G. E. Dix, Acute Psychiatric Hospitalization of the

Mentalily Ill in the Metropolis: An Empirical
Study, 1968 Wash. U. Law Q. 485 (1968).

The Missouri statute which provides the legal:

;ork for the processes discussed in this

frame

article is based on and, except in a few particulars,

is similar to the Draft Act, supra.

* * %*

A. The Basic System

There are two public facilities available to the mentally ill of St.

Louis. One, the Acute Facility, provides twenty-four hour emergency
room scrvice as weil as short term full time hospitalization and out-
patient scrvices; the average length of stay for a patient in the Acute
Facility's full time psychiatric service in 1966-67 was 32 days. The
other, the State Hospital, provides primarily longer term hospitaliza-
tion as well as out-patient and followup service.®

40. The difficrence in function between the two facilities is evident from a comparison
of discharges. In 1966-67, although 67 per cent of patients leaving from the State Hospital
were discharged back into the community, 31 per cent of this total were paticnts who had
died in the hospital. Eighty-four per cent of patiunts discharged from the Acute Facility
were discharged back to the community, less than one per 2ont died in the hospital, and
about fourtcen per cent were transferred to other hosp . (Many of these were sent o
the State Tospital) Those hospitalized in the Acute Facility, then, weie most frequently
released back to the community after short-term treatment; if they did not respond, thcy
were tzansferred ehewliere for Yonger term care. A significant portion of those cared for in
the State Hospital, on the other Eand, remained in that facility until their death.
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One other fact becomes immediately apparent from a brief overview
of the system—the limited opportunity for judicial participation. In
1667, for example, about $0 per cent of the 1,917 admissions to the
Acute Facility were nonvoluntary; yet during a comparable period,
the probatc court held far less than 575 hearings. In a large portion of
nonveluntary admissions, then, there was no formal procedural oppor-
tunity for judicial participation. This will be discussed in more detail
later. Here, it is important insofar as it indicates that any study of the
hospitalization procedure that concentrates on those patients that ap-
pear befere the court will necessarily deal with only a small portion
of those subjected to nonvoluntary hospitalization,

A more appropriate method of structuring an examination of the
systerm is to consider several potential decision-making peints along
the route that patients take from the community to full-time hospital-
ization, to examine from empirical obscrvation whether or not sig-
nificant decisions are actually made at these points, and if so, to
determine on what basis they are made. Threc such points deserve
discussion:

1. the decision made in the community to seek psychiatric attention

for an individual and to present him for such attention, and

2. the decision made at the Acute Facility to admit the individual

to full time hospitalization, and

3. the decision by the probate court to authorize further hospital-

*ization of the patient.

B. The Decision to Present an Individual to a Mental Facilitys?
A study conducted in Baltimore concluded that approximately one-
tenth of the nonhospitalized population exhibited “obvious mental

g

illness.”* There is no reason to believe that the incidence of mental

52. The basic approach in this scction relics heavily upon Mechanic, Some Factors in
Identifying end Defining Mental [llness, 46 MENTAL Hyciene 66 (1962), reprinted in
MENTAL ILLNESS AND SOCIAL PROCESSES (T. Scheff ed. 1967).

53. Pasamnanick, Roberts, Lemkau & Kruger, A Survey of Mental Discase in an Urban
Population: Prevalance by Nace and Income, in MexTAL Hrearts OF Tue Poog, supra 46,
2t 33, 48. Even more startling condlusions were reachicd in a study of the Manhaitan popu-
fation. Only 185 per cent were designated as “well.” 56.1 per cent were considered miidly
or moderately isapaired by mental illness; despite significant symptoms, they were pefoim-
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disorder is significantly lower in St. Louis, yet only a few of those ex-
hibiting symptoms arc presented to psychiatric facilitics. Obviously, a
very selective process eperates in the community itself to choose those
who are to be brought to the attention of persons in a position to
offer and efect institutional treatment. The following comments con-
cerning this selective process are based on a study of 45 randomly se-
lected admissions to the Acute Facility. Heavy reliance was placed on
medical records, but in numecrous cases this was supplemented by in-
terviews with the admitting resident. 5

1. Community Selection in St. Louis

Table 1 contains a basic breakdown of the admissions, categorized
by the class of persons accompanying the patient when he appeared at
the Acute Facility. In about one fifth of the cases the individual pre-
sented himself. In about four fifths someone other than the patient
accompanicd him to the Acute Facility and probably assisted in de-
termining that he should be presented to a psychiatric facility. In one
third of the total presentations, one or more members of the family
(and no one eclsc) accompanied the patient. In one fifth, the police
alone presented him. In another fifth, both the police and a family
member (or some other close associate) were involved.

Table 1 also suggests that the dynamics of admission varied signifi-
cantly with the type of presentation involved. Self-Presentations, for
example, constituted 22 per cent of total, but none of the nonvoluntary
admissions. Family-Police Presentations, on the other hand, constituted
only 18 per cent of total, but over 40 per cent of all nonvoluntary
admissions. In fact, the most striking variation is the extensive partici-
pation by the police in the presentation of those patients who become
nonvoluntary admissions: in over 60 per cent of the nonvoluntary ad-
missions the police played a role, but they were involved in only about
25 per cent of the voluntary admissions. Since the dynamics of the
process depended at least in part upon who was involved, a detailed
examination of the several types of presentation listed in Table 1 is
necessary.

a. Self-Presentation. The Self-Presentations were composed almost
entirely of individuals who had obscrved in themselves what they in-

ing their everyday responsibilities satisfactotily, 234 per cent, however, were considered
significantly impaired in their everyday lives by symptoms of mental illness. L, Srotg, T.
LANGNER, S. Mircitarr, M. Orter & T. RenNty, MeNrat Hearru 1y e Mevrorovs 138-39

(1959,
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Tasrr 1
PRESENTATION TO ACUTE FACILITY BY THO5E ACCOMPANYING PATIENT AND TYPE OF
SUBSEQUENT ADAMISSION

Voluntary Nonvoluntary

All Admissions Admissi Admissi

Examined Oniy Only
No. % No. A No. %

Self 10 22 10 36 0
Folice Only 9 0 5 18 4 24
Family Only 15 33 10 25 5 29
Family and Police 3 13 1 38 7 41
i and Police i 2 1 33 o 0
vang

Ambulance 2 5 1 33 1 6
Toral 45 100 28 939 17 100

terpreted as symptoms of illness, most often depression, anxiety, or
hallucinations.

ILLUSTRATION 1.

The patient, a 32 year old woman, worked as a stenographer in a
law office. On the day of admission she had experienced difficulty
in concentrating on her work and had made numerous mistakes.
At noon she lelt to return home but instead checked into a hotel.
She reported hearing the sounds of a train depot and the voices
of old friends. Later in the afternoon, she presented herself to
the Acute Facility. s

None of the Sclf-Presentations became nonvoluntary patients, prob-
ably because underlying each Self-Presentation was a belief on the part
of the jndividual that he was “ill"” and a concomitant willingness to
submit to whatever “treatment” was suggested.

b. Police Presentations. Situations that appeared to have precipitated
the presentation of those patients accompanied by police officers to
the Acute Facility are summarized in Table 2. “Police Only Presen-
tations” were those where only police officers accompanied the patient
at the time of his presentation. Only one of these presentations was
stimulated Ly events occurring within the patient’s fanily; the others
were about equally divided between situations in which olficers came
upon the patient during the performance of relatively routine police
dutics and those in which the patient was called to police attention by
a complaining member of the community.

“Police-Family Presentations,” those in which both a police officer
and a member of the family accompanied the patient to the facility,
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Taste 2
SITUATIONS PRECIPITATING PRESENTATION: POLICE AND POLICE-FAMILY PRESENTATIONS

Police
Only
Presen-
Totat Police-Family Presentations
Initial Initial
Contact Initial Contact
With Family With

Patient Decision Police
byPolice toPresent by Paticnt

Evyents Within Paticat’s
Family Unit 8

suicide attempt r 1] 0 1 0
2ssaultive behavior 2 1 (] 1 0
bizarre behavior 5 ] o 4 1
Events Qutsidz Patient’s
Family Unit 10
suicide attempt 1 1 0 [] 0

bizarre behavior

observed by police

during routine

policé activity 5 4 1 o 0
complaint to police

by member of the

community
based en patient's
assaultive conduct 2 2 0 0 0
based on patient's
bizarre conduct 2 1 1 0
Total 1 B 2 6 1

are broken down in Table 2 according to whether or not the police
made contact with the patient before or after the family had probably
made the decision to present the patient. “Initial Contact with Patient
by Police” were cases in which the patient came to the attention of
the police by means other than the efforts of the family; in each, how-
ever, the family was subsequently contacted, the decision to present
was made, and at Icast one member of the family accompanicd the
paticnt and the police to the Acute Facility. “Initial Family Decision
to Present” were those cases in which the police were called to assist
in implementing the family’s decision to present the patient; these,
as would be expected, were stimulated entirely by events within the
family. (In one case, the patient himsclf called police to report that
his spousc had attempted to kill him; responding officers found no

orE



506 WASHINGTON UNIVERSITY LAW QUARTERLY

evidence of this, contacted the spouse and assisted in presenting the
patient.) The family’s decision to present is discussed in the next sec-
tion; the concern here is with those cases in which the police were
active in making the decision to present, i.c., “Police Only” and “Ini-
tial Contact with Patient by Police” presentations.

What appears to be the only study of the police decision to present
a patient suggests that there are five situations in which a police officer
is likely to take a person encountered to a peychiatric facility: (1) when
the person has attempted suicide, (2) when symptoms of sericus mental
discrder are accompanied by distortions of normal physical appearance
such as seizures or extreme dirtiness, (3) when symptoms are of a highly
agitated form and are accompanied by actual violence or an indication
of a danger of such viclence, (4) when the person appears seviously
diseriented, and (5) when the person by acting incongruously has
crcated 2 nuisance in a public place.® The cases observed in this study
generally confirm this analysis.

In five cases, police contact with the patient came during relatively
routine police activity. In two of these, the patient had been the driver
of an automobile that had been involved in an accident; investigating
officers either observed or received reports that the patient in each
case had been acting 2bnermally. (One patient had in fact been under
the influence of drugs and the other had been responding to visual
haliucinations.)) In the third, the patient had been stopped by police
officers pursuant to what was apparently a routine trafiic stop; he was
obviously psychotic and the officers found an Acute Facility outpatient
appointment card in his wallet. In the remaining two cases, the patient
came to police attention because of serious disorientation.

ILLUSTRATION 2.

The patient was observed by police wandering on the strect
wearing hospital pajamas and a surgical cap. He did not respond
to attempts to elicit information from him. Several hospitals in
the vicinity were contacted but reported that they were not miss-
ing any paticnts, The patient was then taken to the Acute Facility.

In the single case in which a Police Only Presentation was stimu-
lated by cvents within the family unit, the police had been called by
the patient’s stepmother who reported that the patient had slapped
her. Upon arrival, the police observed that the patient was disoriented
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and that she spoke loudly but in a rambling manner. Her clothing and
hair were extremely dirty.

Similar cbservations may be made with regard to those patients en-
countered by the police in the investigation of complaints made by
members of the community. In one, the patient was obviously dis-
oriented; in another the patient’s loud screaming disturbed neighbors
and investigating officers found that she had lost contact with reality
in several ways. The two remaining cases were situations in which the
patient had inflicted violence on others or had indicated a definite in-
tention to do so.

