizophrenic patients

(Chapter 6); and
• superior outcome from schizophrenia in the Third World (Chapter 7).
 
At this juncture it would be valuable to change the level of magnification
and to look for evidence on a smaller scale of the effect of employment
and unemployment on the individual schizophrenic person. Such evidence,
unfortunately, is sparse. Why should this be so?

A clear reason is the difficulty in devising adequate controls for such
research. If schizophrenic people who are working do well and those
who are unemployed relapse frequently, how can we tell if the
unemployment causes a deterioration in the patient’s condition or if the
patient’s severity of illness leads to job loss? When work is scarce and
few of the mentally ill are employed, it is difficult to set up an experiment
where a group of patients is maintained in employment, and it would
not be ethical to keep a control group of patients out of employment if
they were able to work.

Such problems are not insuperable, but they are compounded by the
general lack of interest within the psychiatric profession in vocational
rehabilitation. In the index to the two large volumes of the latest edition
of the American Comprehensive Textbook of Psychiatry, for example,
there are only eleven references to “Work,” “Working,” “Vocational,”
etc., but ten times as many references to “Sex,” “Sexual” and related
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items. Psychiatrists appear to have taken seriously only half of Freud’s
well-known dictum that the ability to love and to work are central
issues in the lives of men and women.6 That this lack of interest in
work is, in large part, a response to the fact that there is little work
available for schizophrenic people becomes clear when we note that
the few pieces of research which are in the literature were almost all
conducted two or three decades ago during the postwar years of labor
scarcity.

In reviewing these studies, rehabilitation experts have generally
concluded that work has a proven benefit on the course of mental illness.7

To draw this conclusion, however, requires a certain amount of wishful
thinking. Working patients do fare better, this much is clear. What is less
obvious is whether employment leads to clinical improvement or whether
higher functioning makes employment possible.

An American psychiatrist, James Stringham, for example, reviewing
the progress of 33 older male patients discharged from a large psychiatric
hospital in 1947 and 1948, found that 24 were still out of hospital at
follow-up; he concluded that having a job had contributed to the successful
rehabilitation in half of these cases.8

More persuasive evidence for the benefit of work in schizophrenia may
be found in a 1955 report by psychologist Leon Cohen of 114 chronic
schizophrenic patients discharged from a Veterans Administration hospital.
He found that patients who had a job to go to or a definite vocational
plan at discharge and those who found employment after discharge were
able to stay out of hospital longer. That work was the important element
leading to the patients’ success is suggested by his additional finding that
the severity of the patients’ psychosis at discharge was in no way related
to the likelihood of rehospitalization.9

A British study published in 1958 reports very similar findings.
Psychologist George Brown and his colleagues followed for a year 229
male patients (mostly schizophrenics) discharged from seven London area
mental hospitals. Over 40 per cent of these patients worked for six months
or more and of these nearly all (97 per cent) succeeded in staying out of
hospital. Another 43 per cent of the patients never worked at all, and of
these fewer than half (46 per cent) succeeded in avoiding rehospitalization.
Again there is a suggestion that work was more important than clinical
status in determining success, for a full third of the patients who worked
for most of the year were rated as moderately or severely disturbed and
many more had residual symptoms.10

In 1963 Howard Freeman and Ozzie Simmons published The Mental
Patient Comes Home, a comprehensive report on the fate of 649 psychotic
patients discharged in 1959 from nine U.S. state hospitals and three Veterans
Administration hospitals. Like the researchers before them, they found
that patients who were successful in staying out of hospital were
substantially more likely to have been employed than those who were
rehospitalized. They also found only a moderate degree of correlation
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between the patient’s working ability and his or her level of psychotic
symptoms.11

Psychologist George Fairweather has become well known for devising
a model community program in which psychiatric patients live together
in community lodges and work together in teams as independent
businesses providing various needed services to the community. These
programs will be discussed in more detail later in the chapter. At this
point it is sufficient to note that a follow-up study of patients in the
lodge program showed that they realized substantial benefits when
compared with a matched control group of patients who entered typical
psychiatric aftercare programs. Patients in the lodge program had
assured employment while those in routine aftercare, almost to the last
person, were unable to find full-time work. Residents of the lodge spent
five or six times as much time out of hospital as patients in the control
group. Lodge patients were more satisfied with their lives in the
community, but very little difference was found between the level of
symptoms manifested by the two groups of patients.12 We cannot
conclude from this study that employment alone led to the patients’
success, for the lodge program offered, in addition, assured
accommodation and a relatively sheltered environment coupled with
opportunities for autonomy, an important role within the lodge society
and enhanced self-esteem.

One study might be cited as failing to support the notion that
employment improves outcome in psychosis. Psychologist Robert
Walker and his co-workers developed a program of assured
employment in industry for Veterans Administration clients—both
inpatient and outpatient. They compared the progress over six months
of a group of 14 of these patients with 14 similar patients who were
placed in the hospital workshop and who were left to find regular
employment on leaving hospital. Half of the patients in each group
were schizophrenic. The researchers found no difference between the
two groups in the amount of inpatient care required during the six-
month period. The failure to find a difference in outcome, however,
may have been a consequence of the fact that the control-group
patients received the benefit of in-hospital work therapy and had
surprisingly high rates of success in finding employment after
discharge. The employment records of the two groups, in fact, were
comparable.13

As much research appears to have been done on the effects of work
therapy as on the benefits of work itself. Some writers, foremost among
them rehabilitation psychologist William Anthony, have painted a dismal
picture of the efficacy of inpatient work therapy programs.14 Such
pessimism, however, is not justified by a thorough examination of the
available research. True, one study conducted at Fort Logan Mental Health
Center in Denver found that patients placed in the hospital sheltered
workshop stayed in hospital longer than a similar group who were not
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given work therapy; rehospitalization rates for the two groups were
similar.15 Other pieces of research on the effects of work therapy,
nevertheless, are more positive.

Numerous early postwar studies revealed that institutionalized patients
who were given routine work around the hospital improved dramatically.16

We know, however, that more or less any activating experience improves
the condition of neglected, regressed, long-stay hospital patients. A more
recent study of a state hospital rehabilitation program, published in 1965,
compared patients in work therapy with a matched group in routine ward
care. The patients who received work therapy stayed out of hospital for
longer periods after discharge, or if they remained in hospital they showed
greater clinical improvement. The condition of the patients in the control
group actually worsened.17

A study of patients treated in a Veterans Administration hospital showed
that people with schizophrenia placed in the work therapy Member
Employee Program were half as likely to be rehospitalized as a control
group. Neurotic patients placed in the same program, however, showed
no benefit.18

Finally, a British study aiming to compare the outcome for
schizophrenic patients in work therapy and in occupational therapy (arts
and crafts activities) placed 50 patients randomly in the two types of
treatment. After six months the patients in work therapy showed greater
willingness and ability to work and greater skills in forming
relationships.19

Overall, these studies show that people with mental illness who are
working are more likely to stay out of hospital than unemployed patients
and they suggest that employment may contribute to the patients’ success.
Work therapy also appears to offer some benefit to people with mental
illness. The studies do not show, however, that working patients have
fewer symptoms. The provision of work may improve the social
functioning of the mentally ill, but it is not clear that it leads to
symptomatic improvement. The definitive research on the latter point
remains to be done. There is a good deal of evidence of an impressionistic
or anecdotal nature, however, suggesting that patients’ symptoms improve
if they are working regularly. The following report provides an interesting
example.
 

HELP WANTED: Ten factory workers wanted for private employment.
Must have a history of mental illness to qualify.

 
The production work force of a toy company was recruited by this

advertisement when it was run in a California newspaper in 1960. Eleven
mentally ill applicants were hired; over half of them were schizophrenic,
and all had been unemployed for a year or more. The work force proved
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to be efficient and, as the company expanded, more mentally ill people
were hired. The company’s personnel director, physician Ray Poindexter,
reported
 

that the type, severity, and duration of the mental illness was not related
to job performance. Disappearance of symptoms accompanied the
opportunity to perform for an employer who had confidence in his
employees and whose success in business depended on their work.20

 
This illustration allows us to see that there is no contradiction between the
repeated finding, on the one hand, that successfully employed patients
may be highly disturbed21 and the possibility, on the other hand, that the
patient’s condition may improve substantially with employment.

We may conclude that the limited volume of clinical research provides
moderate support for the central thesis of this book, which is based on
macrostatistical data, that the availability of employment influences
outcome in schizophrenia. If this thesis is correct, we must accept that
improvement in the course of schizophrenia requires a change in the
relationship between the mentally ill person and the labor force—a point
which has been little recognized in psychiatry. Given that a return to full
employment seems scarcely feasible in any of the modern economies of
the Western world,22 how can such a change be achieved?

To address this question, we must first examine the current status of
vocational rehabilitation for the mentally ill.

VOCATIONAL REHABILITATION PROGRAMS

Fewer than 15 per cent of the seriously mentally ill in the United States
are in full-time or part-time competitive employment.23 At least a quarter
of a million schizophrenic people in the United States, we can estimate,
are unemployed but potentially productive members of society. Sheltered
work and other vocational placements are available for fewer than a tenth
of these individuals.24 In Britain the situation is little better.25 The depressed
economy and the labor glut on both sides of the Atlantic stand in the way
of improvement in these services.

Sheltered workshops

It has become clear that industrial therapy programs cannot exist
without financial subsidies from government or other sources. Such
programs use marginally productive workers and cannot successfully
compete for work on the open market against more efficient enterprises.
This observation is well accepted in Europe, but in the United States,
where rehabilitation services are poorly funded, the hope prevails that
vocational services can break even.26 Sheltered workshops ordinarily
obtain work from industry by bidding for contracts. The work obtained
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is often a series of repetitive tasks which would lead to high staff
turnover under usual economic conditions if performed in-house by
the private company’s own employees. When business is in decline,
however, such sources of work begin to dry up. Companies may cut
back production, perform more work in-house or go out of business.
Competition for available contracts can become severe. Under these
conditions sheltered workshops may go out of business, lower their
bidding rates so far that they lose money or cut back operations and
lay off disabled employees. In the sheltered workshop of the Mental
Health Center of Boulder County, Colorado, for example, the number
of clients employed fluctuates, with economic conditions, between 35
and 50; in hard times the waiting list for placement may be several
months long.

Mental health agencies, often ambivalent about offering sheltered work
in the first instance, are unlikely to pay extra to keep it going. In
consequence, one of two things is likely to happen. Lower-functioning
clients, who require a greater subsidy, may be screened out or they may be
hired at a piece-work rate which pays so little that it is not worth their
while to work. Either way, the end result is that only the more productive
patients remain on the rolls.

Where subsidies are freely available, there is a limit to their use, for
subsidized workshops end up competing with one another. “In Wales, for
instance,” report British rehabilitation specialists Nancy Wansbrough and
Philip Cooper,
 

Remploy [a subsidized company employing the disabled] and Blind
Workshops were at one time fighting each other quite hard for
contracts. Hospital Industrial Therapy Units were also thought to be
accepting work at unrealistic prices and undercutting sheltered
workshops of every sort.27

 
Under cut-throat conditions such as these it is not surprising that many
sheltered workshops in Britain and the United States become financially
insolvent and close down.