ILLUSTRATION 3.

A ncighbor of the patient called police and reported that the

patient had chased her with a hatchet. The patient, when ap-

proached, stated, “This is the hatchet Mr. Robinson used to kill
me. 1 died once. I do not know how 1 came back into this world.”

When the police officers were able to contact a relative or friend of
an apparently “mentally ill” person, the responsibility for the indi-
vidual was readily transferred to this person. Note in Table 2 the few
presentations resulting from situarions in which the police came into
initial contact with the patient but were then able to locate the family.
If the family insisted, however, the officers did assist in presentation.

JLLUSTRATION 4.

The patient, a middle aged woman who lived alone, was observed

walking nude in the street late at night. Officers contacted her

brotler who requested that they take him and the patient to the

Acute Facility. They did so.

In these cases, however, the family and not the police made the de-
cision to prescut.

The position has been argued that police are frequently too sclective
in determining who will be presented to mental health facilities. A
recent study of Negro male admissions to a Baltimore psychiatric fa-
cility, for example, reported that a large number of the patients had
exhibited symptoms of serious disorder long before presentation and,
while exhibiting these symptoms, had numerous contacts with the
police which did not result in presentation.®® In part, the study sug-
gested this may have been due to general police attitudes towards
lower class Negroes:

54. Bittuer, Police Diseretion in Emergency Apprehension of Mentally NI Persons, 14
Soc. Puus. 278, 283-2¢6 (1967).

55. Brody, Deibyshire & Schlcifer, How the Young Adult Baltimore Negro Male Becomes
& Maryland Mental Hospital Stalistic, Psvcutatric Risvakcu REFORT OF THE AMURICAN
PsvaiiaTric AsOciATIoN, Psycuiainic Ermisorocy Anp Menrat Heatiu Pransine (1967).
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The apparent tolerance of the urban peliceman to psychiatrically
disturbed behavior in lower class Negro men may . . . be coupled
with a tendency to view it as the naturally expected conscquence
f the “iack of responsibility” of members of a simple or inferior
race. It is plausible to suggest that these . . . expectations . . . con-
tribute to the development of a social role for the lower class
Negro man which includes patterns of irresponsible aggressive
. .. behavior.5®
Because this study relied only upon information already available to
the Acute Facility, the dynamics of the police decision cannot be dis-
cussed in any detail. Glearly more work needs to be dene in this area.
But one case was observed which supported the Baltimore study’s con-
clusion that police may fail to present even seriously il individuals.

ILLUSTRATION 5.

‘The patient believed that he was an F.B.I. agent, and he carried
at feast one weapon. Ile had accused his wife of being a “spy” and
his mother-in-law of poisoning him. Three wecks before presen-
tation he had been arrested for carrying a concealed weapon.
Although it is extremely likely that he was exhibiting these symp-
toms at that time, he was not presented until several days before
his preliminary hearing, when his wife called police and asked
that they assist in presentation.

In interesting contrast to this general reluctance to present individuals
encountered, however, was cne admission which suggested that psy-
chiatric hospitalization was being used by police to keep an individual
believed dangerous “off the streets” when no other method was con-
veniently available.

ILLUSTRATION 6.

The patient reportedly drank one pint of whiskey and, becoming
irritated at a group of children, shook one of them. Police were
called and the child was taken to a hospital where it was deter-
mined that she had suffered no significant harm. The officers then
took the patient to the Acute Facility and told the resident that
if the patient were not admitted he would be released, as there
were no charges against him. The patient exhibited no symptoms
of present mental illness. When the decision to adimit was made,
one officer called his superior and reported in a relieved tone,
“They'll take him.”

The police decision to present, then, usually followed situations in
which grossly bizarre behavior by the patient was observed. In addi-
tion to this symptomatic behavior, however, there was usually some

56, Id. at 215-16.
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indication that the paticnt either endangered others or was unable to
function in the community. Unlike the family decision to present
(which will be discussed in the next scction), the police decision to
present apparently represented adherence to a “dangerousness” cri-
teria. Although this meant that police agencics did probably forego
opportunities to refer many mentally ill persons to psychiatric facili-
ties, it conformed to the legal criteria set out in the statutory frame-
work much more closely than did the family actions.

One other aspect of police presentations requires comment. The
fact of pelice presentation created a strong pressure for admission
without regard to the proposcd patient's willingness to undergo hos-
pitalization, since the Acute Facility recognized that the police seldom
presented an individual unless he was a serious disruptive influence
in the cornmunity and other resources had been exhausted. Neverthe-
less, as T'ablc 1 shows, five of the nine police presentations admitted
themselves on a voluntary basis. One was presented after a suicide at-
tempt; it is probable that he recognized his “neced” for treatment, In
the other four cases, however, it is unlikely that the adinission was
voluntary in a realistic sense. In two cases, it was clear that the patients
regarded hospitalization as the only alternative to jail. In the other
two, the Acute Facility would have admitted the patients on a non-
voluntary basis had they not admitted themselves. 1t is likely that if
the patients did not believe that jail was the enly alternative to ad-
mission, they were aware that they had no real choice to make and
acted in response to this knowledge.

¢. Family (and Police-Family) Presentations. In over half of the
total number of admissions studied, the family was involved in the
presentation. In 83 per cent of tiic total admissions, the presentation
had been made by the family alone. When other categories are com-
pared, it appears that the family was influential in the presentation
of over half of the 46 patients whose admissions were examined.

Table 3 breaks down the 26 admissions in which the family par-
ticipated in the presentation. In eight (slightly less than one third),
presentation was apparently stimulated by the family’s observation of
what it interpreted as “symptoms” of an “illness” for which the pa-
ticnt nceded “treatment.” In those remaining, however, there was
strong evidence that presentation was stimulated by something other
than a simple conclusion on the part of the family that the patient was
“sick” and “needed treatment.”

In 13 cases presentation was stimulated by the patient’s behavior

e



510 WASHINGTON UNIVERSITY LAW QU;‘\RTERLY

ThsrE 3
SITUATIONS PRECIPITATING PRYSENTATION: POLICE-FAMILY
AND FAMILY ONLY PRISINTATIONS (BY TYPE OF ADMISSION)

Police-Family Family Only
Presentations Presentations®
Nonvoi- Volun- Nonvol- Volun-
untary tary untary zar):
Admis- Admis- Admis- Admis-
Total sions sions sions sions
Situations Within
Famiiy Unit @ \ .
suicide attempt 1 1 g - :
violent conduct 1 1
1 0 ] 1] 1

faumiily fear of .
violeat conduct 4 2» o 2

family disruption
caused by patient’s 3
behavior 6 2 o 2

family observation of
“symptoms of illness™

depression 3 (] [ g i
birarie behavior 5 1] 1
Situations Extending
Beyond Family Unit {5) .
wandering 2 L] 1 1
boistercus and
disorderly behavior 1 1 o 0 g
other 2 3 1 [ o
Total (26) 26 8 3 . 5 10

® For purposes of this table, Policc-Family Presentations includes those ses designated
in Table 1 as “Friend and Police™ and “Family and Ambulance™ Prescantations.

within the family. In about half of these, there was evidence that the
behavior was simply distuptive of family life and that this stimulated
presentation.

] TION 7. .
%EZSE{;QHXY reported that for the last two months the Ixmfx‘ltl h;:l
been slecping poorly and his general level of ncuvny»)nu ,]{1
creased. Te spent moncey frecly and the family was CO"S,UI,X;CI y
forced into debt. Recently he had attempted to open severa 'nc—:w
charge accounts. The family also cr‘)‘mpl;nncd of the pn'min]t? ar-
gumentativeness and “resentfuluness” at home and repeated com-
plaints of his irritability at work.

In only two of the 26 cases was there a specific act which indicated a
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direct and serious danger of physical harm to the patient or others;
in both of these cases the police assisted in presentation and the patient
refused to admit himself. In five of the 26 cases, however, the family’s
fear of assaultive or suicidal actions appeared to have stimulated pre-
sentation.

In about one fifth of the 26 cases, the patient’s symptomatic be-
havior became “public” in the sense that it could be observed by

neople other than the patient’s immediate family and it appeared that

the impact of this behavior on those cutside the family unit was in-
fluential in stimulating admission. In these cases, the dynamics of the
decision to present often differed significantly from those in which the

eatire matter was an internal family affair. In some of the “public

behavior” cases those ourside the family who were exposed to the

patient’s condition put strong pressure on the family to present the
patient.

ILLUSTRATION 8.

A woman who had been discharged from psychiatric hospitaliza-
tion during which she had becn diagnosed as paranoid schizo-
phresic began to exhibit Symptoms again. She was “abusive,”
paraded around her home in the nude in front of her children
and charged her husband with drugging her and inviting neigh-
bors to have sexual relations with her. She also accused her neigh-
bors of “w: uting to get rid of her.” She was not presented to the
Acute Facility, however, until the landlord, in response to com-
plaints made by the neighbors, threatened to evict the family un-
less she was rchospitalized. .

In other cases, the decision to present was made and cffectuated in part

at least by those nonfamily members who came into contact with the
patient.

ILLUSTRATION 9.

The patient, a nincteen year old youth, had dropped out of high
school because of a “nervous condition.” He had been employed
in a bakery but his employer called the family to take him home
because he had been “acting strangely.” The patient then became
withdrawn and frequently paced the floor all night. Occasionally
bz would strike his brothers and sisters, Two days before presenta-
tion he swung at his mother with an iron bar and attempted to
strangle his sister. No outside help was sought, however. On the
day of presentation, he barricaded himsell m the cellar and cov-
ercd himsclf with soot and cobwebs. No attempt was made to
obtain help uatil he left the cellar and ran out of the house. At
this point, the police were called and the patient was apprehended
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and presented by the mother and police officers to the Acute Facil-

ity.

“In four of the five cases where the patient’s symptomatic behavior was
public, the police were involved in presentation. In only two of the
five did the patient adnit himself.

Most of the work that has been done on the dynamics of the decision
to present has concerned the family decision to seck psychiatric help
for one of its members.®? These studies tend to agree with the results
arrived at here. Polack, in his extensive exarnination of what he char-
acterizes as the “crisis of admission ests that the situation precip-
itating admission is frequently only the most recent in a series of crises
involving the paticnt and his family. The series, he argues, is gencerally
made up of common situations that confrent most individuals and
families in the course of life, such as separation, physical illness and
is sexies is interrupted by the

25

& v
sugg

death. Thoere {amilios in which the cris
psychiatric hospitalization of one of the members have dealt with prior
crises by simply denying the reality of the facts of the crisis, failing to
use potential sources of help (sometimes because of reluctance to do so
but frequently becanse the comumunity has failed to make such re-
sources readily available), and by failing to express negative feelings
appropriate to the crisis. Hospitalization occurs when, during oue cf
these crises, the family, frequently after exhausting other means of
resolving the situation, attempts to relieve the crisis by labeling one of
the members as “mentally il to secure this member’s removal from
the fomily.

Platients were admitted to the psychiatric hospital not primarily
ecause they had the signs and symptoms of psychiatric illness,
but usually because their behavior could no longer be tolerated
by the people with whom they lived. ... Most commonly . . . hos-
pitalization hecame necessary either because the patient’s behavior
had chenged in a direction which the members of his living group
found more difficult to tolerate, or because the structure of the
living group changed so that its members were less able to tolerate

57. See, eg., Yarrow, Schwartz, Murphy & Deasy, The Psychological Meaning of Mental
Hiness in the Family, 11 ]. Soc. Issurs 12 (1955). Se¢e also Sampson, Messinger, Towne, Ross,
Livson, Bowers, Colicn & Dorit, The Mental Hospital and Marital Famnily Ties, 9 Soc.
Prot. 141 (1961). Cf. Blackweil, Upper Middle Class Expectations About Fnlering the Sick
Role for Physical and Psychiatric Dysfunctions, 8 J. Hratuu & Soc. Brnsavior 83 (1967).
For a general study of the process of identifying those “needing” hospitalization in
Englend and some procedural implications, scc A. LAWSON, Tite ReCOGNNION OF MENTAL
Itiniss ix Loxvon (1066).

58. Polak, The Crisis of Admission, 2 Soc. Psycinatry 150 (1967).
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his behavior. This behavior may or may not have been related to
the patient’s psychiatric symptoms . . . . We agree with a number
of other workers who have observed that the member of the family
who is labeled the patient is not necessarily the individual with
the areatest problem.® ’

T.his is not to say, however, that hospitalization which results from
family rejecticn or inability to tolerate the patient’s behavior does not
serve a function other than removal of the patient from the crisis situ-
ation. Frequently hospitalization provides an opperwunity for “crisis
remission,” in which the fa y regroups itscifazmd, sometimes with
outside help, beceines able to 2gain tolerate the patient. A recent study
of married women psychiatric patients documenied this function of
the hospitaiization process:

{Aln important if explicit function of mental hospitalization is to
preserve and reinforce’ the patient’s ties to a personal community.
-« . [Tlhe immediate efect of hospitalization . . . is to define the
wife as 1K1cnt;!{)'.i1! and remove her from the {amily. These radical
procedures Initiate a personal and social moratorium. During
thg meratorium, the wife’s role obligations are suspended without
bcmg_ abrogated; past and present expressions of alienation may
!7': reinterpreted, isolated, and forgotten by the patient and her
intimates; and critical relationships may be negotiated, modified,
and resumed under conditions of limited contact and experimental
tentativeness.® .

) Onc half of those patienis whose family was influential in the deci-
ston to present were admitted on a nonvoluntary basis. A significantly
higher percentage of Police-Family prescatations were nonvoluntaiy,
probably reflecting a continuation of the patient’s resistance that
caused the family to summon the police to assist in presentation. But
the fact that onc third of the Family Only presentations were nonvol-
untary suggests that even when informal family pressure was sufficient

to causc an individual not to resist presentation, it was nevertheless

sometimes not sufficient to cause him to admit himsclf. It is also clear
that the patient’s willingness to admit himself differed with the nature
of the event precipitating presentation. Acts of violence within the
family generally led the family to call for police assistance in presenta-
tion and ended with nonvoluntary admission; observations which the
famiiy interpreted simply as symptomatic of illness, however, were
almost never followed by police participation in presentation and with-

54, Id. at 151, 153,
60. Sampson, et. al,, supra note 57, at 154-55.
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cut exception ended in voluntary admissions. To the extent, then, that
the family sought to use the psychiatric facility as a means of protection
or of relieving itsclf of a disruptive influence, presentation and acdis-
sion were likely to be nonvoluntary. When, on the other hand, the
family invoked the psychiatric system to “help™ an “ill” member, the
patient almost invariably cooperated in presentation and admission.$

2. Analysis

a. The Dynamics of Community Selection. The observations de-
scribed above make clear that there are two general types of partici-
pants in the community selection process. The first, the patient’s pri-
mary group, is the family or those with whom the patient is in close
everyday association, In some cases (about one-third, according to Table
3), the primary group's decisien to seek medical help for one member
follows the traditional modecl: behavior is observed which is inter-
preted as symptomatic of “mental illness,” and when jt progresses to a
point where the individual is regarded as scriously in neced of kelp,
he is presented by ihe concerned family to a psychiatric facility. But
in many cases the process is much more complex. The primary group is
willing to tolerate extremely serious behavier until something—a “pre-
cipitating event”—makes it no longer feasible to tolerate the situation.
This “precipitating event” is frequently fortuitous in the sense that it
is not related to cither progression cof symptoms or seriousness of the
patient’s psychopathology. . ’

ILLUSTRATION 10.

The patient had been depressed for a period of time and had
considered attempting suicide for two wecks, He had specifically
threatened to kill himself, but no attempt was made to present
him to the Acute Facility until his wife happened to notice an
apparatus apparently designed by the patient to harg himself.

61. For onc of the only studics dealing with factors stimulating presentation of patiznts
to acute psychiatric treatment facilities, sce Smith, Pumphrey & Iall, The “Last Straw”:
The Decisive Incident Resulting in the Request for Hospitalization in 100 Schizaphrenic
Patients, 120 AM. J. Psycmiatry 223 (1863). After concluding that the family's fear of the
paticnt and the patient’s “gencral unmanageability” were more fiequently factors stimulat-
ing presentation than the patient’s aciual assaultiveness, the study commented, "Nine types
of events had been tolerated Erequently {by the paticnt’s family] without a request for
bo;pilalizalion: suicidal threats, threats of harm to family members, destructivencss, shout-
ing, obscene words, frrational talk, inexplicable behavior, wandering, and refusing to come
out of a yoom. Suicidal attermpts and 2ctual harm to others were not tolerated.” fd. at 230.
For an execllent general discussion of the family and community aspects of acute pey-
chiatric hospitalization as well as criticism of the manuer in which the decision to hos.
pitalize is made, see Knight, Social and Medical Aspects of the Psychiatric Emergency, in
Crzxe, Law any Coprzcrtons (R. Sluvenko ed. 156G},
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Sometimes the precipitating event is one that makes the patient’s be-
havior apparent to those outside the family unit, thereby involving
“cecondary groups™ in the decision to present. As Hlustrations 8 and 9
indicate, the family is sometimes willing to tolerate even scriously
dangerous behavior until the behavior extends outside the family. The
“secondary group” may include the police and the neighbors; they may
take direct action themselves to secure presentation or they may pres-
sure the family into cffecting presentation. This does not mean, how-
ever, that groups other than the patient’s primary group demand pres-
entation at the first sign of behavior symptomatic of “mental illness.”
1 the bekavior is not violent or otherwise seriously disruptive of every-
day community life, the community is frequently willing to ignore
even extremcly bizarre symptomatic behavior. If the offensiveness be-
comes focused on one memter of the cominunity, however, his efforts
are often enough to cause presentation.

ILLUSTRATION 11.

The patient had been observed by police officers for three weeks.
He wandesed through the downtown arca with a picture of Christ
around his neck and carried a wooden staff. No pressure to present
existed, however, until the patient walked into a store, selected a
suit of clothing, identified himsclf as Jesus Christ and asked that
the clothing be charged to God. The store owner complained to
police, who presented the patient to the Acute Facility.

Thus, the most significant characteristic of the community selection
process is that it dees not consistently operate on the basis of present-
ing to psychiatric facilitics those whose illness has reached a given point
on 2 continuum of increasingly serions psychopatholegy or sympto-
matic behavior, Rather, it frequently selects for presentation those
whose symptomatic behavior becomes anti-social for reasons unrelated
to the illness itself. The result is twofold. First, individuals are pre-

-sented to the Acute Facility, sometimes under formal or informal coer-

cion, who may not meet the criterion of “dangerousness.” They may,
as in Hlustrations 7 and 8, have disrupted the lives of their families;
or, as the patient in Hlustration 11, they may have offended an influ-
ential member of the community; but as is discussed bLelow, it is ex-
tremely doubtful whether these individuals can be regarded as danger-
ous. Sccond, even if an individual has exhibited behavior or symptoms
that might arguably bring him within the “dangerous” criterion, this
single characteristic may not have been the cause of his presentation.
As Hlustration 9 shows the most immediate factor in the vbrocess, and
the one stimulating presentation, may have no direct relationship to
the symptoms that made the patient "“dangerous.”
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Moreover, even if the legal framework cannot control the commu-
nity decision to present, it nevertheless cannot ignore it. The dc'cx;”»fon
to present is a primary factor in shaping later aspects of the hospitaliza-
tion process that are perhaps more susceptible to such controliTlxc pub-
lic psychiatric treatment system, unlike other systems of social control
such as the criminal justice system and programs of health and safety

standards, has no field stafl to seek out those properly included with
the control of the system. It remains essentially passive an.d simgﬂy
accepts or rejecis those presented to it by individuals or agencies which
have no formal relationship to the system itself. More than L'he other
aystems, then, the public psychiatric treatment system .is m.oldcd by the
attitudes and practices of the community. Some studics, in fact, have
present is, as a practical maiter, the

concluded that
controlling decision in the hospitalization process. As Schefl expresses
it, the fact that hospitalization is sought raises a “preswmption ol l!l
ness” that is uncritically accepted by medical personnel and commit-
ment courts.”! But even if the medical examination and the judicial
Licaring are not @3 nonfunctional as these studies suggest, tlm_ fact u.mt
an individual is rcgardcd as in nced of hosplmhzation by his family,
necighbors, or othier aspects of the community is nevertheless a signifi-
¥ . . .
cant factor in the decisions to hospitalize and commit. In view of its
tremendous impact on the entire systemn of decision to present, this
factor clearly cannot be ignored in fashioning a legal framework for

the system.
C. The Decision to Admit to Hospitalization

Since only about one-third of those presented-at the Acute Facility
were admitted to full time hospitalization, it is clear that the admission
procedure constituted a significantly selective decision-making pro-

cess.”® The admission deci

71. Schieff, The Socictal Reaction to Dcviance: Ascriptive Elements in the Psychiatric
Screening of Mental Paticnis in a-Midwestern State, 11 Soc. Pron. 40_1 {1061). )

792, Other studies have concluded that the admission procedure is txo{ selective. Sd!.clf.
supra note 71, at 403-0f. See elso Mechanic, Some Factors in Ientifying and Dcfining
fentat Hiness, 46 Mentar Hyciesz 65, 70 (1962):

Jit the two mental hospitals studicd over a period of three months . .. 21l persons

who appeared at the hospital were absorbed into the patient population regardless of

their ability to function adequately outside tle hospital. ) . .
It is almest certain, bowever, that these studies report results observed in traditional

in .

n was made by a resident physician in the |
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Acuic Facility’s Emergency Room after about four minutes of observa-
tion and examination. Disscction of the decision is difficult because,
like many clinical decisions, it is esseatially a gestalt situation: the
result of admission is the vector of numerous contributing forces and
to designate ouc or two as determinative is often misteading. Neverthe-
less, it is possible to isolate at least some of the specific factors that
enter into the decision.

1. Factors Influencing the Decision to Admit

a. Fatient’s Desire. Analysis of the admission decision is complicated
by the fact that the formal designation of an admission as voluntary
may not mean that the patient’s entry was a free choice on his part.
When the patient was presented by the police, for example, he may
have believed or have been told that admission was the alternative to
jail; this may or may not have been true.

ILLUSTRATION 12.