CONSUMER-OPERATED BUSINESSES

Given the limitations of sheltered work, we might well expect that
independent businesses operated by consumers of mental health services
themselves would be a more satisfactory rehabilitation model. Such
employment would hopefully be of higher status and more rewarding
than a workshop, offer a greater variety of jobs and be more adaptable to
the clients’ needs than competitive employment. A number of effective
models, in fact, have been established along these lines.
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Remploy is a company, established in Britain in 1945, which employs
severely disabled people to produce a variety of goods. Among the company
products are furniture, knitwear, leather goods and textiles. In 1977, at 87
factories distributed across the country, nearly 8,000 disabled people were
employed. Of these, a fifth suffered from some kind of a mental disability,
but most of these employees had a developmental disability or a non-
psychotic mental disorder. Fewer than 5 per cent of all employees suffered
from a psychosis. Twenty-two of the factories at that time employed no
mentally disabled people at all.28

Some independent businesses have been established which employ only
the mentally ill. George Fairweather and his colleagues, for example,
created an innovative program of this type in the San Francisco Bay area
of northern California. The positive results of their program were
described earlier in this chapter. In 1963 a group of 15 chronic mental
patients moved from hospital into a set of former motel buildings—the
lodge. Initially under the direction of a psychologist, they organized
themselves into work teams and contracted with area residents and
businesses to provide janitorial and gardening services. Residents of the
lodge assumed such tasks as business manager and cook and, as
professional supervision and financial support were progressively
withdrawn, the lodge developed within a few years into an autonomous
and self-sufficient business enterprise.29 Several similar programs have
since been established, from Anchorage, Alaska, to Concord, New
Hampshire, usually affiliated with state mental hospitals. They have
achieved varying degrees of success. Few have developed to the same
level of autonomy as Fairweather’s original model, and many have closed
down.30

Worker cooperatives

Nowhere have consumer-run enterprises proven as successful as in the
worker cooperatives and “social enterprises” of northern Italy,
Switzerland, Germany and other west European countries. In Trieste
and Pordenone, Italy, and Geneva, Switzerland, cooperative businesses
employ a mixed work force of mentally disabled and healthy workers
in manufacturing and service enterprises. In Trieste, the consortium of
cooperatives includes a beauty shop, a bicycle rental service, a café, a
restaurant, a hotel, a leather goods factory, a furniture workshop and
even a sea-going yacht. In nearby Pordenone, the successful enterprises
include an office-cleaning business, an elegant crafts boutique, a
horticultural nursery, collecting money from public telephones, mail
delivery, landscaping, park upkeep, making park furniture, repairing
and maintaining public buildings and providing nursing aides for
hospitals and nursing homes and home help for the disabled. In Geneva,
the cooperative ventures include a publishing house, cooperative housing
and a café.31
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Some small and some large, the cooperatives compete successfully with
local businesses by bidding for and winning contracts. They employ
substantial numbers of severely mentally ill clients. In 1990, the production
of the Trieste consortium totalled nearly $4.5 million (£3 million) and, in
Pordenone, $7.5 million (£5 million). In each of these Italian consortia
about half of the regular workers are mentally ill or otherwise handicapped,
earning a full standard wage for the job and, generally, working full-time.
In addition, some mentally ill people work part-time for the cooperatives
as trainees and receive a modest rehabilitation income. Unlike most British
or American programs for the seriously mentally ill, the cooperatives
advertise widely and have high community visibility. Thus, the scale and
impact of the cooperatives exceed anything that vocational programs
generally achieve elsewhere.

Social enterprises in Germany are generally not run as worker
cooperatives, but efforts have been made to create partnerships between
workers and management. The main objective of these enterprises is to
provide permanent full-wage work for people with psychiatric disabilities.
They also employ non-disabled workers at competitive salaries. There
are more than 100 social enterprises in Germany, employing over 1,000
people. These non-profit companies are usually specialized firms
producing foods (often health foods) or technical products, or providing
domestic services, such as moving, painting and repairs and offering office
services and printing. Often about 30 per cent of the company’s net income
is derived from government subsidies in the form of wage supplements
which are awarded for each disabled worker at a diminishing rate over
three years. Unless new disabled workers are hired, subsidies dwindle
until the company has to survive on earnings alone. With careful planning
this is feasible, and only a small number of the 105 social enterprises
established in Germany in the past ten years have been forced to shut
down.32

Mental health agencies in other countries have recently been trying to
establish non-profit cooperative enterprises similar to the European
models. Monadnock Family Services in Keene, New Hampshire, has
successfully set up a consumer-owned and managed cooperative with
projects that include buying, renovating and selling two houses.33 The
Mental Health Center of Boulder County, Colorado, is attempting to
develop new consumer-employing enterprises (described below) including
a property repair business. A plan to develop a consumer-cooperative
pharmacy for the mentally ill in Boulder has been abandoned owing to
changes in Medicaid reimbursement mechanisms in Colorado, but would
be viable elsewhere (see below). Following the Italian design, a consortium
can be managed by a council of workers, professionals and business
people. Successful enterprises employ an integrated work force of mentally
disabled and healthy workers, the proportion varying with the size and
profitability of the enterprise. The necessity to be productive, cost-effective
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and self-sustaining are weighed against the desire to provide rehabilitative
opportunities for the mentally ill.

Overcoming difficulties with consumer-run businesses

Ultimately, consumer-operated businesses confront the same problems as
sheltered workshops. The available work may be quite menial. True self-
sufficiency, moreover, is difficult to achieve. The European cooperatives,
for example, use varying amounts of public subsidy. In Trieste, in 1991,
the subsidy, in the form of direct grants, donated space, rehabilitation
stipends for trainee workers and staff time contributed by the mental
health service, amounted to nearly half of the total budget; in Geneva,
the equivalent subsidy is close to a third and in Pordenone, about a tenth.
Similarly, Fairweather’s California lodge program almost collapsed when
research funds were pulled out, and the project only survived because
residents’ earnings were supplemented by Veterans Administration
pensions. Replication projects of the lodge model have required substantial
subsidies to survive.34 Each year Remploy has to subsidize substantial
business losses: in 1977 the difference between expenditure and income
amounted to $38 million (around £16 million at that time). It would be
cheaper, in fact, to put Remploy’s disabled employees on social security
than to keep them at work.35

We should not be misled into thinking that such businesses for the
disabled are not cost-effective merely because they require financial
subsidies. We must also take into account the likelihood of increased
treatment expenses (including hospital care) and increased social cost (such
as involvement of the criminal justice system) if psychotic patients are left
drifting idle and unsupported.

As economic conditions worsen, consumer-run businesses, like many
small operations, are increasingly likely to fail. Fairweather recognized
that his demonstration model lodge, begun in 1963, operated during
a period of continuous expansion in the American economy and within
range of a prosperous trading area. As such, it had unusual
opportunities to flourish.36 Later replication projects of his model have
encountered trouble in finding contracts as times have become harder.
In Britain, organizations which would like to follow the lead of the
Peter Bedford Trust and John Bellars Ltd protest that suitable work
cannot be found.37

A mental health agency can give a consumer-employing enterprise a
competitive advantage by contracting with the business for needed
services. Janitorial and cleaning services are often thought of in this
context, but these jobs, in fact, are not popular with many mentally ill
people: the work is menial and does not pay well. More clients, especially
men, are interested in construction and property repair jobs such as
plumbing, wiring, painting, roofing and so on. In a survey conducted
at the Mental Health Center in Boulder, Colorado, less than a quarter
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of the male clients expressed an interest in janitorial work; more than a
third, however, were interested in property repair.38 Consequently, the
agency has started a small property repair business employing a non-
disabled lead contractor at $13 an hour (at current exchange rates,
about £8.50 an hour), and a number of part-time consumer assistants
for upwards of $5 (£3.30) an hour. The business has taken over the
property maintenance which previously cost the agency $30,000
(£20,000) a year, and could expand to serve other businesses and local
government departments. Other agency contracts, such as courier
services, might similarly be switched to consumer-employing enterprises.

Many successful projects, in fact, have relied heavily on government
sources of work. In Pordenone, about 90 per cent of the cooperative’s
work contracts are made with public agencies such as hospitals, schools,
the post office or the fire station, and in Trieste, about 60 per cent of
contractual work is for public agencies, including the mental health
service. The core of the British John Bellars program is office-cleaning
contracts won from the Department of Health and Social Security and
the London borough of Islington.39 In Britain, government departments,
such as the Post Office and the Ministry of Defence, are required to
give priority in the placement of contracts to institutions like Remploy
which are supported by government funds.40 In the United States,
government work is less commonly awarded to rehabilitation programs.
A scheme designed to award federal government contracts to sheltered
workshops does exist in the United States, but it is burdened with red
tape and initial investment requirements and is widely considered to be
unworkable for the majority of small programs. Local government
contracts are more feasible.

AN ECONOMIC DEVELOPMENT APPROACH

Another way to improve the market advantage of a consumer-employing
business is to develop enterprises which exploit the purchasing power of
the consumer group—an approach which has the additional merit of
recirculating money through the community to produce an economic
multiplier effect. This is equivalent to establishing local ownership of the
ghetto grocery store so that outside owners do not drain capital from the
neighborhood. Following this approach, the author, with Paul Polak, a
Canadian psychiatrist and Third World economic development expert,
interviewed 50 mentally ill people living in Boulder, Colorado, to learn
about their personal finances and to spot potential money-making
opportunities. The consumers control a number of sizable markets, it
emerges: the average mentally ill person in Boulder consumes $2,000
(£1,300) a month in psychiatric treatment, accommodation, food,
medication and other goods and services. Consumer-owned enterprises
which could serve the mentally ill and benefit from their spending capacity
include: (1) a consumer-cooperative pharmacy, (2) treatment-related
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services for other clients, (3) housing cooperatives, (4) cafeterias and (5)
courier/transportation services.41

A consumer-oriented pharmacy for the mentally ill

There are several reasons to believe that a consumer-cooperative
pharmacy for the mentally ill can be a viable and profitable consumer
enterprise in many parts of the United States. In the first place,
medication is one of the largest consumer markets which clients control:
the total expenditure on medication in Boulder averages $90 (£60) a
month for each seriously mentally ill person. A pharmacy which shares
the profits from these medications with the consumer group will capture
much of this business. Secondly, public mental health agencies, in most
states of the union, may purchase medications at substantially lower
prices than retail pharmacies through the state purchasing consortium.
In California and Maryland, for example, the public purchasing price
allows a 30 to 33 per cent profit on the maximum allowable Medicaid
retail price. In Colorado, however, recent changes in Medicaid
reimbursement of public pharmacy sales have reduced this profit margin
to a much lower level.

The idea of a consumer-cooperative pharmacy, in which mentally ill
people share in ownership, jobs and profits, was originally proposed by
James Mandiberg, Director of the Mental Health Bureau for Santa Clara
County, California. Under this model, a consumer/professional/
businessperson board administers all or part of the profits for the consumer
group, investing them in consumer-oriented projects and services such as a
drop-in center/cafeteria, an advocacy and support network, or other
consumer-employing businesses. Paul Polak, Loren Mosher and the author
conducted a feasibility study in Maryland and Colorado to see if this model
is viable. We concluded that, in many states, a cooperative pharmacy would
be profitable in a mental health system with a catchment area of 250,000
and a caseload of more than 3,000 clients: it would capture 60 prescriptions
a day and make a net profit of $40,000 (£27,000) a year. Smaller mental
health agencies could cooperate with other groups of users to enlarge their
market to a profitable size.42

There are additional benefits to the development of a specialty pharmacy
affiliated with a mental health agency. Customers receive more education
on the effects of medication than is usual in a retail pharmacy: education
is a primary part of the pharmacist’s job and consumers can be employed
to deliver medication and teach customers about their use and effects.
Computerized prescription-tracking can spot potential drug interactions
and provide information on current medication to mental health staff when
clients come in at night with an emergency. Successful economic
development projects produce benefits in several areas—in this case,
consumer management skills, group cohesion, consumer employment,
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availability of affordable medication, professional and consumer education,
and emergency services.43

More consumer-cooperative enterprises

Medication is a large market, averaging over $1,000 (£670) a year per
client in Boulder. The consumption of psychiatric treatment is more than
ten times this amount. If consumers could participate in providing these
services, the potential for improving their financial and work situation
would be considerable. An innovative program which trains mental health
consumers with long-term mental illness to work as service providers
within the mental health system will be described in the next chapter.