Police officers prescnted a 36 year old man to the Acute Facility
and reported that he had become irritated at a group of children
and had shaken a siall girl, A medical examination of the girl re-
vealed no significant harm, and the officers reported that they had
no charges against the pre-patient. The resident, who wanted to
admit the pre-patient because of the potential for violence on his
part, indicated that the patient signed a voluntary adinission be-
cause he believed this was the only alternative to jail.

A patient was sometimes advised by the admitting physician that if he
did not sign a voluntary application he would be successfully “com-
mitted,” that he should not “make things difficule.” Family pressures
also influenced some patients to admit themselves although they did
not believe they needed hospitalization. :

But it is also true that a patient hostile to hospitalization sometimes
voluntarily admitted himself for reasons that were obscure and diflicult
to determine. )

“State Hospital” systems rather than in the metropoliton acute treatment systen with which
this study is concerned. Other examinations of the admission stage of acute psychiatric
hospitalization have established the sclectivity of the process. Baxter, Clodotkoff &
Underhill, Psychiatric Emergencies: Dispositional Determinants and the Validity of the
Decision to Adrmit, 124 Am. J. Psvciatry 1512 (1963) (which also attempts to isolate those
factors influcucing the decision to admit); Ungetleider, The Psychiatric Emergency, 3
ARcHIVES OF GENFRAL Psyeutatry 593 (1060).

In part, at least, the selectivity of the facility studied here was caused by space shortages.
The impression was inescapable that the fucility would lhave picfenied to admit wore
paticnis and retain many for longer periods of time but was prevented fiomn both by lack
of space,

25
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ILLUSTRATION 13.

A woman dingnosed as parancid schizophrenic was referred to
the Acute Facility from another hospital. She was actively hostile
but adinitted herself. The resident believed that this was because
the patient’s sister was already hospitalized in the Acute Facility
and the patient wanted to be near her and felt the facility was
beneficiol for her sister and therefore would also be for her.

In most cases, however, the decision to admit was made without regard
to the patient’s desire, and identical criteria were applicd to voluntary
and involuntary admissions. An interesting exception to this was the

dcprcsscz:l patient who wes not considered a suicidal risk; hie was some-

times hospitalized oniy if he specificaily requested it. But this attitude
on the pait of the Acute Facility seemed to be the exception rather
than the rule.

b. Danger to Self. The decision to admit was influcnced by a variety
of factors which can be grouped together under danger to self. The
most obviovs was the admitting resident’s conclusion that there was a
substantial danger that the proposed patient would attempt ‘to take his
own life.

ILLUSTRATION 14.
A 24 year old unemployed musician presented himself at the
year: proyea 1ar p
Acute Facility. He reported that he had been depressed for a week,
! cported 2C0 20 :

kad experienced crying spells, and had observed an impairment in

his ability to concentrate. He admitted having had suicidal
1 . . - o .

thoughts and having specifically considered the use of sleeping

pills as a means of taking his life. The resident admitted himn.

“Dangerousness” to self in this scnse is quite clearly not a readily
identifinkle clinical “symptom.” The medical litérature contains a
number of studies of suicide potential, but all emphasize the varicty of
factors which must be considered and the ambiguity of each.™ An im-

., C. Lroxarp, UNDERSIAND, AND PREVE NG Suicink (1967); Litman & Farberow,
cy Evaluation of Self-destructive Potentiality, in Tue Cry ror Herr 48 (N.
Farberow & L. Shncidinan eds. 1351); Tabachnick & Farberow, The Assessment of Self-
destructive Potenti ity, in Tnr Cay For Hrte supra at G0; Tuckiman & Youngman,
Assessment of Suicide Risk in Attcmpted Suicides, in SUicivAL Bruaviors {HLL.P)) Resnik
ed. 1968). Cf. Lessce, Apparent Remissions in Depressed Suicidal Patients, 144 J. Nervous
AND MrNran Diseasis 291 (1967).

The case law s cqually ambigious when invoked to determine what facts justify deten-
tion on grounds of danger of suicide. In Jillson v. Caprio, 181 F.2d 523 {N.C. Cir. 1950)
the court reversd 2 dirceted verdicr for defendant phiysician who had tolt police officers
that he would not be responsible for what happened if the plaintiff (whow he described
as “homicdidal and suicidal”) were not taken into immediate custody. Although the deci-

sion appurently rested on the failuse to comply with a statutory requirement that the
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portant problem, especially given the shortage of space in the facilities,
is that of separating serious attempts to commit suicide which have a
subsiantial likelihood of success from suicidal gestures which are in-
tended only to cause somcone else to respond in a desired way. The
matter is complicated by the fact that the “intent” to perform only a
“gesture” rather than to complete the action may not be conscious or

the possibility that a gesture not intended to result in actual death may,

for reasons not anticipated by the individual, be successful. In addition,
it is established that an individual with suicidal intentions will fre-
quenily communicate these intentions to others before acting upon
them, or at least will attempt to do so. But statements and actions
which are subscquently identified as attempts to communicate suicidal
intentiens were often ambigious at the time they were made even if
the entire situation was understood, and if the individual’s overall sit-
uation was not known the actions or statements would in many cases
have been of no predictive vatue at all.™ The literature also emphasizes
the necessity for extensive knowledge of the individual's situation for
other aspects of evaluating suicide potential. Some factors which have
been established as relevant to suicidal potential, such as age and sex,
are readily observable in the clinical context. Others, such as the nature
of the fantasics the patient experiences and his impulsiveness and flex-
ibility in adjusting to situations, require a more extensive clinical eval-
vaticn than is possible in the emergency room situation. Some cannot
be evaluated without a detailed knowledge of the individual’s social
history; these include, for example, the patient’s cultural and religious
attitudes towards death, the availability of supporting resources in the
community such as family members, friends, or cowcrkers and any
recent decline in the patient’s communication with others. It is not

certificates of two physicians be obtained before an insane person who was not in a
public place could be taken into custody, the case was later distinguished by the same
court on the ground ihat under the facts “there was no eminent danger.” Orvis v. Brick-
man, 186 F.2d 762, 763 (D.C. Cir. 1932). In Oivis the court held that a police officer was
justified in procuring the hospitalization of 2 woman who had cut an artery in her wrist,
was bleeding profusely, and had rcfused medical help. Although she informed the officer
that she kad cut her wrist accidentally while removing a call from her foot, the officer
could sce no callus. Id. at 766-68.

74. Yessler, Gibbs & Decker, On the Communication of Suicidal Idcas, 3 ARCHIVES OF
GEnerAL Psycriatry 612, 616 (1960) concluded that 30 per cent of successful snicides
(and 25 per cent of those making unsuccessful attempts) had attempted to communicate
their intention to others before acting. But included as an attempt (0 communicate were
such statements as, “Somc day I will have guts cnough to Kill mysxclf” and, in the context
of a conversation concerning the individual's zpproaching court maitial, “I would rather
be dead than restricted.” Id, at 615,
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difficult to see why the reliability of cvaluations of suicide potential
remains Imgely untested.™ The matter is complicated further by the
fact that, even if there is a significant danger of suicide, psychiatric
hospiralization may be neither legatly permissible nor medically desir-
able. Not all who attenupt suicide are “mentally ili”;% thus a potential
suicide may not mect the basic criteria for psychiatric hospitalization.
who have attempted suicide will

Morcover, while some individua!
welcome hespitalization, others will resist it,77 and psychiatric hospital-
izat 15y, from the therapeutic point of vicw, agaravate these factors
that gave risc to the snicidal desire.®® In short, there is little scientific

75. For a recent study atiempting to assess the clfectiveness of such evaluations, see
Cohen, Motto & Sieden, An Insirunent for Lualucting Suicide Potential: A Preliminary
Study, 122 Axr. JL Psveitaiey 886 (1066), Using 1he traditional metheds whick attempt to

1228 7

pts on the basis of the seriovsness of th: nitentions,
the sty conchuded that the resalting categories were of no predictive value whatsosver.
developed by the authors, howeser, enabled them to divide those who
de into three groups which were later established to contain suicidal
viduals in the following ratios: 1t0 2!, 110 2 and 1 to 1.
cel Test Prediction of Suicide, in SUICIDAL Bruavio: 108
the success of the Rorschach inkblot and other psyciological
N i i s
There are ro valid psychological test indicators capable of

classify these who have made at

The questionnair

ag with any degice of accuracy whether an individual will commit suicide in the
able futyre™ Id. at 198, Some studies have reported that at least cighty per cent of
patients <lawified as “suicidal™ (defined as “having suicidal trends™ or as “nonsuicidal”
were subcequently confirmed to have been correctly dizgnosed. Id. at 192-200. But the
is that emphasis has been placed on discovering
tends” g future specific
tle attempt has been made to uolate sigos which when piesent would reliably
te et an rtwempt. I, at 202, Such signs would be invaluable for deterim ring
a serious risk of self-destructive Lekavior could be sail 1o have been
ed, shthough the absence of the signs could not be said to alfirmatively

cefoct in the 1oearch, Piotiowski argue:
al “intent™ or

ather then on pre

predict a suic

those lor w
factually estab}

indiczte the abeence of any significant risk of seil destruction, This charatteristic of the
s the difference in emphasis between Ingal and mcdical decisionmakers
'

reszarch substant
1in the text at note 137 inifra; medical research has been concerned with establish.
ing the poten need for treatment rather than with accurately predicting the probability
that nontrcatinent will have specific adverse results.

76. C. LioNarn, UNDESSTANDING AND PREVENTING SUICIOE 273 (1967) condludes that about
35 prrocent of suidides were “clearly mentally iL”

77. Sce C. Lionawy, supra note 76, at 23, 72, 135 (1967).

78. StucoMM. ON MENIAL Irarsn Srevices, CALIFORNIA LEGISLATURE, ASSEMBLY INTERIM
Comyr. oN Wavs Axp Muans, THeE DILEMMA OF MiNTAL COMMITMUNT 1IN CALIFORNIA
o o Te, o ¢ i
15253 (.IJII(J} concluded that danger 1o self should not be a basis for nonvoluntary
hotpitalization:

There is goold evidence that te assume responsibility for preserving the life of a
suicidal penson may Le the worst possible therapy, Dr. Willaed A, E. Larson
explain: T

-+ erthodox suicidal precautions communicate to the patient that he is untrust-

worthy, indeed prone to overwhelming self destructive wiges, and we give him our

discus:
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support for the existence of a precise and reliable clinical ability to
predict suicidal actions with any dégrcc of accuracy, and the relation-
ship among “mental illness,” suicidal intention and the appropriate-
ncss of psychiatric hospitalization is far from settled.

But “dangcerousness” to self, as the criteria was administered in the
decision to admit, included more than the probability of self-inflicted
violence. Danger of physical harm from sources other thon the patient’s
own hand was also an important consideration in the decision to admit
in some cases. For example, the pr-zicnt's decreased ability to function
normally in the community may have made him particularly suscep-
tible to a danger that is regularly borne by many members of the com-
munity.

nrusTRATION 15,

The patient, a 44 year old woman, was brought to the Acute
Facility by her husband who was 85 years old. He reported that
stic suffered from insommnia and sometimes locked herself in the
bathroom. During the interview with the resident, the patient
talked to the empty emergency room. Among the factors influenc-
ing the decision to admit her on an involuntary basis was the
resident’s observation that in her neighborheod “people were rob-
bing and raping all the time” and that she would be particularly
subject to such attacks.
¢. Danger to Others. In some situations, the existence of serious

mental disorder and danger to others was relatively simple and deter-
minative; the patient in Ilustration 38, for example, was admitted pri-
marily because of her obvious loss of contact with reality and her assault
upen the neighbor. But in other cases the information upon which a
decision as to “dangerousness” had to be made depended on relatively
vague reports from informants of untested reliability, and the inference
of actual “dangerousness” was far from a necessary one given the truth
of the factual assertions made by the informant.