Another large area of consumption by the mentally ill is accommodation.
If consumers were cooperative property owners instead of tenants, this
could be an important form of economic advancement. The possibility of
developing housing cooperatives for the mentally ill will also be addressed
in the next chapter.

SUPPORTED EMPLOYMENT IN INDUSTRY

Higher-functioning, productive patients often do well in a job in a private
business with supervision from a job coach. In the supported employment
program of the Mental Health Center in Boulder, Colorado, nearly
twenty clients occupy such slots. Several of these jobs are clerical
positions in government offices and banks, others are in shops and
department stores and food services at the university.44 The client receives
supervision from a mental health center job coach during the early stages
of working. For seriously mentally ill clients, such attention may be
essential for success. Under the stress of learning a new job and meeting
new people symptoms of psychosis may appear. The person may feel
co-workers are talking about him or her, for example, or plotting some
harm; consequently the client may want to quit. Help in adjusting to
the job can avert such problems, and the professional supervision can
also be reassuring to the employer and to other employees. Supervision
becomes less necessary as the patient and others involved become more
comfortable.

The placement may be permanent, when it is termed continuous
supported employment, or it may be limited to a few months, when it
is referred to as transitional employment. At the end of the transitional
period the employee may be hired permanently by the company or he
or she may move on to other competitive employment. A major
problem with transitional employment for the mentally ill is that skills
developed in one job do not automatically transfer to another. When
the training period ends, clients may not be much better placed to
land a permanent job.
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Supported employment programs have been developed by many
rehabilitation agencies. Fountain House in New York has around 150
transitional jobs in a variety of small businesses and large firms and
banks. Most of these jobs are unskilled positions such as messenger,
mail clerk and kitchen helper.45 Thresholds, in Chicago, has a large
continuous supported employment program.46 Sometimes groups of
clients are placed in the same employment setting; when they work
together as a permanent team, such sheltered working groups may be
termed enclaves. Group placements may be found in a number of
businesses including a car-accessory company in Croydon, England,47

a cafeteria in Chicago and a department store in New York City.48

Supervised job openings are not hard to develop, even during hard
times. Supported employment has several attractions for employers.
Job-hiring costs and turnover are reduced. Job training is done by the
professional job coach. If the client-employee is unable to work one
day, the agency ensures that someone else does the work, even if the
job coach has to do it himself or herself. The jobs are often low-paid
but essential to the production process, and the promise of reliability is
of considerable benefit to the employer. The difficulty, indeed, is not so
much in creating such job openings, but in finding clients to fill them.
One of the primary reasons for this is the problem of economic
disincentives to work.

ECONOMIC DISINCENTIVES TO WORK

When Paul Polak and the author interviewed 50 mentally ill people in
Boulder, Colorado, and surveyed many others, it became apparent that
there are serious financial disincentives to work. For example, the
income and benefits of mentally ill people in Boulder who work part-
time add up to little more than for those who are unemployed. Part-
time workers receive an average of $245 more a month in earned
income than the unemployed, but $156 less from Social Security, food
stamps and benefits. This amounts to, what economists term, an
“implicit tax” of 64 per cent on earned income. Thus, someone working
part-time for a minimum wage ($4.25 an hour) would actually keep,
in real terms, $1.57 an hour.49 This client’s case illustrates the situation:
 

Jennifer, a 28-year-old single woman with schizoaffective disorder,
was receiving a Supplemental Security Income (SSI) pension of $409
(£255) a month. She took a 25-hour-a-week job as a teacher’s aide
for developmentally disabled children, earning $6.63 an hour. In
so doing, her SSI dropped by $315 a month, she lost $17 a month
in food stamps, and her rent subsidy went down by $143. Now
that she was working, she could no longer stop at her parents’
house and eat lunch every day, and she was often too tired to go
there to eat at night: as a result, the cost of her food and meals
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went up by $110 a month. Overall, she found herself ahead by no
more than $73 a month. The decision to continue in the job became
based, therefore, not on economic gains, which were insignificant,
but on the opposing factors of stress and self-esteem. Initially,
because the disabled pupil to whom she was assigned was so
difficult, she decided she would quit: when she was given an easier
child to work with, however, she resolved to continue in the job.
Without an analysis of her economic situation, her ambivalence
about working would not have appeared as rational as, in fact, it
was, and might have been blamed on schizophrenic apathy, deficits
in functioning or just plain laziness.50

 
The situation seems to be better for full-time workers. In our sample, these
subjects meet an implicit tax of only 23 per cent and, after deducting the
implicit tax, are keeping an average of $5 an hour of their earnings.51

Many mentally ill people, however, are incapable of moving straight into
fulltime work.

In response to these disincentives, most mentally disabled people identify
a minimum earnings level which makes work an economically sensible
choice—what economists term their “reservation wage.”52 More than three-
quarters of the clients we surveyed in Boulder rule out the option of taking
a job at the official minimum wage ($4.25 an hour), but over 60 per cent
would be willing to work for $5 an hour and 80 per cent would work for
$6 an hour.53 At the present time, if we are to employ significant numbers
of the mentally ill in Boulder, we need to find or create jobs which pay $5
an hour or more.

WELFARE REFORM

There is nothing novel about the observation that support payments create
obstacles to employment. The mentally ill merely illustrate the larger
problem of chronic welfare dependency. A single mother receiving Aid to
Families with Dependent Children (AFDC) in the United States, for
example, may find that it does not pay her to return to work because of
loss of dollar benefits, food stamps and Medicaid, and the additional cost
of child care and payroll taxes.54

In recent years, political attention in the United States has been
focused on finding solutions to work disincentives and welfare
dependency. Congress revised the Work Incentive Program in 1981,
and passed the Family Support Act in 1988—offering education and
job placement, and extending certain benefits for up to a year after
recipients leave the rolls—but these attempts at reform have had
relatively little impact.55

Consequently, more far-reaching recommendations to restructure
welfare are gaining support. In the run-up to the 1992 presidential election,
candidate Clinton endorsed many of the proposals of Harvard economist
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David Ellwood. Ellwood emphasizes that the primary problem underlying
welfare dependency is not a lack of training programs or tough work
requirements but the fact that welfare recipients cannot earn enough to
make work a viable economic choice. He proposes that welfare be time-
limited and that government ensure that welfare recipients be provided
with work which pays enough to prevent poverty. The minimum wage
should be increased, he suggests, and public jobs provided for those who
cannot find work in the private sector.56 Writer Mickey Kaus, in a similar
vein, argues for eliminating cash assistance altogether and replacing it
with a program of guaranteed jobs, like the Depression-era Works Progress
Administration (WPA), that would pay a little less than the minimum
wage.57

SOCIAL POLICY INNOVATIONS FOR THE MENTALLY ILL

Such welfare reform proposals are not generally thought of as including
the mentally and physically disabled because, it is assumed, the disabled
cannot be required to work and, in addition, there is a concern that it
will be hard enough to create sufficient jobs for the non-disabled. Social
policy innovations could produce dramatic savings, however, if they were
to reduce the number of mentally ill on disability pension rolls. In the
two largest disability pension programs in the United States, Social
Security Disability Insurance (SSDI) and Supplemental Security Income
(SSI), the number of mentally disordered adults has been increasing
dramatically in recent years and, in 1991, amounted to more than 1.3
million people.58 There are a number of ways, in fact, in which we might
create economic incentives and a steeper income gradient for mentally
ill people entering the labor force—mechanisms which could improve
their economic and psychological condition, quality of life and
productivity while reducing the cost to government of their treatment
and support. We could:
 
• Raise the minimum wage but not raise disability pensions;
• Reduce disability benefits more gradually when disabled people begin

to work;
• Substitute guaranteed jobs at a non-poverty wage instead of a disability

pension for all but the most disabled; or
• Pay underproductive disabled workers a wage subsidy to make work

worth while.
 

Adjust the minimum wage

We could keep disability pensions at a lower level than the minimum
wage by raising the minimum wage but not pensions. In Boulder, a
wage of $5 (£3.30) an hour (plus health insurance) would encourage
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many more people on disability benefits to choose work, but there are
problems with this approach. Raising the minimum wage, currently
$4.25 (£2.80), for all Americans would be expensive, although it is
bound to happen eventually. More importantly, both minimum wage
work and disability pensions are below the poverty level; it would be
hard to justify leaving the disabled in poverty if other Americans were
advancing financially.

Graduated benefit reduction

We could establish a graduated reduction scheme for disability benefits
for beginning workers which would hold the implicit tax rate (the loss of
prior income versus the increase in new income) to no more than 35 per
cent, even when loss of other benefits, such as food stamps and rent subsidy,
are taken into account. In the United States, the more liberal trial work
regulations under SSDI, compared to the rapid cut-off of SSI benefits,
help maintain the income of beginning workers and are associated with
improved employment rates.59 A suitable plan—an even more liberal
version of current SSDI regulations—would be to allow the beginning
worker to earn up to, say, $500 (£330) a month with no loss of pension
and, when that earning level is reached, to reduce benefits by 35 cents for
every dollar earned. Disability support payments should be reinstated
immediately if employment is terminated for whatever reason. This plan
looks expensive but if it put enough of the disabled to work it would, in
fact, save money.

Guaranteed jobs

In the context of a national scheme of the type that Ellwood proposes—
including raising the minimum wage, changing AFDC to a temporary
system of support and providing guaranteed jobs for all—we could
establish something similar for the disabled.

One reason for the success of the worker cooperatives in northern Italy
is the greater work incentive resulting from limited access to disability
pensions. In Trieste, only the most severely disabled mentally ill (those
with 80 per cent disability) receive a disability pension (about $830 or
£550 a month). The remainder of the mentally ill must work for pay. Less
productive patients work half-time as trainees in the cooperative and receive
a rehabilitation stipend of about $290 (£190) a month with the possibility
of an incentive award of $125. Trainee pay, therefore, is $3.60 to $5.20 an
hour. Fully productive workers are employed full-time for $920 (£610) a
month ($5.75 an hour). In Pordenone, the income gradient is essentially
similar except that all full-time workers are paid at a higher rate—$6.65
an hour.

The contrast is clear from these monthly cash income figures:



262 Treatment

The income gradient is much more gradual for Boulder patients entering
part-time employment, and is even more gradual when non-cash benefits
are included. Clearly, the mentally ill in Boulder do not have as great an
economic incentive to begin part-time work. The Italian model works
well with the availability of guaranteed jobs through the cooperative for
the mentally ill; without this, the unemployed would have no means of
support.

To achieve the same effect, we could (a) limit disability pensions to the
most disabled; (b) guarantee jobs for the remainder of the disabled in
private industry, in sheltered workshops or in consumer cooperatives; and
(c) pay a wage subsidy which covers the difference between the worker’s
productive capacity and the minimum wage. Regulations governing
benefits, such as SSI and SSDI, could be waived to allow payments to be
diverted into a wage subsidy scheme. The employer or cooperative would
be reimbursed the difference between the worker’s rate of production and
his or her rate of pay. There is already a time-study process, established by
the U.S. Department of Labor, which can be used to measure this
difference.60

Wage subsidy

To be realistic, waiting for guaranteed jobs could be like waiting for the
return of full employment. Nevertheless, in the absence of Ellwood-style
reforms, we could still use the wage subsidy approach for underproductive
workers in consumer cooperatives or supported employment. In fact, if
we are to make work rewarding for those with a diminished level of
functioning, it is essential to provide a subsidy which raises wages from
the actual productive earning capacity to the client’s reservation wage—
around $5 an hour.

Wage subsidies would make it possible to modify the features of the
traditional sheltered workshop. If workers were paid at or above the
minimum wage rate, workshops would become more like mainstream
employment and might join a consortium of cooperatives. The workshop
labor force could be expanded to include a greater proportion of fully
productive, non-handicapped people; new types of contracts could be
sought to broaden the range of tasks. Such changes would improve
work satisfaction, reduce the stigma which many clients associate with
workshop employment and encourage the enrollment of currently
unemployed people.
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Can wage subsidies be generated locally, without radical changes in
national disability pension fund regulations? In worker cooperatives, some
enterprises, such as the consumer-oriented pharmacy described above, will
be profitable and will cover part of the wage subsidy expense for less
productive workers. Some of the cooperative businesses in Trieste and
Pordenone (office cleaning, landscaping, nursing aides, restaurant) are self-
sustaining and balance the costs of the less profitable enterprises in the
consortia. The number of subsidized workers is dependent upon the overall
profitability of the consortium.

In addition, if we could anticipate treatment cost savings for patients
who become employed we might reasonably look to the mental health
treatment budget for a wage subsidy. The cost of outpatient treatment of
the unemployed patient is so high in Boulder (around $2,000 a month)
that the expense of providing a wage supplement for half-time work for
unemployed clients could be met by a mere 10 per cent reduction in the
amount of treatment required. Psychiatric treatment costs are only half as
high for part-time employed clients in Boulder, but it is not clear if the
treatment costs are lower, in part, because the patients are working.61 It
seems logical that work will reduce treatment costs, purely because the
client who is in a work setting for a large part of the week is not available
to be in treatment. Being in a productive role, moreover, may enhance a
client’s self-esteem and reduce alienation so much that his or her level of
functioning will improve.

Can treatment costs be reduced by employing patients? There is almost
no research which addresses this question. As we saw earlier in this
chapter, a number of studies have shown that patients who are working
are much less likely to be rehospitalized than those who are unemployed,
regardless of the patient’s level of pathology. Research which addresses
the question of cost directly, however, is extremely limited. An
uncontrolled study conducted at the Mental Health Center of Boulder
County found that psychiatric treatment costs were a third less for patients
who were enrolled in the sheltered workshop than for those who were
on the workshop waiting list. Clients waiting for workshop placement
used substantially more inpatient and residential care and day care. The
groups were non-randomly selected, however, and it is possible that the
patients on the waiting list were less stable than those who were already
enrolled.62

Research on this topic would help in the design of new treatment and
rehabilitation strategies. However, mental health agencies in a capitated
funding system (under which agencies may spend funds in any way
considered cost-effective) can conduct real-life experiments with cost-
shifting. For example, agencies in Utah and elsewhere, which are beginning
to operate under a capitated Medicaid plan, might reasonably offer a wage
subsidy to patients with the highest outpatient treatment costs, and track
the subsequent cost of their care.
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Full employment is not on the horizon, but innovations in social policy—
in the design of disability pensions, job programs and health care funding—
could well create dramatic improvements in the quality of life and
integration of the mentally ill in our society.

SUMMARY
 

• Clinical research indicates that mentally ill people who are working
stay out of hospital longer than unemployed patients.

• The research suggests, but does not prove, that employment may be the
cause of the person’s better functioning.

• There is no evidence in the clinical research that working leads to an
improvement in the symptoms of psychosis.

• Work therapy appears to benefit psychotic patients.
• Long-term sheltered work is necessary for many of the mentally ill.
• Worker cooperatives successfully employ large numbers of mentally ill

people in parts of Italy and other European countries.
• Both sheltered work and consumer-run businesses become less viable

as the economy declines.
• Consumer-run enterprises can gain a market advantage by contracting

to provide services to public agencies or to the consumer group.
• A consumer-cooperative specialty pharmacy for the mentally ill is a

viable enterprise for many U.S. communities.
• The mentally ill encounter economic disincentives to work which may

be alleviated by a more gradual reduction of disability benefits for
beginning workers.

• Wage subsidies encourage the employment of lower-functioning patients
and might pay for themselves by a reduction in treatment costs.

 
 



Chapter 12
 

Desegregating schizophrenia

 
It is easy to tell horror stories, and there are plenty in this book. It is
harder to come up with ways to alleviate the plight of the mentally ill in
the Western world. How can we help schizophrenic people re-enter society
as it is presently structured and achieve a genuine degree of social
integration? In this chapter we will look at practical answers to this
question.

COMMUNITY SUPPORT SYSTEMS

The treatment programs of the Mental Health Center of Boulder County,
Colorado, will frequently be used as examples. They illustrate what is
possible given the usual level of community mental health funding1 and a
commitment to provide decent care for the most seriously ill patients.
This center, like a number of others across the United States, was designated
a model community support system for severely disturbed patients by the
U.S. National Institute of Mental Health in the 1970s and has continued
to add new programs since that time.

The services and programs that may be offered by a community support
system range from individual counseling through psychosocial rehabilitation
and vocational services to family support and public education. Services
may be offered to patients in hospital, group homes, independent living or
wherever the client can be found, whether it be in jail or a shelter for the
homeless. The functions of such a system may be succinctly expressed by
the following commandments. The treatment agency shall:
 
• adopt total responsibility for the severely disabled client’s welfare,

including helping the patient acquire such material resources as food,
shelter, clothing and medical care;

• aggressively pursue the client’s interests—ensuring that other social
agencies fulfill their obligations, for example, or actively searching for
patients who drop out of treatment;

• provide a range of supportive services which can be tailored to fit each
patient’s needs and which will continue as long as they are needed;
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• educate the patient to live and work in the community; and
• offer support to family, friends and community members.2

 
Community support, then, comprises everything the old, long-stay
institutions used to furnish and a host of additional services besides, which
are essential for community tenure. By these means, if they are all supplied,
we may virtually eliminate the revolving-door phenomenon.

Keeping the patient in the community, however, does not necessarily
mean that he or she, in any real sense, is recovered (though it may well
help in that recovery). Required in addition, as the earlier chapters have
argued, are efforts to raise the degraded social status of the schizophrenic
person, to offer him or her a meaningful role in life leading to a sense of
worth and a reduction of alienation. Given these criteria, treatment
becomes more than just a matter of providing services to patients and
their relatives—it becomes social action, political lobbying and
community education directed towards the desegregation of a minority
group.

ESCAPING THE GHETTO

The ghettoes of the long-term mentally ill are the nursing homes, inner-
city boarding homes, Skid Row missions and jails. How do we help these
people break out? In Boulder County the mental health center has never
placed physically healthy schizophrenic people in nursing homes. The
administrators of the center have actively discouraged local nursing home
operators from opening wards for chronically ill psychiatric patients,
arguing that nursing homes cannot provide an adequate quality of care
and environment for such patients. Recent federal legislation now prevents
the expenditure of Medicaid funds on treating physically healthy mentally
ill in nursing homes; this statute has reduced one of the worst abuses of
psychiatric patients in the United States.

An outreach team from the mental health center goes to the Boulder
shelter for the homeless every week, and when mentally ill people are
located there or living on the streets, efforts are made to provide
treatment and accommodate them in one of the residential facilities
described below. Another outreach team goes to the local jail with a
similar mission.3

Harmful and degrading though it is, increasing numbers of people
suffering from psychosis are ending up in U.S. local jails (as described in
Chapter 8). To cope with this problem it is important that mental health
agencies accept that the local jail is part of their community and supply
outreach services to the inmates. The object of such programs should be
to arrange the transfer of all psychotic inmates to an appropriate treatment
setting. This goal requires the development of working relationships with
criminal court judges. Only in those rare instances when a judge will not
release a mentally ill person because the crime is too serious, or when a
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psychotic inmate refuses to be transferred to a treatment setting and is too
mildly disturbed for involuntary measures, should we resort to treating
people with psychosis behind bars.4

It has, in fact, become routine in most areas of the United States for
people suffering from psychosis to be treated in jail with antipsychotic
drugs and to be detained for extended periods—largely because the
public mental hospitals are filled to capacity and offer only brief care.
Often the people with psychosis who spend most time in jail are those
who have proved particularly difficult to treat in community programs.
The task of mental health administrators and action groups, therefore,
is to put pressure on their legislators to maintain the adequacy and
capacity of the public psychiatric hospitals and to sustain the funding
for an array of community treatment programs such as those described
below.

INTENSIVE RESIDENTIAL TREATMENT

Cedar House is a large house for fifteen psychiatric patients in a
residential and business district of the city of Boulder. It functions both
as an alternative to acute care in a psychiatric hospital and as a half-
way house. Like a psychiatric hospital it offers all the usual diagnostic
and treatment services but, costing less than a third of private hospital
treatment, it is feasible for patients to remain in residence for quite long
periods of time if necessary. Usually admitted with some kind of an
acute psychiatric problem (most often an acute psychotic relapse), a
client may stay anywhere from a day to a year; the average period is
around two weeks.

Unlike a psychiatric hospital, Cedar House is non-coercive. No patients
can be strapped down, locked in or medicated unwillingly. Staff must
encourage patients to comply voluntarily with treatment requirements and
house rules. The people who cannot be managed are those who repeatedly
walk away or run away and those who are violent. Since the alternative
for patients who are unable to stay at Cedar House is hospital treatment,
which none prefers, the large majority of residents accept the necessary
restrictions. Very few patients, as we shall see, need to be transferred to
hospital. In practice, virtually all clients with psychotic depression, most
of those with schizophrenia and many with acute mania can be treated at
Cedar House through all phases of their illness. There is no doubt that a
large number of the people treated in this residential facility would be
subjected to coercive measures, such as restraints or seclusion, if they were
admitted to a hospital where such approaches are available and routinely
used. The avoidance of coercion is the first step in maintaining the psychotic
patient’s status and self-esteem. As the moral-treatment advocates
recognized, to cultivate the patient’s self-control is to elicit his or her
collaboration in treatment.
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Like the York Retreat, also, the environment is similar to that of a
middle-class home, not a hospital. Residents and staff may bring their pets
with them to the house. A bird may be heard singing in one of the bedrooms
and a dog shares the comfortable furniture with the residents. The floors
are carpeted, a fire burns in the hearth, shelves of books are available,
residents and visitors come and go fairly freely, staff and patients interact
casually, eat together and are encouraged to treat one another with mutual
respect. As in Tuke’s establishment, the goal is to allow therapists and
clients alike to retain their dignity and humanity and to foster cooperation.