ILLUSTRATION 16.

The paticnt, a 32 year old woman, was seen in the emergency
en the 6th. She was given medication and the social scrvice stall
began to assist her in chailenging the actions of the welfare office
in terminating her AFDG payments. On the 23rd, the patient was
returned to the facility by her sister. The sister reported that the

sanction to shed accountability for his own behavior in that we ., . are now ready
to carry the full socizl burden of preventivg his havming himsclf.
€f. Harris & Myers, Hospital Management of the Suicidel Paticnt, in Sttctnal BFITAVIOR,
supra wote 73, at 207 who mgue the daditional pasition that treatment of a suicidal
paticnt can be best provided in a psychiatiic hospital.

ACE
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patient had been depressed but had not taken her medication, had
stated that she wished her children were dead and had given the
children some unidentified medicine. "The sister evidenced a great
deal of concern over the safety of the chiidren. The patient was
admitted on a nonvoluntary basis; the admissions note stated that
she could not be treated “safely” on an outpaticnt basis, prinuci-
paily because there was ro adult member of the faunily to sce that
she took her medication and returned periodically to the ciinic.

Morcover, a patient was sometimes admitted f{ollowing viclent con-
duct despite the absence of any “symptoms of mental abnormality” at
the time of admission. The patient in INustration 6, for example, was

admitied despite the absence of any present symptoms of psychepathol-

ogy because, according to the resident, “he should not be louse.” The
causal relationship between the demonstrated dangerousness and any
mental illness was, of course, extremely tenuous in such cases.

In a few cases an important factor was not a fear on the part of the
admitting resident that the patient would become violent, but the exis-

tence of such fear in others.

ILLUSTRATION 17.

The paticut had been given a ride by a truck driver who found
him hitchhiking along a highway, When the truck driver noticed
that the patient had a gun, he took him to the police station. The
police brought him to the Acute Facility where he refused to
divulge anything other than the pronunciation of his name. He
was admitted on a nonvoluntary basis.
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future situation. In part, this turns upon conclusions drawn from clin-
ically obscrvable symptoms. But even this aspect of evaluating danger-
ousness is clouded with uncertainty; studies have shown that psychia-
trists niot only do not agrec on the significance of given clinical observa-
tions, but that differences in interviewing techniques and skill result
in widely different clinical observations.™ Morcover, at least as im-
portaut as clinical factors in evaluating dangerousness is the task of
predicting whether the patient will encounter situations that might
stimulate zgygressive behavior® In short, psychiatric predictions of
“Gangerousness” to others are at lcast as tenmious as predictions of seri-
ous sclf destructive

ndencies. As one study of patients who had com-
mitted homicide concluded:

[f]n extremely few cases was there anything that would enable the
psychiatrist to predict accurately the subsequent . . . offense . . .
[{The discipline of psychiatry has not yet developed valid criteria
Ticicut degree of predictive reliability to justify hard and fast
weticas before the act between the . . . [nentally ill] individ-
ho is likely to commit . . . violence, such as rape or homicide,
and the one who will not transiate his emotional conflicts into
aggressive, destructive behavior.

[M]entally ill people who have committed violent and serious
offenses against society are not a group apart from other mentally
ill persons who have not translated their emotional conflicts into

overt assaults upon others. The psychotic patients who have com-

Chne patient was admitted not because of a fear on the part of the ad-
mitting resident that the patient would actually engage’ in assaultive
behavior, but rather because in the extremely unlikely event that the

mitted homicide run the gamut of psychiatric disorders, and . . .
are not clinically distinct from psychiatric paiients in general,

patient would cause harm to cthers, the facility would be placed in an
awkward “public relations” position.

JLLUSTRATION 18.

A young man who had broken up with his girl friend became in-
toxicated and threatened to kill her. This threat was communi-
cated to the police. The young man presented himself to the Acute
Facility alter release from jail on a peace disturbance charge. The
resident indicated that he did not believe the patient had the
“guts” to harm anyonc but that he admitted him because the
threats which the patient had made had been so widely dispersed.

“Dangerousness,” then, cannot in any sense be regarded as a clin-
ically observable symptom of a proposed patient. It is a complex eval-
uation of how the patient will react to what is anticipated will be his

Some “mentally i1l patients who exhibit the most acutely dis-

73. Roseozweig, Vandenberg, Moore & Dukay, 4 Siudy of the Reliability of the Mental
Status Examination, 117 A . Fsvenatry 1102 (1961). This study noted that there was
“poor consistency” between examinations in regard to such matters as the patient’s

delusions, his use of the projection defense mechanism and even his orientation; these

wonld noumally be expected to remain faicly constant, which led to the conclusion that
“gdiffcrent interviewers may ten:! to bring out different manifestations of psychopathiology
in the patient, .2 1d. at 1108, In regard to the evaluation of obsersations the study
noted that “some concepts in common clinical usage, which are usually taken for granted
as being universally understoad, ate in fact unclear. This may be tue for items . . . dealing

with memory inuuinm‘nx, systematization of delusions, autistic vs. realistic concepts,
symbolic thinking and autistic fantasy.™ Id. at 1107. Sce also Stoller & Geeitwma, The
Consistency of Psychiatrist’ Clinical Judgments, 137 ] Nirvous axo Mentat Dispases 58
(1963).

§0. Bychowski, Dynamics and Predictability of Dangerous Psychotic  Bchavior, in
CumnicAL EVALUATION OF THE Dancikoussrss of Tne Mextatry Iun (J. Rappeport ad.
1967) discusses the clinical aspects of such predictions. The inadequacy of a purely clinical
approach is clear fiom the discussion.
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turbed and destructive behavior have never demonstrated suffi-

ciently dirccted and organized aggression to kill another, while

others who are quite meek and inoffensive have on occasion killed

suddeniy. st

d. Degree of Illness. Another major consideration in the decision to
admit was the degree of psychopathology which was diagnosed. In this
context, psychopathelogy means the seriousness of the illness as deter-
mined by clinical symptoms such as hallucinations, disruption of
thought process, loosening of association, etc. For example, a patient
ted, “Name the last four presidents,” “Start with the

was frequentiy
Ler one hundred and subtract seven, and then continue to sub-

FoReE
tract seven from each answer you get,” or *“Tell me why an apple is
like a pear.” Inability to recall matters regarded as common knowledge,
to do simple mathematical calculations or to generalize (as by suggest-
ing that an apple is like a pear because both are frait) was regarded as

ing
symptomatic of impairment of meatal facilities.

As Hlustration 15 shows, scrious psychopathology may have indicated
danger to the patient or other situations which tended to encourage
admission, but the degree of illness also operated as a pressure to admit,
independent of its relationship to such other factors.

ILLUSTRATION 19,

A 26 year old woman had reportedly been "imagining things”
since her marriage six months before presentation. She had ac-
cused her husband of spying on other men in public washrooms

titution, 281 ANNats 35, 36

81. Cruvar drop, The Mudercr in the Menlal Ins
{1952}, reprinted dn Stemss a8 Hostcion 167 (M. Wolfgang ed, }. See aiso M. Guut-
macher, 4 Review of Ceses Seen by ¢ Court Psychiatrist in Tir CLINICAL EVALUATION OF
THE DANGEROUSNESS OF THE Minvarry Ite 17, 27 (J. Rappeport ed. 1867), who concludes,
2fter a prcsentation of case studies of five patients who commiited homicide, “. . . T am
urable to decipher in these cases any symptoms which they presented in common that
might act as warning signs of impending disaster. In Jarge measure this is due to the
fact that one cannot anticipate with accuracy social situations which the . . . patient will
Lave to meet”

There appears to be growing recognition within psychiatry that dangerousness is too
often being used as a hasis for nonvoluntary hospitalization. See Mendcll, Bricf Hospital-
ization Technigues, 6 Curernt Psvanatrc Tinrarirs 310, 314 (1966): “[The need to
protect the patient from self destruction and from harming others) is toc readily invoked.
There are many and much better solutions to preventing a patient from committing
suicide or inflicting harm on others than simply placing him in a hospital. The potential
canger to othars is ficquently overestimated,” €f. Baxter, Chodmkoff & Underhill, Psychi-
atric Lmergencics: Disfeasitional Determinants and the Validity of the Decision to Adumit,
124 Asr. J. Psyeniarey 1512 (1963), suggesting that admitting physicians tend to overesti-
mate dangrrousncss and that this tendency was more pronounced in regard to paticnts of
lower socioccononiic class and intelfectual ability and those who had greater difficulty

comtnunicating with the physician,
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and believed that he had holes in the wall of their home throush
which he spied on her. She was presented at the facility by her
kusband and police officers after she called police and reported
that hcr_ husband, in an attempt to kil her, had fil'ed the apart-
ment with gas. When police arrived they observed no gas and
found the husband aslcep. When the patient returned to her
home, she was taken to the Acute Facility. In explaining her non-
vohmm}"y admission, the resident emphasized her symptoms of
psychosis.
¢. Lack of Insight. The conclusion that a patient lacked “insight” is
difficult to discuss in general terms, but such conclusions undoubtedly
entercd into the decision to admit. Insight, as used here, differs with
the dizgnosed psychopathology. If the patient was diagnosed as only
neurotic or suffering from a personality disorder, insight was used by
some medical personnel to refer to an understanding of the underlying
psychic conflict that is viewed as causing the symptoms. But in other
cases—especially when the patient was diagnosed as psychotic—insight
was uscd to refer to an awareness that the symptoms were in fact symp-
toms of an illness. Thus a psycotic patient who exhibited disassociation
of ideas or” hallucinations but refused to acknowledge that he was
“sick” was defined as lacking insight, Any substantial disagreement by
the patient with the facility’s dingnosis and plan of trecatment was con-
sidered strong evidence of lack of insight. The ambiguity of this
criterion is evident from the following illustration, which indicates
that insight and judgment may for all practical purposes be defined in
terms of the patient’s willingness to accept moral, legal, or social
norms.

ILLUSTRATION 20.