In line with this emphasis, each resident is intimately involved in running
the household. He or she is responsible for specific tasks which are assigned
and supervised by one of the residents. These cooperative living
arrangements reduce treatment costs, increase the resident’s sense of
belonging and can be useful training for people with problems in day-to-
day functioning. A full-scale, therapeutic community style of patient
government has not been established. In view of the relatively brief length
of patient stay and the necessity for staff and administration to exercise
close control over patients’ admission and discharge (in order to make
room for new acute admissions at all times) patient government is not
considered workable. The ethos of the community, however, calls for
residents routinely to assist in the care of others.

Residential treatment of this intensity requires a staffing pattern similar
to that of a hospital. A mental health worker and a nurse are on duty at all
times. At night, one of the two is awake and the other sleeps. On weekdays,
two experienced therapists work with the patients. A psychiatrist is present
for three hours a day, a team leader directs the program and a secretarial
assistant manages the office work and the purchasing of household supplies.
The treatment setting calls for staff who are tolerant and empathic and it
brings out their capacity independently to find inventive solutions to
difficult problems.

There is no commonly used form of psychiatric treatment (except for
electro-convulsive therapy) and no diagnostic measure which cannot be
provided for residents of this treatment facility. Patients with acute or
chronic organic brain disorders, for example, can be evaluated using the
laboratories and diagnostic equipment of local hospitals. Consulting
physicians provide treatment for medical problems.

An essential step in the treatment of people entering Cedar House is the
evaluation of the patient’s social system. What has happened to bring the
patient in for treatment at this particular time? What are his or her financial
circumstances, living arrangements and work situation? Have there been
recent changes? Are there family tensions? From the answers to such
questions as these, a plan may be made which will hopefully diminish the
chances of relapse after the patient leaves residential treatment.

In some cases the solution may be straightforward. The patient has
been living on the street, sleeping in doorways on cold nights and eating
out of garbage cans. Floridly psychotic at the time of admission, he (or,
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more rarely, she) may show few positive features of illness after a day or
two of warmth and good food. This person needs help in applying for
welfare entitlements and finding a place to live and, probably, a lot of
supervision while settling into a new pattern of living. Another patient
may relapse into acute psychosis after starting a job or losing one. He or
she needs on-the-job counseling.

Other situations can be more difficult to ameliorate. A patient and
his or her family members may be at loggerheads, periodically
inflaming the patient to psychotic outbursts or the family members
to angry rejection; yet none of the parties wishes to separate. Although
the patient is calm and well while in residential treatment, meticulous
family negotiations may be necessary before the patient can be
discharged.

Most such seriously disturbed psychotic patients will benefit from taking
some kind of psychoactive medication. The period of residential treatment
allows the opportunity to spend time observing the patient’s illness and
selecting the most suitable drug (an antipsychotic may not be the best
choice), monitoring and adjusting the dosage to minimize side effects and
evaluating the benefits. An added advantage of the more leisurely pace of
residential treatment (compared with brief hospitalization), as outlined in
Chapter 10, is that it allows an opportunity to see if low doses of medication
will be effective and for selected psychotic patients to be treated without
antipsychotic drugs.5

What has been described so far is just one approach to the community
treatment of the acutely ill psychotic patients—an intensive residential
treatment program. Other good methods for treating such clients during
the acute phase of their illness have been developed. Two of these will be
described next.

FOSTER CARE FOR THE ACUTELY ILL

As part of Southwest Denver Community Mental Health Services in
Colorado, in the 1970s and 1980s, Canadian community psychiatrist
Paul Polak and his team developed an innovative method of caring for
the acutely psychotic patient. They found several families in the
neighborhood who were willing to take one or two acutely disturbed
patients into their homes. Nurses, a psychiatrist and other staff from
the mental health agency worked with the foster family to provide care
and treatment for the disturbed person. The patient’s own family also
participated. Medications were used freely and were closely monitored
by the medical staff. The average length of stay for such patients was
ten days.

Foster families were chosen for their warmth and acceptance. Each client
was given his or her own room and was treated as a guest. When able, the
patient helped with shopping, cooking and household tasks. Often he or
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she would become friendly with the foster family and remain in touch
through telephone calls, letters or visits.

This program, which did everything possible to maintain the client’s
status and connection with the community, proved workable and effective.
In operation for two decades, it was a viable alternative to hospital care
for all but a handful of patients. A two-year study using random assignment
of patients showed that the community homes were more effective in some
respects than a psychiatric hospital in providing intensive treatment, one
important advantage being that clients treated in the family homes felt
better about themselves and their treatment.6

Southwest Denver Mental Health Center no longer exists as an
independent agency and the system of family sponsor homes is not in
operation. A system of family crisis homes based on the Southwest
Denver model, however, is currently in operation at Dane County
Mental Health Center in Madison, Wisconsin. Six family homes
provide care to a wide variety of people in crisis, most of whom would
otherwise have spent time in hospital; many of these clients suffer
from acute psychotic illness and some are acutely suicidal. Violence
and safety are almost never a problem, in part because of careful
selection of appropriate clients and in part because clients feel honored
to be invited into another person’s home; they try to behave with the
courtesy of house guests. These crisis homes induce the patient to
exercise self-control—a key strength of human-scale domestic
alternatives to hospital care.7

INTENSIVE COMMUNITY SUPPORT

Another approach to the problem of caring for the most severely disturbed
psychotic patients is to follow them so closely in the community—providing
support at every step—that psychotic relapse is more or less eliminated.
Leonard Stein, an American community psychiatrist, Mary Ann Test, a
social worker, and their colleagues in Madison, Wisconsin, put such a
program into effect in the 1970s. A similar program is provided now by
the mental health center in Madison, with leadership from psychiatrist
Ron Diamond. Available twenty-four hours a day, seven days a week,
mental health staff visit patients in their own homes. They help their
chronically mentally ill clients learn to do laundry, shopping, cooking,
grooming and budgeting. They assist them in finding work and in settling
disputes with landlords. If a patient does not show up for work or
treatment one day, the staff member goes to his or her home to discover
the reason. Staff help patients to expand their social lives and they provide
support to the patients’ families. Early signs of the return of psychosis are
immediately detected and lead to active treatment measures. In essence,
the patient is watched and helped as closely as he or she would be on
many hospital wards, but the treatment is provided instead in the patient’s
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own neighborhood. This type of daily practical help and advocacy has
come to be termed “case management.”

When these measures fail, the patient may be admitted briefly to
hospital; such a move is rarely necessary, however. In a study of the
course of illness in patients referred for admission to hospital with a
severe psychiatric problem, it was found that nearly all of those
randomly assigned to the Stein and Test intensive community treatment
program in Madison could be treated without hospital care; of the
patients assigned to standard outpatient care, on the other hand, nearly
all were initially treated in hospital. At the end of a year the rate of
readmission to hospital was 6 per cent for clients of the intensive
community treatment team, in contrast to 58 per cent for patients in
routine outpatient care. Mobile and intensive community treatment
had put a stop to the revolving door.

The clients in this program reaped other benefits. Compared with the
patients in standard community care, they had fewer symptoms, greater
self-esteem and were more satisfied with their lives after one year of
treatment. They were more likely to be living independently and had spent
less time in jail.8 This was accomplished, furthermore, with no increase in
social cost to the patient’s family or the community; there was no increased
burden of social disruption or suicidal gestures.9

A program at the Mental Health Center of Boulder County, based on
the Madison model, provides similar services and achieves equivalent
results. In Boulder, the 20 per cent of the agency’s psychotic patients
with the greatest likelihood of relapse are assigned to an intensive
community treatment team. Caseloads are small: each therapist is
responsible for only 12 to 15 clients. The services they receive, when
necessary, include:
 
• daily, flexible, unscheduled contact;
• twice daily medication monitoring;
• daily administration of funds (the therapist may be payee for the client’s

disability pension);
• supervised and subsidized housing;
• assistance with acquiring entitlements, housing and health care; and
• advocating for clients with social agencies and the criminal justice system.
 
Because medication can be administered daily, few clients assigned to this
team receive long-acting intramuscular (depot) antipsychotic drugs. Patients
appreciate this fact: almost none chooses intramuscular medication, even
though coming in daily for oral medication is a chore—a telling comment
on the dislike that clients have for the increased side effects associated
with depot medications. Patients with bipolar disorder show the greatest
improvement after assignment to the team, presumably because their
lithium carbonate or other mood-stabilizing medication is carefully
monitored. Clients whose mental illness is complicated by drug and alcohol
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abuse also do better on this team: in part this is because their money is
often disbursed in modest daily amounts—too little to get too drunk or
high. Their illness, consequently, is less severe, their rent is paid regularly
and they are less likely to be admitted to hospital psychotic, hungry and
homeless half-way through the month.

Before they were assigned to this intensive treatment team in 1984, 28
per cent of a sample of these severely disturbed clients were revolving-
door patients with several hospital admissions a year; six years later, fewer
than 5 per cent were in this frequent-admission category. With treatment,
most of the group developed a stable course of illness. Only 4 per cent of
the cohort had originally been free of hospital admissions over a two-year
period; six years after assignment to intensive treatment nearly 60 per
cent were this stable.

In Britain, where more psychiatric hospital beds are available (there are
ten times as many beds per capita in Manchester, England, as in Boulder,
Colorado10), most of these very disturbed patients would be in hospital.
Are they better off in the community? In a comparison of Boulder clients
in intensive outpatient treatment with patients in long-term care in the
psychiatric ward of a general hospital in Manchester it was found that
psychopathology was greater in the Boulder outpatient sample but their
quality of life scores were better.11 Patients maintained outside hospital
with intensive services continue to be quite disturbed, it appears, but they
enjoy life more. The reason is fairly clear: few people, well or ill, like to
live in an institution—if they can get the same services outside hospital
they are more contented.

WHICH PROGRAM?

We have now examined three programs aimed at boosting both the social
functioning and quality of life of the most severely disabled psychotic
patients. All three rely upon the cost savings from reduced use of expensive
psychiatric hospital beds to make the program affordable; a small mental
health center could scarcely afford to establish all of these programs,
though an agency serving a large catchment area might be able to. Each
program has its merits and drawbacks. If you had to choose, which one
should be used in which circumstances?

Cedar House is a relatively expensive program. The required level of
staffing imposes high fixed costs which cannot be reduced without seriously
altering the nature of the program. Such costs would not be justifiable for
an agency with a small catchment area (much below 200,000 persons).
For small agencies and scattered populations, the family care program
and the mobile treatment team would be more suitable. By comparison
with these programs, furthermore, Cedar House is more institutional. By
treating patients a stage further removed from their usual surroundings it
may be somewhat more like a hospital in stigmatizing its clientele.
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On the other hand, the two programs that are more deeply immersed in
the community rely more heavily upon drug treatment for their success.
Periods of hospitalization have to be brief; psychotic behavior must be
efficiently brought under control if the patient is to remain in the
community. As mentioned previously, the intensive residential program
allows treatment decisions, including decisions on the use of medications,
to be taken at a more measured pace and it offers the possibility of
instituting low-dose or non-neuroleptic treatment in selected cases. This
feature, in and of itself, some would consider to be a humanizing force.

DO WE NEED PSYCHIATRIC HOSPITALS?

In the 1960s, politicians and mental health professionals alike were
heralding the death of the psychiatric hospital—but it is still with us.
Does it serve a useful purpose? Even using one of the intensive community
treatment programs described above, there remains a handful of patients
who cannot be adequately cared for outside a hospital. A few patients,
for example, consistently refuse any type of treatment and will always
walk away from an open-door establishment; a few become violent at
times and, if they fail to improve with treatment, represent a danger to
mental health staff and members of the public. Some people with
psychosis routinely make their illnesses worse by the constant abuse of
hallucinogenic drugs, by heavy drinking or by sniffing glue and volatile
solvents.

Attempts to treat such patients in the community are more likely to
fail. These mentally ill people will be found in jail, held for minor offenses;
they will be committed by the criminal courts to forensic psychiatric
hospitals for more serious offenses; or they will end up living on the streets,
leading degrading lives and becoming physically debilitated. The effort to
help such patients, nevertheless, will have put an immense strain on the
community support system. Many hours of work will have been put into
makeshift treatment plans which have little hope of success.

The number of patients that cannot be treated in the community is
extremely small, however. During 1993, around four psychotic patients
from Boulder County were in long-term public hospital care, placed there
by the mental health center. Another fifteen psychotic mental health center
patients, at any time, are likely to be receiving medium- or short-term
hospital treatment (lasting from a few days to three months) before
returning to community care.12 These patients are drawn from a county
population of 225,000 people and a caseload of over 2,000 mental health
center clients. The number of patients in long-term non-forensic hospital
care emerges as fewer than 1 per cent of all the functionally psychotic
patients in treatment at the mental health center.

It is important to identify these few clients and arrange for them to
receive hospital care as the humane course of treatment. This may be
more easily said than done. Long-term hospital care in the United
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States is virtually a thing of the past. State budget cuts have so reduced
hospital capacity that the ward staff feel obliged to discharge any
patient who loses his or her psychotic symptoms regardless of what
the patient’s trajectory is likely to be after release. Community mental
health administrators must first fight to see a bare sufficiency of
hospital beds funded; and then they must stand firm against the
pressure to discharge from the hospital patients who cannot be
properly treated once they leave.

If community support services were provided on a truly comprehensive
basis, we would need only small hospitals but they would serve a highly
specialized function. Based on the experience in Boulder and elsewhere,
only one or two hospital beds for adults (aged 18–60) would be needed
for each 10,000 of the general population. (Mental health staff working
with the population of large cities might arrive at a higher estimate for the
number of required hospital beds. States with a mental illness statute which
does not permit involuntary outpatient treatment would also need more
hospital beds.) A substantial proportion of the patients, however, would
be long-term and highly resistant or unresponsive to treatment. Locked
doors would be necessary for many of these clients, but their hopes of
improvement would depend upon their being provided with work therapy;
a range of varied but low-stress recreational activities; skilled, humane
care in small attractive units; and access to a pleasant, open-air
environment. In other words, they would be as unlike nursing homes as it
is possible for such places to be.

AN ALTERNATIVE TO LONG-TERM HOSPITAL CARE

One reason that the number of patients in Boulder County in long-term
hospital care is so low is because an open-door domestic alternative to
hospital has been established for some of these very difficult-to-treat
clients. Friendship House is a long-term intensive-treatment household
for five very disturbed young and middle-aged adults. Each of these
people has been ill for over a decade with a brittle psychosis which has
shown relatively little benefit from psychiatric medication. Many have
significant problems with substance abuse in addition to their mental
illness. Most are somewhat uncooperative with treatment and so volatile
and lacking in social skills that they have been unable to live outside an
inpatient setting for more than a few weeks or months since the illness
began, even when surrounded by an elaborate array of community
supports. These residents represent a new generation of the severely ill
who have become chronically institutionalized in an era when few
indigent people in the United States get to stay in a hospital for any
time at all.

The household is a cooperative venture between the Mental Health
Center of Boulder County and the Naropa Institute, a Buddhist university
with an East-West psychology training program. It is a cost-effective
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application of the principles embodied in contemplative therapy—an
approach which emphasizes patience and compassion13—to the
rehabilitation of the very ill. Within the household, each resident is provided
with his or her own team comprised of a part-time therapist (paid) and
some part-time psychology interns (all unpaid). The remaining staff include
two resident house-parents and a program director. All of these staff work
with the residents to create a therapeutic community and learning
environment in which compassion, respect and openness are core values.
The program has been successful in bringing equilibrium to the lives of
people who had not known stability since they became ill, and in
encouraging people who had been in involuntary treatment for years to
accept voluntary treatment. What makes this program work are the same
things that make Cedar House work. It is small and domestic. It is so
much more pleasant than being in hospital that people will draw upon all
their resources of self-control in order to stay there—the essence of moral
treatment.

SUPERVISED APARTMENTS

Like one’s job, a powerful indicator of status is one’s living environment.
The unemployed schizophrenic person, unless living with his or her family,
is likely to occupy seedy, low-rent rooms, a boarding house or a nursing
home. Many, having fallen ill early in life, have little experience of
independent living. Some have poor judgment and lack the capacity to
manage a household. For such people, supervised and subsidized housing
is a necessity.

Several mental health agencies have demonstrated that cooperative
apartments (or group homes, as they are often called) work well for
chronically ill patients who are leaving mental hospital after several
years of residence.14 The same approach has been shown to be viable
also for young adult psychotic patients who have not spent years in
mental hospitals. Apartment programs for such clients exist in Fareham,
England,15 for example, in Madison, Wisconsin, and in Boulder,
Colorado. For these patients, however, often more volatile, disruptive
and subject to relapse, a more intensive level of supervision is required.
In the Boulder supervised living program, staff members hold house
meetings for the residents at least once weekly in their apartments and
provide individual outpatient counseling in addition. Help with
household management often includes sorting out problems with
“crashers”—initially welcome guests who end up exploiting the
residents or stealing from them. The advantage of such group living is
that it offers a substitute family to clients who may have difficulties in
setting up a stable family of their own or in living with their parents.
Achieving amiable domestic relations, however, may require the
therapist to arbitrate a considerable number of disputes.
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For many schizophrenic people, living alone is the best arrangement—
the stresses of cooperative living may provoke relapse; others find loneliness
to be a major problem. Supervised apartments in Boulder range in size
from one- to eight-person households. At some of the larger houses a
university student is hired to live in (rent free) and to provide a little
supervision in the evenings. These larger houses can accommodate clients
who have more limited capacity for independent living. By supplying
increasing amounts of staff support on the premises it is possible to develop
a range of community living arrangements up to the level of the traditional,
staffed half-way house, for clients with progressively lower levels of
functioning.

In high-rent Boulder, some form of rent subsidy is necessary for clients
who must often exist on limited Social Security income. Such financial
assistance is available through the federal Department of Housing and
Urban Development, either as direct rent subsidies or as grants to mental
health agencies to build or buy new accommodation. In most instances,
the center operates as a tenant, subleasing the house or apartment to the
patients.

RESIDENTIAL SETTINGS BASED ON MUTUAL SUPPORT

Some residential settings provide security and support for the residents
by developing a strong sense of community and employing the tenants
in staff positions. An interesting cooperative housing project of this
type, Columbia University Community Services, operates five
apartment buildings on the Upper West Side of Manhattan for mentally
ill and mentally healthy poor people. In this project, a private non-
profit housing corporation owns the buildings (obtained cheaply from
the city of New York), the mental health agency at Columbia University
provides treatment and practical assistance (case management) to all
tenants, and a board composed of residents, mental health staff and
representatives of the landlord screens potential tenants and manages
the day-to-day operations of the building. Some tenants are given paid
jobs on the 24-hour-a-day “tenant patrol” which provides security and
assistance to the residents.16

Another residential program in California—the clustered apartment
project of Santa Clara County Mental Health Center—was designed to
build community strength among clients living independently in
apartments in the same neighborhood. These were to be communities of
mentally ill people based on mutual support and interdependence—
assertively non-clinical in style. Staff were encouraged to abandon
traditional roles and to become, instead, community organizers. It was
hoped that these strengthened communities would develop ways to
support their members so that hospital admission for acute psychiatric
distress became less necessary. As the project took shape, each of the
communities developed different strengths. In one program, all of the
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staff were drawn from among the consumer group. In another, the
program developed a strong sense of community around its Latino
identity. In a third, community members provided respite care in a crisis
apartment to members who were acutely disturbed. The programs varied
in the extent to which they met the needs of new or established members
but they were all successful in building a sense of empowerment among
the residents.17

LONG-TERM FOSTER CARE

Many patients who have not yet developed the ability to live
independently may do well in long-term foster care. Dr. Polak’s short-
term foster care program was established to treat acutely ill patients. In
other mental health programs, however, a client moves in to live with a
foster family when his or her condition is stable and may stay as long as
he or she wishes. Fort Logan Mental Health Center in Denver, Colorado,
has successfully operated such a system of family care for many years.
Their clients often graduate to independent living. The boarding-out
schemes in operation in Salisbury and in Hampshire, England, are
similar.18

SMALL IS BEAUTIFUL

There is an important common quality to each of the model treatment
programs discussed so far—the setting is small. This factor can have a
powerful influence upon the patient’s social role and sense of worth. Where
there are relatively few members of a group the contribution of each is
seen as correspondingly more important. Students in small high schools,
for example, have been found to have a better developed sense of
responsibility and usefulness than students in large schools. In the small
schools each student is more likely to be relied upon to contribute to
sporting events, the band, dramatic productions and similar activities.
Studies have shown that people in small settings such as these are more
active and that they tackle more varied, difficult and useful tasks. In
consequence, they feel challenged, valued and better satisfied with
themselves.19

A patient living in a small community setting, therefore, where he or
she is called upon to contribute to the operation of the household, will be
more valued for any special abilities and will develop greater self-esteem
and practical skills. More than this, he or she will be better accepted and
socially integrated. As in the Third World village, where there is no labor
surplus, it is necessary to accept those who are available to do the job.
Where there are more people than are strictly required, the research of
psychologist Roger Barker reveals, deviance and individual differences are
not tolerated nearly as well.20 This is one reason why boarding homes and
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nursing homes containing scores or hundreds of patients have such a
pernicious influence on the course of schizophrenia.

COOPERATIVELY-OWNED HOUSING

If mentally ill people were to become property owners instead of tenants,
this would be a form of social and economic advancement. Housing
cooperatives provide a mechanism for poor people to own their
accommodation and offer a number of advantages besides. They not
only provide long-term affordable housing, they also create a better
quality of life for residents, particularly those with special needs, by
developing a strong feeling of community. They build leadership skills
among members of the cooperative through the financial, maintenance
and managerial tasks required for the operation of the housing. Housing
cooperatives can be hard to establish, however, as both mortgage lenders
and potential residents may be put off by the cooperative governance
structure.21

There are a number of reasons why cooperative housing is more
affordable. Each member owns a share of the cooperative corporation
and then leases his or her own housing unit from the corporation. Since
members are “leasers,” therefore, they qualify for rent subsidies, including
federal Section 8 certificates. Nevertheless, they retain ownership rights,
including the ability to profit from resale of the share. Since departing
members could sell their shares at an escalated current market value, a
mechanism is required to ensure permanent affordability; this is achieved
through a “limited equity” formula. Under this arrangement, the
cooperative buys back shares, when the owner departs, at a predetermined
rate of appreciation. Another financial advantage is that the ongoing cost
of operating a cooperative tends to be lower than that of rental apartments
because of resident involvement in management and the absence of a profit
line in the budget.22

The basic financing method for establishing a cooperative is a blanket
mortgage, based on the value of the building, for which the cooperative
corporation is liable. Members pay an initial membership price and a
monthly assessment. Members can obtain cooperative share loans, backed
by the individual’s cooperative share, to allow them to meet the
membership price. For example, poor families joining the Hillrise Mutual
Housing Association in Lancaster, Pennsylvania, are required to pay a
membership price of $1,500, but most pay $300 in cash and finance the
rest through a share loan. Low-income housing cooperatives in the United
States may obtain subsidies through local government low-interest loans
and grants, home-ownership assistance programs and property tax
forgiveness.23

In fact, there are relatively few successful examples of cooperative home
ownership for the mentally ill because of a variety of problems. The mentally
ill tend to be a fairly mobile group with little capital or monthly income. If
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hospitalized for a prolonged period, the person may lose benefits and be
unable to pay the monthly assessment. Recipients of supplemental security
income (SSI), furthermore, cannot accumulate capital to purchase housing
without adversely affecting their eligibility for benefits.