A medical report submitted to the probate court contained the
following assertion offered to support the conclusion that the pa-
tient’s judginent and insight were “poor”: "He still sces no harm
in the fact that he lived with a sixtcen year old girl as husband
and wile. . . [H]is reasoning at the present time is that his wife
was not satisfactory at that time so why not have the girl . . ."”

f- Control for Treatment Purposes. It is doubtful whether hospital-
ization was ever effected for “pure” treatment purposes in the sense
that the “therapy” indicated required full time hospitalization.*

82. Hospitaliration on a short teim basis may be used to remove an individual from a
stressful sitvation that s believed to have “eaused” his acute cpisode. Mendel, Brief
Hospitalization Techniques, 6 CUrRNT Psycumarsic Thrsaris 310, $15 (1966). And, in
theory, full time hospitalization can be “therapeutic” in the sense that forced contact

esL
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Neither medication nor electroshock can be administered only during
hospitalization. But there were frequently factors of a quasi-therapeutic
nature that influenced the decision to admit. The resident’s judgment
as 10 whether the patient would faithfully take medication prescribed

on an outpatient basis and return periodically to the outpatient clinic*

was an important determinative; the pnticm in Mustration 16 was
adinitted in part because of the anticipation that she would not take
medication on an outpatient basis. Morcover, there is a significant
period of time before medication actually alleviates symptoms;® dur-
ing this period, hospitalization was sometimes used sirply to control
the patient while the medication took cfiect. Electroshock treatnents
are considered to Lave a somewhat longer lasting effect than a peried
of intensive drug therapy, but they must be administered over a sig-
nificant period of time. The choice of 2 therapeutic program, cspecially
the choice between drug therapy and clectroshock treatments, was
sometimes a difficult one dependent upon a variety of nonmedical
factors, and the choice may have had a significant effect upon the ex-
tent to which the patient’s liberty was restricted.

ILLUSTRATION 21.

The patient was presented to the Acute Facility after he had
caused an auto accident while responding to hallucinations. He
was diagnosed as a schizophrenic, paranoid type. The staff con-
cluded on the basis ol their experience with him afier earlier
hospitalizations that he would not continue to take medication
after his release. The alternative course of treatment was seen as
retaining him for about a week while a series of electroshock
treatments were administered. But the staff also concluded that if
his employer discovered that this was the reason for his absence
from his job, he would be discharged. The tentative decision was

with people in an institutional setting can cncourage a withdrawn patient to “rcach out”
and reestablish interpersonal contacts. Thus it may be theoretically beneficial for schizo-
phrenics who frequently withdraw severely. A. CrAPMAN, TEXTEOOK OF CLINICAL Psy-
CHIATRY 237-33 (1967). Insofar as such instutiondlization coustitutes therapy, the treatment
is in fact administered primarily by aids and others with extended daily contact with the
patients. Programs relying heavily on such peisonncl (rather than trained therepists) have
offeied encouraging results. See N. Corartirr & §. Strcar, Warp H. (1966). But in the
acute system, the process is too rushed for this to be an important part of the progiam,
aithough specific attempts are made to Leep paticnts active and to encourage personal
interaction,

83. The time required for “drug therapy" to hecome effective varics. For cexample, when
phenothiazine is used to treat a schizophirenic, improvement may occur within a few days
but “it wsvally requites from ten days to a few weeks for decisive improvement to be
evident” AL Crtarsan, Tixieons 0F CLINICAL Psvoiiatey 259 (1567). The vaiations in
time are about the same when the drug is an antidepressant. Jd. at 403-03,

*
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to retain him in the facility but to give him a daily gate pass to
go to his job; medication would be administered during this time
and its effectiveness would be later evaluated.,

In a few cases, hospitalization was used for therapeutic purposes not
dircetly related to the psychiatric illness of the patient,

JLLUSTRATION 22,

An 18 year old youth was admitted after being in an auto acci-
dent while under the influence of a drugz. e denied taking am-
phetamines in addition to the drug which he had taken prior to
the accident, but the staff psychiatrise indicated that he \\'()l.lld be
retained, involuatarily if necessary, for a week, because it was
believed that he was in fact taking amphetamines and the psy-
chiatrist expected withdrawal symptoms to develop.

g Observation for Diagnostic Purposes. The limited period of time
available duriug the cmergency room procedure was sometimes con-
sidered to provide inadequate opportunity for diagnosis, and an accu-
rate diagnosis was scen as important for purposes ol preseribing a
treatment program. Thus the need to observe the patient in a less
pressured situation and over a longer period of time influenced the
decision to admit.

ILLUSTRATION 23.

The patient, a 32 year old woman, was presented by her husband
beecanse he had returned after a week away to find that she had
wandered to the home of an occasional acquaintance six miles
away. The husband also reported that the patient had not been
eating or sleeping properiy and had gone to taverns alone the past
three weekends. The patient reportedly told her husbnn;l that she
had relations with another man and informed the resident tlm.L
she was under the spell of a “wise old man.” The resident inflx—
cated that a major factor in his deci>io_n to admit her as an in-
voluntary patient was the fact that this wits her ﬁr?t psychotic
episode and that he desired an opportunity to diagnose her
psychopathology.

k. Community Disruption. The decision to admit was sometimes
strongly influcnced by the fact that the patient’s symptomatic behavior
offended or irritated a portion of the community.

ILLUSTRATION 24, .
The patient, a 61 year old woman, lived atone. She had a his-
tory of persecutory delusions extending back over filteen years.
On a number of previous occasions, shc: had scrc;n{ncd at the
neighbors; they finally responded by calling the police. On the
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occasion preceding her presentation, the neighbors specifically
demanded that the police secure the paticnt’s hospitalization.
When examined at the Acute Facility, the patient indicated that
she believed spirvits came to her home and attempted to have
“spiritual sex” with her, The resident, who admitted her on a
nonvoluntary basis, indicated that a major factor in his decision
was that he was not certain “how much the neighbors could
take.”

Patients were sometimes admitted because they distupted the emer-
gency room of the Acute Facility by repeated appearances there. As
# tule of thumb, the Acute Facility adinitted patients who appeared
at the emergeacy room three times within a period of two wecks.
Semetimes, however, the sequence of events was more complex.

ILLUSTRATION 25.

The patient, a 38 year old man, had a history of amphetamine
abuse and for two years had exhibited paranoid ideas. He had
reportedly made certain threats, but his family did not belicve he
was capable of carrying them out. He had been seen several times
in the emergency room and an administrative official of the Acute
Facility sugzested that the next time he was seen in the emergency
room he be admitted. Subscqucm]y, the patient’s car was stopped
by police and he was discovered to be driving without a licensc.
The oflicers found an out-patient clinic card in the paticnt’s
wallet, and they then called the Acute Facility, They were in-
structed to bring him to the emergency reom; upon arrival, he
represented hirself as an Internal Revenue Agent and showed
significant thought disorder. He was admitted.

i. Family Disruption or Rejection. When there was available a
family which was considered able and willing to care for the patient
despite his symptomatic behavior, he would frequently be released
despite the existence of symptoms that would otherwise result in hos-
pitalization. The opposite was also true, however; a patient was hos-
pitalized when he exhibited relatively minor symptoms but there was
no family able or willing to assume responsibility for him. Ambiguity
of available information concerning the family situation was itself
influential in the decision to admit.

ILLUSTRATION 26,

The patient, a 53 year old woman, was brought to the Acute
Facility as a referral from another facility. She exhibited signifi-
cant thought disassociation, a classical symptom of schizophrenia.
The admitting resident indicated she had no insight at all, citing
her statement, “If you take a drive in the city, you'll find lots of
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people crazier than T am.” Curiously, the patient had functioned
In her employment up to the time of admission. Little informa-
mation was available as to the patient’s home situation. The pa-
tient maintained that she had to return home to take care of her
daughters, but the admitting resident believed that three of her
datghicrs were married and the {ourth wis engaged. She was ad-
mitted despite her objections. The resident indicated that he felt
she might well have been able to remain in the community it
some supporting person had been available, but fie had concluded
that no onc was available,

Supporting rescurces, siich as this patient lacked, may have been
available in the community; but the patient may nevertheless have
been admitted because these resources were disrupted or disturbed—
in some cases by the paticnt’s symptomatic behavior, although in others
the relationship between the patient’s illness and the disruption of the
family was much less direct.

ILLUSTRATION 27.

The patient was a 38 year old woman who had been having severe
marital difficultics, After receiving unexpected doctor bills, she
took an overdose of siceping medication and immediately in-
formed her husband of what she had done. When, at the emer-
gency room of a general hospital, she became abusive, she was
taken to the Acute Facility. The resident, after determining that
the dosage taken was not enough to be dangerous, was about to
release her to “sleep it off.” ¥e indicated that he hospitalized her
because the family was disrupted by the patient’s insistence that
she was unhappy with her marriage and desired to terminate i,
2nd had been particularly shaken by the events of the evening.
One son, the resident related, had been reported at home hiding
in the bathroom from fright.

In these cases hospitalization of the patient was essentially a means of
“treating” the family. The objective sought was not so much improve-
ment of the patient’s psychopathology as giving the family an oppor-
tunity to resolve as far as possible the temporary erisis that preceded
the patient’s presentation and to regroup itsclf in preparation for
taking the patient back.

wE£E
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In practice, then, it appeared that the legal criteria had almost no
efiect in limiting those who were admitted on a nonvoluntary basis.
Although a patient who was considered a threat to himself or others
may have been admitted for that reason, no attempt was made to limit
nonvoluntary admissions to such situations. As Ilustrations 19 and 24
show, patients who cannot be considered to meet the “dangerousness”

riteria (under any rcascnable definition of the meaning of that cri-

teria) were nevertheless admitted. As Iliustrations 23 and 27 demon-
strate, even where an argument that the patient is within the critevia
could have been made, it was frequently true that the reason for ad-
mission was not that the patient may have met the criteria.

D. The Decision to Commit

For a relatively small number of individuals, public psychiatric
hospitalization also involved 2 decision by the probate court as to the
justification for hospitalization. Procedurally, there are three ways in
which an individual may come belore the probate court: (1) having
entered a hospital as a voluntary patient, he may give notice of intent
to leave and the facility may then apply for his commitment as a non-
voluntary patient; (2) he may, after having been served with the notice
required by the Missouri version of the standard nonjudicial proce-
dure, request a judicial hearing; or, (3) direct application may simply
have been made to the probate court for his commitment.

Table 4 shows the frequency with which the various procedural
routes have been used since 19548 The standard nonjudicial proce-

2 certification. But where, as in certifications by resident physicians of the facility itself,
the certifying physician is an agent of the facility, it seems impossible to scparate his duty
and that of the facility. :

§9. Because of the meihod of filing in the probate court, these tables do not accurately
indicate the exact number of hearings held in cach year. 1f an application is filed in regard
to a patient who had been before the court in an carlier cse, the newly filed case is
placed with the earlier proceeding file. Tor this study only those files under the years
indicated were examined; those files for nonexamined yezrs, ther, contained some cascs
that were in fact heard during the years studied. Of the 185 cases examined for 1967, for
example, nine were found in files under the ycars 1955, 1957, 1955, 1961, 1963 and 1965.
There is no reason to believe thai the cases not considered were other than randomly
distributed throughout the categories.

fc¢
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thorize continued retention of patients hospitalized pursuant to the
emergency detention power. This function, moreover, has not been
performed uniil aft-r a significant period of hospitalization has already
elapsed. Usually the hearing was held about three weeks after the pa-
tient’s admission to the Acute Facility, although continuances (some-
times at the request of the Acute Facility itself, but more often on the
motion of the court when witnesses failed to appear for a scheduled

hearing) frequently fengthened this period.

Because of this time lapse between admission and hearing, the op-
portunity for a judicial hearing was as a practical matter extended to
only about one-half of all patients admitted on a nonvoluntary basis.
In 16567, there were approximately 500 paticats admitied on a nen-
voluntary basis. (This excludes those commitied for pretrial study by
criminal courts.) Yeg, as Table 5 shows, hearings on applications sub-
mitted by the Acute Facility for commitment of patients already de-
tained in the hospital amounted to less than half this number.