One novel attempt to develop a housing cooperative for the mentally
ill achieved only limited success. The Mental Health Law Project in New
York filed a class-action suit on behalf of a large number of mentally ill
clients whose social security benefits had been suspended during the
Reagan Administration.24 The suit was successful and the clients were
due to receive large, retroactive payments. Ironically, this could have led
to their funds being discontinued again, as their assets would have
exceeded the maximum allowable under social security regulations. To
avoid this outcome, the Mental Health Law Project established a housing
trust to receive the clients’ retroactive payments. The project was only
partially successful, however, because, by the time the necessary waiver
of regulations had been obtained from the Social Security Administration
allowing the clients to invest their assets in future housing, most of the
clients had spent their awards. The number of remaining participants
was too small to leverage private development funds to create low-cost
housing. The trust, however, continues to be a suitable vehicle for those
who need to shelter retroactive SSI payments and want to invest them in
housing.25

A small-scale attempt to create a housing association in which
mentally ill people participate in a limited equity housing agreement,
the Newell Street Cooperative in Pittsfield, Massachusetts, also ended
in failure. The project obtained a waiver which allowed state rent
subsidies (like HUD Section 8 subsidies) to be applied to the purchase
of a four-apartment building; when the rent subsidy program was
trimmed, however, the cooperative collapsed. During the one-year
period that the cooperative was in operation significant improvements
were noted in the participants’ management skills, self-esteem and sense
of mastery.26

Despite difficulties and failures, however, housing cooperatives for
the mentally ill are a viable concept. Some chapters of the National
Alliance for the Mentally Ill (a U.S. organization of relatives and friends
of mentally ill people), including the Greater Chicago branch, have
established non-profit housing trusts. The residents of these housing
projects are usually mentally ill relatives of the investors; if one of the
residents moves, the investor may dispose of his/her share to another
family or claim a tax deduction. A trust of this type can establish small
homes or large apartment complexes and can contract with a local mental
health agency to provide appropriate services on the premises. The settings
may include disabled and non-disabled residents. The National Alliance
for the Mentally Ill has proposed a low-cost revolving loan fund which,
by building a large reservoir of capital, could access favorable loan rates.
Although plans of this type do not necessarily place ownership of the
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property in the hands of the mentally ill themselves, they are a valuable
source of stable and affordable housing.27

PSYCHOTHERAPY

Serious questions have been raised as to the efficacy of psychotherapy
in general and its value in schizophrenia in particular. The research
suggests that insight-oriented, uncovering psychotherapy has little or
no application in psychosis and that environmental considerations,
psychosocial interventions and various types of drug treatment are
usually of more immediate relevance.28 None of the treatment approaches
discussed so far would be possible, however, without some of the basic
ingredients of psychotherapy. The schizophrenic patient and the therapist
must be able to form a relationship of mutual trust and to work through
disagreements which arise between them in the course of treatment.
The therapist should also be able to help the patients resolve conflicts
with other people which may surface. The patient should feel free to
discuss concerns about his or her life, illness and treatment. Where denial
is preventing the patient from recognizing problems, the therapist must
be able to approach the issues sensitively; and where resistance holds
the patient back from a useful course of action, the therapist must attempt
to uncover the reasons. In other words, while social considerations and
drug therapy are important, they must be humanized if the schizophrenic
patient is to re-enter society.

The frustration of failure inherent in working in an inadequate system
of care can lead staff to feel a degree of contempt for their clients. Such
an attitude can be expressed in jokes which attribute negative
characteristics to their psychotic patients or in more subtle forms of
denigration. Sociologist David Rosenhan, for example, revealed that
hospital staff often fail to respond to a patient’s question, passing by as
if the inquirer were not present.29 Therapy which hopes to increase the
schizophrenic person’s sense of worth must begin with respect; and
professionals with the greatest authority within a treatment agency are
under the heaviest obligation to demonstrate respect for the clientele on
all occasions. In a similar vein, therapy should aspire to identify and
emphasize the patient’s special strengths and individuality and not aim
merely to control pathology.

An important element in avoiding frustration in therapy for the
patient, relatives and therapist alike is to set suitable expectations. Like
the moral-treatment pioneers, we should look for a certain level of
self-control and performance from the psychotic patient, but goals must
be achievable. The client should not be encouraged to apply for work
which is beyond his or her current capacity; the family should be warned
that the ambitions for their relative may need to be restricted in every
sphere; and the therapist should not see the patient’s occasional relapse
as a failure.
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While the patient may be given the hope that medication will one day
be unnecessary, such an option should not be seen as an end in itself. The
patient’s goals should be to do well and to feel good—the medication is a
tool toward that end. The patient, however, may identify the medicine
with the illness and see it as a stigmatizing and controlling force (which it
often is, of course). To get around this problem one may do a number of
things: help the patient identify certain goals and the extent to which
medication can assist in reaching them; discuss the patient’s reaction to
the illness, to the medication, to control and to stigma as separate but
related issues; and delegate to the patient authority over his or her own
medications at the earliest workable opportunity so that he or she can set
the dosage to achieve the desired benefit.

The schizophrenic patient does not respond well to ambiguity in therapy
or to a neutral and distant therapist. Communication should be
straightforward, expectations clear-cut and the therapist should not hesitate
to act as a role-model for the patient. Psychotic experiences may be
discussed frankly, not to uncover dynamic origins, but to alleviate the
client’s fears and perplexity about them and to identify stresses which
provoke their appearance. The emphasis in therapy, though, needs to be
on problems in daily living—work, personal and family relationships,
finances and accommodation—and a major goal of treatment should be
the reduction of stress in these areas.

Paradoxically, the therapist for psychotic clients will find that he or
she is encouraging many patients that they can overcome their disability
and accomplish more, while he or she must persuade the others that they
suffer from an illness and should accept restrictions and limit their
horizons. As argued in Chapter 8, this phenomenon is exacerbated by
the stigma of mental illness. To consider oneself both mentally ill and
capable creates cognitive dissonance: patients tend either to accept the
label of mental illness and adopt the associated stereotype of incompetence
or they reject the notion that they are ill or disabled. The solution is to
proceed slowly, to avoid confronting the receptive patient too harshly
with success and to avoid vigorously attacking the denial of the patient
who rejects the illness label.

Herein lies one of the potential advantages of group therapy for psychotic
patients. Cognitive-dissonance research demonstrates that people are more
likely to change their attitudes if they can be encouraged to express in
public an opinion different from their usual belief. By bringing together in
a therapy group psychotic patients who variously accept or reject the illness
label and who have a variety of levels of functioning, one may hope that
the less competent patients will accept the possibility of becoming more
capable and that those who deny their illness will change their opinion. A
group focus on practical accomplishments and the development of social
skills is indicated. A review of the research on the effectiveness of group
psychotherapy for outpatients with psychosis suggests, in fact, that such
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treatment is particularly valuable in boosting both the clients’ levels of
social functioning and their morale.30

FAMILY THERAPY

While individual and group psychotherapy are universally applied in
the treatment of schizophrenia—useful integrating forces which are
sometimes overrated and sometimes undervalued—family therapy is
an often neglected approach. This neglect is the more indefensible in
light of the evidence that family therapy can be as effective in the
treatment of schizophrenia as the antipsychotic drugs. From the outset,
however, it should be clear that family therapy, here, does not mean
efforts to uncover the root cause of the psychosis in family dynamics.
As indicated in Chapter 1, there is little evidence to suggest that family
pathology contributes to the development of schizophrenia. The
successful family therapy programs, rather, have concentrated upon
the influence of the family environment on the course of the condition,
and have relied heavily upon practical support and education as the
essential ingredients.

In Chapter 10, the research conducted by Julian Leff and his associates
in London on the family environment of schizophrenic people was
reviewed in some detail. These researchers have shown that schizophrenic
patients who return to a home in which their relatives are critical and
overinvolved have a higher relapse rate than those who return to a low-
stress home. The greater the proportion of time the patient spends with
high-stress relatives, the greater the risk of relapse. Since this early British
research was conducted, more than a score of similar studies have been
carried out in several countries around the world, nearly all of them
confirming the original findings. If the results of these studies are pooled
so that hundreds of cases are included we see that the overall rate of
relapse in the critical and overinvolved families is more than twice the
rate in the families without these features—50 per cent versus 23 per
cent at the end of a year.31

Four studies of family therapy for people with high-relapse schizophrenia
(who are taking medication) have now been conducted using random
assignment of cases to therapy or to a control group. Each shows a marked
degree of benefit for family treatment. In the control groups relapse rates
are as high as might be expected for high-risk cases who are taking
medication—usually around 50 per cent over the course of nine months;
patients receiving family therapy, however, experience relapse rates of under
10 per cent.32 If we look back to Figure 10.2, we may see that antipsychotic
drugs reduce the rate of relapse in schizophrenic patients spending large
amounts of time in high-stress households from a virtual certainty to a
50–50 chance. Now we see that family intervention can change the stress
pattern of such a household and almost eliminate the remaining risk (at
least over a nine-month period).
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What are the elements of effective family therapy? In each of the four
studies the family intervention is rather similar. In a study conducted by
Julian Leff, for example, the family treatment comprised (a) a series of
sessions of education about mental illness, (b) participation in a relatives’
group, and (c) individual family therapy conducted in the patient’s home.
The relatives’ group, which was the central component of the program,
offered support for the relatives, who often felt isolated and lonely,
practical strategizing for those who were having trouble coping with
difficult behavior and role-playing to assist in the development of new
attitudes.33

A broad review of the research on family therapy in psychosis in fact
suggests that it has repeatedly been found to be of value.34 We should
conclude that to withhold family assistance where we can identify high
levels of stress is equivalent to withholding drug treatment from patients
whom we know will do poorly without it.

FAMILY EDUCATION AND SUPPORT

Many families of mentally ill people feel that “therapy” implies
pathology and, hence, blame. Other approaches can be less stigmatizing
and less expensive. Education for the mentally ill and their relatives,
for example, can be provided as an evening class. Such courses have
been run annually at the Mental Health Center of Boulder County for
over a decade, sponsored by local organizations of the mentally ill
and their relatives. An outline of the topics for one series of classes is
set out in Table 12.1. Such a course can be run at low cost, for the
speakers may be drawn from among the agency consumers and staff
and community professionals. For the teacher, the class is an agreeable
experience; rarely does one encounter students so hungry for knowledge
and so interested in the subject matter. For the students, the class is
more than an educational program. On each occasion the course has
been run, the participants have gained support from the informal
sharing of experiences—the recognition that they are not alone, that
other people have found strategies for the problems with which they
have been struggling in isolation. With no specific direction from the
mental health professionals, the relatives form themselves into a self-
help group.

CONSUMER GROUPS

Many observers would argue that one of the most important developments
in psychiatry in the past twenty years has been the growth of organizations
of relatives of people with serious mental illness. In the United States the
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National Alliance for the Mentally Ill has lobbied for improvements in
services for people with mental illness, influencing decisions to direct
public mental health funding to the most seriously disturbed and to
focus research efforts on schizophrenia. Media reports on the mentally
ill have changed in tone in response to a drive by the Alliance to reduce
stigma and to establish a new openness about psychiatric illness.

In Britain the National Schizophrenia Fellowship, established a few years
earlier than its American counterpart, has been similarly active in providing
emotional support for its members, lobbying for needed services, fostering
public education and sponsoring research. Its publications have covered
such topics as inadequate services, mental health law and the importance of
work for the mentally disabled.35

Many are hopeful that the next decade will see an equivalent growth in
the organization of direct or primary consumers of mental health services.
This would help to balance the paternalism and control, which are
unavoidable elements of relapse prevention programs, with the
empowerment offered by consumer-run services. Across the United States,
the consumer movement is gathering momentum. Two organizations, the
National Mental Health Consumer Association and the National Alliance
of Mental Patients, vie for membership, sponsor national conferences, send
speakers to professional meetings, combat stigma through media
presentations and lobby for political objectives. Consumers are appointed
to the governing boards of many mental health centers, and state regulations

Table 12.1 Facts about Mental Illness: A course for people with mental illness and
their family members
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in California require that the boards of residential facilities include
consumer members. The statewide consumer organization in Utah, U-Can-
Du, employs a staff of three consumers, holds an annual state consumer
conference and is involved in system advocacy, providing input into the
state mental health planning process.

CONSUMER-RUN SERVICES

In recent years, in the U.S.A. and elsewhere, consumers of mental health
services have become increasingly involved in running their own
programs. Consumer organizations have set up drop-in centers, support
groups, speakers’ bureaux, telephone hot-lines and a variety of other
services. Utah’s statewide consumer network is composed of 17 local
organizations, one of which operates a café, and another, a drop-in
center and a housing cooperative with a half-a-million dollar annual
budget.

A consumer action group in Denver has opened its own psychiatric
clinic. The Capitol Hill Action and Recreation Group (CHARG) is a
coalition of consumers and professionals which has established a
consumer-run drop-in center and a full-scale psychiatric clinic for the
treatment of severely ill people. The clinic is directly accountable to an
elected consumer board and to a second board comprising professionals
and other interested people. All matters of clinic policy require the consent
of the consumer board. CHARG also provides consumer advocates for
patients at the local state hospital, in boarding homes and in other
locations. The advocates visit the hospital wards, attend treatment
planning meetings and accompany clients to court hearings; among other
services, they help clients find apartments, apply for public assistance,
appeal adverse Social Security rulings and contest involuntary treatment
certifications.36

Patients who are admitted to the locked psychiatric ward of San
Francisco General Hospital are provided with a peer counselor—
someone who also suffers from mental illness and has had inpatient
treatment. The peer counselor’s job is to humanize the hospital
environment by offering advice and support which are completely
distinct from the professional hospital treatment. (Only in unusual
circumstances does the peer counselor talk to the staff about information
gathered from the patient.) The volunteer peer counselors are trained
and supervised by Carol Patterson, a social worker who is herself a
consumer.37

An innovative program in Denver, Colorado, at the Regional Assessment
and Training Center (RATC), has trained mental health consumers with
long-term mental illness to work as aides to case managers within the
state mental health system, as residential counselors and as vocational
rehabilitation staff.38 Trainees with well-controlled major mental illness
receive 21 credit hours of college education during six weeks of classroom
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training and a 14-week field placement. Classroom courses include
mathematics, writing, interviewing techniques, case management skills,
crisis intervention and professional ethics. Following the supervised
internship in a community mental health program, trainees earn a certificate
from the local Community College and are guaranteed employment with
a community mental health program. As case manager aides, the program
graduates help mentally ill clients with budgeting, applying for welfare
entitlements and finding housing, and they counsel their clients on
treatment, work and other issues. As vocational aides, the graduates act
as job coaches and train clients in successful work habits. By 1992, the
sixth year of the program’s operation, over 70 consumers had been trained
and placed in employment with the Colorado mental health system and,
at last count, 62 per cent of the program graduates had completed a year
or more of successful employment.39

This program has continued successfully after initial demonstration grant
funds, which paid the salaries of the consumer staff, have been terminated,
and has been replicated in other states of the union. In Houston, Texas, a
similar program has trained and placed 50 consumer case managers, and
other replication projects have been established in Washington state, Utah
and Oregon—all without demonstration grants.40 The consumer aides are
paid a standard wage but are still relatively cheap ($5.50 or £3.70 an
hour); they perform tasks (for example, apartment hunting) which
professionals are happy to see others take on and they achieve some things
which professionals cannot. In particular, they serve as role models for
clients who are struggling to manage their lives better and they effectively
reduce the antagonism that many clients show toward treatment. The
consumer staff also raise the staff and patient level of optimism about
outcome from illness.

THE DEATH OF DAY CARE

Developments in community treatment and consumer-run programs have
made traditional day care more or less obsolete. Day care programs are
in essence a transfer of the institutional setting to the community. Writing
of British practice, psychiatrist Mounir Ekdawi concludes:
 

Severely disabled people attending a day unit have often led dependent,
institutional lives for many years; nevertheless, it often seems that
their past hospital experience was, if anything, richer and more socially
stimulating.41

 
For many patients, day care offers close observation, daily medication
monitoring and a welcome release from an otherwise aimless existence.
These advantages, however, can be achieved, with much greater
empowerment and rehabilitative potential, through a combination of
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intensive outpatient treatment (described above) and a Fountain House
style of clubhouse with consumer involvement.

Organizations such as Fountain House, in New York City, and
Thresholds, in Chicago, have gained international prominence for
establishing a model in which people with mental illness are involved
in running a program which meets many of their recreational, social
and vocational needs. In these programs, clients are called “members”
and work with staff in running the operations of the clubhouse—putting
out the daily newsletter, working in the food service, staffing the
reception desk or serving in the clubhouse thrift shop (second-hand
clothes store). The clubhouse is open in the evenings, on weekends and
on holidays, providing a refuge for people who cannot fit in well
elsewhere. Psychiatric treatment is definitively not part of the program.
Instead the emphasis is on developing work skills and job opportunities
for the members.42

For example, at the Chinook Clubhouse in Boulder, which is modeled
on Fountain House, staff locate jobs for the members in local businesses
and train and support them as they settle into the new work. In preparation
for this, the members join clubhouse work groups like those at Fountain
House. The program is not for everyone, however; lower-functioning clients
are scared off by the emphasis on work and higher-functioning clients are
not keen to mingle with other mentally ill people. A substantial proportion,
nevertheless, take part in the program and report a distinct improvement
in their quality of life.

Recently clubhouses with even more consumer involvement have sprung
into being. Spiritmenders Community Center in San Francisco’s inner city
was established by the San Francisco Network of Mental Health Clients.
The program is democratically run and is funded and maintained solely
by mental health service consumers. It offers a number of activities, a safe
place to drop in and socialize (important in the inner city), and education
for its members and the general public. It aims to empower its members
through peer counseling, advocacy and by fostering self-advocacy. Members
clearly do not see the center as being part of the traditional mental health
system. As one of the organizers frames their goal,
 

efforts are made to prevent those situations that force individuals to
receive involuntary services and/or other mental health services.43

 
As discussed in Chapter 8, the existential neurosis is a problem which
stands in the way of recovery from schizophrenia for people living in the
community. To combat this obstacle we can use ingredients of the
therapeutic community approach which helped us tackle the institutional
syndrome in the postwar decades—the normalizing effect of small, domestic
treatment settings coupled with patient participation in their own treatment
and control over their environment. How these ingredients may be added
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to community care has been discussed in this chapter. We are left, however,
with the problem of confronting the stigma of mental illness.

COMMUNITY EDUCATION

Although the mentally ill have been in the community for four decades,
we have scarcely begun to educate the public about the nature of major
mental illness. Community mental health professionals in Italy have taken
this challenge far more seriously and have succeeded to a greater extent.
Leading up to 1978, when Italy enacted its mental health reform law,
daily newspaper articles, radio broadcasts, television interviews,
discussions and books all involved the general public, politicians and
union officials in a debate which was theirs, not just for psychiatrists.44

In Trieste, the emptying of the mental hospital in the 1970s was
celebrated with a citywide parade and other festive occasions; the old
mental hospital was thrown open to the public for film festivals, repertory
theater and art exhibitions;45 businesses employing the mentally ill
became very prominent in the public eye, advertised by brilliantly
designed brochures filled with graphic art. These initiatives, writes
sociologist Michael Donelly,
 

mobilised a wide sympathy and interest among the people of Trieste,
and probably displaced at least some of the fears which the breaking
down of the asylum walls would otherwise have occasioned.46

 
Newspaper coverage of mental illness in Britain and the United States is
generally limited to reports of crimes committed by “former mental
patients” or, more rarely, shocking disclosures of the degraded conditions
of the deinstitutionalized mentally ill. Organizations such as the National
Alliance for the Mentally Ill and the National Schizophrenia Fellowship
have appreciated that a more sensitive portrayal of mental illness is required
if the associated stigma is to be lifted.

To this end, a series of radio programs were produced in Boulder, with
the support of the local Alliance for the Mentally Ill, which attempted to
reveal the human side of psychosis. Parents of a schizophrenic man talk
about their son’s illness, in one program, describing both his disturbed
behavior and his talents—revealing their love for him and their sense of
tragic loss. In other programs, patients describe the inner world of psychosis
and the frustrations of trying to be understood, of trying to get help and of
mere survival.47 Such first-hand accounts are moving—for those who hear
them. Most radio stations, unfortunately, are not interested; the material
does not fit with the usual programming.

We have far to go before the schizophrenic person is welcome in Western
society and before he or she can view himself or herself as an equal and
useful member of society. Until that time schizophrenia is likely to continue
to be a malignant condition.
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We have the knowledge, nevertheless, to render the illness benign. We
would need to:
 
• treat the acute phase of the illness in small, domestic, non-coercive

settings which reflect the humane principles of moral treatment;
• ensure adequate psychological and clinical support in the community,

including a full range of independent and supervised, non-institutional
accommodation;

• give recognition and support for the care offered by the schizophrenic
person’s family, and provide family education and counseling;

• provide guaranteed jobs and training for the mentally disabled—work
which is neither too demeaning nor too stressful;

• establish economic incentives to work—a more gradual reduction of
disability benefits for disabled workers and wage subsidies for the
severely handicapped;

• encourage economic and social advancement through consumer-
cooperative businesses, housing and services;

• fight for the rights of people with schizophrenia and their families to
participate as fully integrated members of society, taking the issue before
the public through the media; and

• use the antipsychotic drugs as a supplement to these measures, not as a
substitute for them.

 
Parts of this plan would be expensive but overall it may cost little more
than our current vast expenditure on the treatment and support of
schizophrenic people and on the associated disruption, crime and
imprisonment which result from inadequate care. Our society is inherently
unequal, however, and to provide such a quality of life for the person with
schizophrenia is scarcely feasible since such a large proportion of the
population—including an army of unemployed—would be left in worse
circumstances. To render schizophrenia benign we may, in essence, have
to restructure our provisions for all of the poor.
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