Table 5 also indicates that the number of cases in which applications
for commitment bave been filed bas decreased from a péak of 397 in
1663 to 168 in 1967. This probably represents an increased emphasis
nitial voluntary admissions as well as a more rapid turnover of
patients stimulated by space pressures as well as a desire to minimize
duration of hospitalization for therapeutic purposes.

In extremely few cases did the court dismiss applications on their
meriis. Only two of the 1,700 cases examined resulied in the patient’s
release. This suggests that further examination of the court proceed-
ings may be fruitless. If applications for indeterminate commitment
submitted by the Acute Facility were granted simply as a matter of
course, the judicial hearing process was essentially nonfunctional. But
observation of a number of hearings revealed that their form was much
Iess perfunctory than the hearing observed in some other studies® and
less than would be expected if the hearing was regarded by all con-
cerned as mercly a matter of form. This contrast between the form

92. Scheff, Social Conditions for Rationality: How Urben and Rural Courts Deal with
the Mentally Il 7 Brstaviorar SCientist 21 (1964), in MENTAL ILLNESS AND SOCIAL ProcEsses
(T. Scheff cd. 1967), studied four urhan courts in an unidentified state. Even in the one
court in which Scheff felt some attempt was made dwring the hearing to ascertain the
circutnstanc s of the patient, he concluded that the court did not use the information
gathered to muke 2 meaningful decision as to disposition. This was Lased largely on his
obrcrvation that in a1l 43 cases observed in this coust {including some where theie scemed
i was met) the court otdered hos-
ission Hearings: Some Observa-

to be 2 significant question whether the legal crit
pitalization. Cf. Miller & Schwartz, County Lus acy Cos
tions of Commitments to a State Menzal Hospital, 14 Soc. Pros. 26 (1950).
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of the hearing and its apparently minimal role in the overall process
justifies 2 more detailed examination of the judicial hearing step, if
only for the purpose of explaining this apparent discrepancy.

The following discussion is based on first hand obscrvation of seven.
teen hearings. The basic observations are summarized in Table 6. The
first column breaks the hearings down according to the source and
nature of the principal demand for hospitalization. A case was char-
acterized as “Family Demand Based on Desire for Treatment” if jt
appeared that the family desired the patient’s hospitalization, had
acted en that desire and the desire was based primarily upon a sincere
concern for the patient’s welfare. A case was characterized as “Family
Demand Based on Rejection of Patient™ if it appeared that the family
had actively sought hospitalization of the patient primarily as a means
cf relieving itself of a disruptive influence. “Acute Facility Demand
for Hospitalization” was used where no family had been actively in-
volved in the hospimlization process, and consequently the primary
demand for continued hospitalization came from the Acute Facility.

This breakdown suggests that families played a smaller role {quan-
titztively speaking) in obtaining long term hospitalization than they
did in obtaining short term institutionalization. The family was in-
fluential in the presentation of about 75 per cent of the nonvoluntary
admissions studied. Table 6, however, suggests that they were influen-
tial in only about 50 per cent of commitments. This can be explained
in part at least by the successful performance of the “crisis solving”
function by the Acute Facility; during a short period of hospitalization,
the crisis situation that caused the family 1o seek the hospitalization
of onc of its members can often be resclved, thereby dissipating the
demand for continued hospitalization. It is not surprising, therefore,
that those patients for whom longer periods of hospitalization were
sought were more frequently patients without a family group who
could reabsorb them and for whom the demand for removal from the
community came from “official” community agencics, initially the
police in many cases and subsequently the Acute Facility.

Only about one-third of the patients actively appeared and protested
their continued hospitalization. In most of these “resisters” cases the
demand for hospitalization was made by the Acute Facility. This in-
dicates that where a patient was a member of a family group and the
family actively sought his hospitalization (either from concern for his
welfare or for their own convenience), the patient frequently did not
actively resist continued hospitalization, although he may have refused
initially to adinit himself on a voluntary basis.

SEE
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TABLE. §
SEVENTEEN OnsERVED COMMITMENT HEARINGS

Paticnt

Symptoms

Disposition

Altitude

Diagnosis®

Present

person- chronic

assault- wander-

brain

ality

ing
tenden-

ive

tenden.

danger

‘rimary Demand
for Continued

dis-

commit-

ot

!
present

resis-

alco-
holism passive

syn-
drome

dis-
order

neuro-

psy-

chosis

of

Total

missal

ment

tive

sis

cies

cics

5
H

Cases

flospitalization

v Family—

based on desire

for treatment
based on rejec:

tion of patient
v Acute Facility

Total

18

17

*® In two cases no diagnosis was offercd,
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Almost half of the patients were diagnosed as psychotic; all were
either schizophrenic or manic depressive affective reaction. The psy-
chotics tended to be paticnts where the demand for hespitalization
was made by the Acute Facility. Where a family group was activcly
invelved, this suggests, the demand for hospitalization was likely to
arise from factors cther than the degree of psychopathology; where,
however, the decision was left largely to medical personnel, degree of
psychepatiiclog  apparently played a more important role.

As both the court files and the firsthand observations indicated, dis-
missals were extremely rare. No meaningful statistical comparison can
be made, therefore, between those cases resulting in commitment and
those resulting in dismissals. But it is feasible to discuss in some detail
the mechanics of the hearing procedure and the basic dispositic . .l
alternatives for the purposes of analyzing existing practice and investi-
gating the potential for more active judicial involvement.

\. The Hearing Mechanics

The hearings were held in the probate court’s regular courtroom on
Mondzay and Thursday. Court was not convened until 10:00 a.m., but
the paticnts usually arrived (accompanied by hospital attendants)
about 9:30 a.m. Patients were not required to attend; they were noti-
fied by formal service at the hospital and on the morning of the hear-
ing they were asked whether they desired to attend. Although in six
cut cf the seventeen observed cases the patient did not attend, in only
one casc was any inquiry made into the reason for the patient’s non-
attendance.”

Also present prior to the opening of court was a local practicing
attorney who by agrcement with the court was assigned as counsel for
all patients who did not have a privately retained attorney. IHe received
ten dollars per case which was added to court costs. In only onc ob-
served case was a privately retained attorney present® The repre-

93. Ja this case the inquiry was stimulated by the judge’s recollection that when the
patient had appeared in court a week carlier (at which time his hearing had been
continued becatse a witness had failed to appear) he had iudicated a desite to protest
hospitatization. The inquiry revealed that the patient had 1ot appuared becanse the Acute
Facility, unawate of the continuance, had assuined that the patient had been committed
and had not offcicd him the gpportunity to leave the facility and appear in coust.

94. This case provided no basis for confilence that involvement of privately retained
rounsel would make the judicial process more micaningful, The paticnt involved is
described in Hlustration 30, infra; whether she mict the legal criteria is an extremcly dose
g o Bt Sest hewsing date, counsel appeared but the case was continucd becatse

2£&
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sentative of the city attorney's office, xvvho p'rcscnted thcv"cas'e" flor

hospitalization, arrived about_ the same time. e brought “:th I:nm:ne

medical report, which was given to dc.fe.nsc couns.cl for ?Amnmat:olz}.

The report was in the form of a deposition typed in 2 mimeograplic

form. 611 the front was a blank for the nuorn?yA for t-hc patient tf)‘ sign

a waiver of personal appearance by the physician; in all cases it was
utinely signed.

m;;el?\flcycx:l%:go and 10:00 the appointed altornc)’iimcrvicw?d the
aticnts. He generally asked them about events leading to their hos-

paticn it e

pitalization and whether they desired to tes'tify. '\thn‘ asked
sometimes when no inquiry was made—he advised them lt.mt t‘hc court
was uniikely to release them and that little good would pro.:.ably be
done by their testimony. There were usually two to five !}carmgs plcr
session; the attorney-patient interviews took apouz ﬁv? mmut‘cs each.
Sometimes the attorney would speak with family or fncnds-wao werc

present in the courtroom; the city attorney’s representative almos

j - &

a“;\‘1tyicili:clock court was formaliy opened and the judgze entered. e

sat at the bench but did not wear a robc.. As cac’h C,HSC was caIch,. th‘t
city attorney's representative called his witness.® When, a; somcumc:
happencd, a witness failed to respond to th.c suI.)Pocna the case \\;a,
continued and the city attorney’s representative directed to secure the
witness's presence. NDuring the continuance, of course, %he paticnts re-

i italized. )

>m\zI1‘r;1€Cd'.\}'li(:1};{s‘,lnfetcr being formally sworn b)_’ the judg.c, was initially
questioned by the city attorney’s Tepresentative. Questions were u;u(
ally asked about the patient’s life, his rcs:dcncc,' events ICA(}lﬁlg to hit
hospitalization and factual matters Z.IHlldC({ to in the medlﬁ:d rcp(?ff
(such as violent conduct by the patient). Frequently the wu.ncss was
asked if he believed the patient needed fu:’thc.r Eremmcnl or if he wa
willing for the patient to remain in lhn" hospital, .Counscl for [hj pa
ticnt had an opportunity to cross-examine but t'lns was seldom '(me
The court itself also usually questioned the witness; in many cases

present), counsel did not appear and the case was again continued, At d]n_c l[‘“)lcd :!r.:lzc(“l;‘(x:z
counsel and the putient’s father appeared. (Il)\lrjscl was Sh':)wn.lhc i xml ) p[- L
ke had not seen hefore) and spent abeut five minutes reading it I.)\mng‘l.u 1lcs leuly
asked a few questions of no significance. This was the extent of his paru:ip.: x!mi.x . e
95, The court usually required one witncx.s in cach case. If .lhc pn(;;',l ;lud i’ u‘
family or dose fricnd, a member of the family or the fiiend s s )L.(n ‘Lﬁ; e
paticnt was a tramicnt, a member of the facility stalf (usually a social wotker) w
A shosthand tansuaipt of the proceeding was always taken.
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most cf the detailed information was elicited by the court rather than
by counsel. The same procedure was used by delense counsel in eall-
ing the patient. In none of the observed cases was any witness other
than the patient himself called on the patient’s behalf, nor was any
other cvidence submitted in support of the patient’s case. The hear-
ings lasted from ten to forty minuues.

At the end of the hearings, the judge took one of three steps: he
indicated to the paticnt that he would order him discharged; he in-
dicated that he would enter an order committing the patient; or, he
took the case under submission, imlicating that he would seek further
infermation from the hospital. Fach of these deseries special ex-
amination.

2. Results of Hearings

a. Commitment. Sixteen of the seventeen observed cases resulted
in indeterminate commitment of the patient. According to the statu-
tory criteria, such a disposition required factual showings of mental
illness and that by reason of this illness the patient was dangerous to
himsclf or others or Iacked the insight or capacity to make responsible
decisions with respect to his hospitalization. In the cases observed,
however, these did not appear to be the governing factors.

Relatively little attention was directed towards dangerousness. As
Table 6 shows, in only one case was there any indication of potential
for self-inflicted violence; in this case, the poatient’s mother had found
him almost entirely out of an eleventh story window. Six cases con-
tained somie indication that there was a danger of assaultive conduct;
in all six, this was based upon the past acts or threats of the patient.
There was, however, little detailed investization of the factual alle-
gations. In one case, for example, the medical report contained the
mere assertion that the patient had “threatened hospiml personnel”;
the patient did not appear at the hearing and no investigation as to
the truth of the assertion or its seriousness was made. In another case,
the minimal factual investigation revealed a significant dispute as to
the factual basis for the allegation of dangerousness.

ILLUSTRATION 28.

The medical report asserted that the patient had “jumped on
his sister’s son with intention to do great bodily harm.” The pa-
tient’s motlier (who agreed that her son was sick and nceded hos-
pit.ﬂimtion) deniced that the paticnt had ever assaulied or even
threatened her grandchild. (The medical report also stated, “He

LES
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suspicious, guarded, antisocial, hostile, de-

mai sithdrawn ! i e h
e neerous to himself or others.”)
o

fiant and it seems he is da
It is deubtful whether past a%‘v.s of ‘d
such actions were controlling m the dec
cases in which they existed. In some,
be more disr f
of scrious physical Injury.
¢
TRATION 29. . L . _—
!;:f;‘émmnem who lived with her sm%rs 1fﬂm1‘1gr.n;]e£ # h(z
reatit ; r family. On the m S

5 nb of the family.
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presents he £ LR =
on her sicter; this stbmulated her prescntaiion

T atively mi impa
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had serious results ca
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only a minimal role
commitment.

LLusTRATION 30. . —
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D i a ! ; ' ¢ .
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0 & 1 pt

raedical report stated: y
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ather went after her
own. No
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T atl Jused to answer any ques 58
The patient . .. refusec pieiuiend ties ¢
insi i g Llems. Her affect was sha
- insizht into her pro Jer alfe illasy |
{]I”L“rlc was no evidence of hallucinations and uo.cvuluxcclixg
g f . The patient rem:
delusions could be brought out 5 i

i iendly cocperative.
hostile, unfriendly and uncocpera

i ient’s Lather testified. e indicated obvious
At the hearing the patieat’s father testific

5 ¢
an assaultive nmature or threats of
ision to commit even in those
the assaultive actions seemed to

T danger
P ily v han such as to create a dang
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concern over the inconyenience and expense of getting the patient
back to St. Louis aflter her trips. He also testified that he “had
been told” that the patient had threatened to take her brother-in-
law’s gun and shoot his family (with whom she lived at the time)
and to burn their house down. e also stated that she had once
violentiy resisted the family's attempis to force her into a car to
§0 to a psychiatric outpaticat clinic. The patient’s emiployment
hislory was irregular; the father testified that he had been told
that there were few hospitals in New York City where the patient
had not worked.

The patient herself testified that she felt that she did not need
further full time hospitalization and that she could——and w uld—
take outpaticnt treatment. She emphatically indicated that she
did not want additional electroshock treatments. When asked
about her plans regarding what she would do if released, she was
vague. She was not askca about the alleged threats to her brother-
indaw's f;xmily, Nor was any inquiry into her employment history
made. The court ordered her comemnitted.

In three of the six cases, the paticnt had at least once left the family
and subsequently requested help when difficulties arose; the patient
in INustration 30 was one example. All three

were cases where the
family had rejected the paticnt; the

“wandering” tendency was un-
doubtedly a factor in the rejection. This graphically illustrates the
extent to which the “need” for hospitalization depended on factors
external to the patient: the tendency to wander can be realistically
said to create a danger only il the family is or becomes unwilling to
Iend assistance.

In five of the sixteen cases in which commitment was ordered, there
was no specific indication of “dangerousness” within any reasonable
definition of that criteria. Some contained cvidence of serious psycho-
pathology which might have so distorted the patients’ mental processes
as to bring them within the category ol those lacking sufficient insight
or capacity to make responsible decisions with regard to hospitalization.

ILLUSTRATION 31.

The patient, dingnosed as manic depressive (depressed type) had
exhibited auditory hallucinations and was treated on an out-
patient basis. The medical report indicated that on her last ap-
pointment it was decided to hospitalize her “in an eflort to speed
her recovery™; no details or explanation were given. The “voices”
spoke against hospialization and the paticut refused to admit
herself. She was admitted on a nonvoluntary basis. At the staff-
ing, three days after admission, it was concluded that she had lost
her insight. (She at that time believed she was another Christ risen

EEE
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ut at the time of the applicatic’s for commit-
ed, she had “begun to develop insight
4 H . 7 lev o
ain.” Tt Stient's sister testificd that she did not believe the
e i izati T ient hersell {(who was clas-
paticnt needed hospitalization. The pattent & ; whio was
sified as a “resister’”) testified that she went to the chinic i ‘
;iw was sick and wanted to get well but she fc;-lt she rcccn_ci n((;
rn;l treatment in the hospital. She indicated that she cox.;x; fii
'l:r elf ready to go home @ ~d, if this were pcz’mmcd, would take
herself 1eady to go bome .
niedication on an outpaticnt basis.
There was, therelore, at the time of the hc‘ ing sapan B3
wledoe that she was “sick and that she wou
2 . . <
tpatient facilitics. (This, of course, was sirong
1 the other hand, it scemed clear that she
catment only o1 an outpatient
be either unsuccessful

from the dead) Dut 2
ment, the report indicat

aring no indication that

the patient did not ackno
faithfully make usc of ou
evidence of “insight.") O
had made a rational decision to accept :Lr
basis and there was no proof that LI}ls \'vould ; : N
(or even less successful than hospitahzauou) cr d.augmous‘ul) mc1 p;e
tient or others. No effort was made at the hearing to resolve the:

B was ordered where there was neither

5 itment
In some cases Commutmer - v g : @
evidence of dangerousncss nor 2 diagnosis of sexious pS)chopath?looy.
i : 2 . .. . .
Apparently the bHasis for commitment was that even the minor ¢ L§¥§c
o i ignific: iffi-
ofp;)sychopathology diagnosed had caused the patient significant

culty in adjustment to the inevitable problems of everyday living.
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! family co

3 1 severd 3
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discharged. .
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" p i iy s CrsSOn-
ber the event; apparently neither the family nor hospn..n[ 1}; n’f)n"
nel had investigated. The patient’s molher1 [f(i“rm:[l that oL E);\ :hg
y i iti tl itd ¢ rave i
* ”osc b tics took the child and ga >
the “event” school authori uld o o b
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father, while the patient's sis vk ta @ oo B
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hospital. (The medical report, T el fhe 2 -
milllcd to(lhc private hospital because she l\ms ignc_rl\yt?nw:lm‘(tlcc;y
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was unclear; she was, however, given clectroshock treatments
there. Because of the cost of the private facility, she was trans-
ferred to State IHospital. She refused to sign an application for
voluntary admission “on the ground that she was not sick.,” The
State Hospital applied for her commitment.

The medical report diagnosed her as “personality pattern dis-
turbance, paranoid personality” and noted a history of psycho-
patholozy in her mother's family. The report concluded, “All of
the facilities of the hospital were used in order to rehabilitate her,
but it became evident that the patient was not going to be mobi-
lized in a short period of time.” A social history report filed with
the court indicated that the patient’s husbaud had lelt her to live
with another women and that the patient’s attitude towards her
fzmily arose from the fact that the patient resented the fact that
she was iliegitimate and feared that this would be disclosed.

The testimony of the patient’s mother added litde. She sug-
gested that the prior admission to the Acute Facility followed a
criminal charge of assault which arose out of a dispute the patient
had with neighbors over a clothesline. The paticut herself testified
that she felt capable of leaving the hospital and could get along
if shie could find a job. She was questioned by the court as to
whether she had many close friends (which she indicated she did
not) and the amounts she had received from welfare payments.
There was no indication of disorientation or disruption of the
patient’s mental processes. She was ordered committed.’

b. Dismissals. In only one of the observed cases did the court dis-
miss on its merits an application for hospitalization. In this case, it
was clear that the patient had sustained organic brain damage but it
was cqually clear that this affected his behavior only to a minimal
extent.

ILLUSTRATION 33.

The patient, according to the medical report, had been brought
to the Acute Facility by the police becanse *a confusional state
was suspected.” While at the Acute Facility he had several seizures

96. Whitmore, Comments on a Draft Act for the Hospitalization of the Mentally NI, 19~
Gro. Wasi. L. Rev., 512, 23 (1951) criticized the ralt Act’s aiteria on the basis that
patients diagnosed as ncurotics would bLe subject to hospitalization under the “sufficient
insight” criteria. Ross, Committment of the Mentally Il: Problems of Law and Policy, 57
Mici. L, Rev. 945, 959 (1959) responded that the “suffcient insight” aiteria was meant for
psychotic individuals whose condition had not yet created a danger to the patient or others
but which weuld in the future; neurotic individuals, he asserted, would be subject to
hospitalization only if they met the dangerousness eriteria. This study indicates, however,
that as the Draft Act criteria is applicd in St. Louis, individuals sulleting from only a
personality disorder (a lesser degice of psychepathology than newosis or psychosiyy who

do net meet the dangerousness criteria are in fact subjected to nowvoluntary hospitalization.
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enobarbital. Diagnaesis was chronic brni'l
(by history)” and “convuisive dis-
dical report the patient was

and was treated with ph
syndronie, “chronic alcoholisim
order {ctiology unknown).” In the me
described as -

cooperaiive and friendly. He has duli facial qxprcssi(;lx, his

mood was well modulated, with no thought disorder, no de-

Jusions, or hallucinations . . . Fle was oricnted to place and
riented to time. Ilis memory for past events
with marked fuctnation and was fair for recent
and concentration were poor. Patient was
4l information, highly concreie

person but d
was ... [sic] w
events, attention
poor in arithinet!
on p)’ovclhs; in

and g
hi and judgoont fair.
At the heaving the paticns (estified that he lived with his C(\u_sin
and his wilz. He could not mber being taken to the hospital
but attributed this to one of the “fits” he had experienced. These
“fits,” hie testified, had not interfered with his work and his car
washing job (which he had held for a n_izmbcr of years) was being
keld open for him. The patient adfmmcd an cizrlx.cr ng
problem”™ but maintained that he had sm;_)p:d drinking two years
ago because of his health, The other witness was the patient’s
cousin’s wife who confirmed the patient’s work lustory_and indi-
cated that there was no objection to the paticnt returning to her
home if he were released.

Commenting that “There is no reason to hold this man,” the
court indicated that it would order him released.

¢. Submissions. In three of the observed cases no disposition was
made at the time of the hearing. Rather, the case was taken “under
submissien” and the court took informal steps to sccure additional
vas ultimately ordered in all three cases.

information. Cominitment was

Nevertheless, all three represented situations where the court recog-
nized that the hearing procedure did not disclose sufficient information
on which to base a disposition and where specific-attempts to engage

in further fact-finding were made.

ILLUSTRATION 34,

The patient, an elderly but large man, had bcgn t:.\‘r\cn to the

Acute Facility by police upon the request of his wife. He was

diagnosed as “highly suspected chronic brain syndrome, mild

and the medical report indicated:
The patient’s wile states that her husband would accuse her
of dating a man and then he would beat her. She stated that
this had been happening for about a year. We are stifl unable
to determine whether the patient is delusional in rcg:lrd‘ to
his wile or whether she is reatly being unfaithful to him.
Social Service is in the process of iuvestigation .. ..
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At the hearing the patient’s wife testified that she knew nothing
about the men that the patient had accused her of dating. She 1158
reported that the patient had exhibited other abnorm:xloi);l\:x\"ior‘
he had refused to sleep with the lights off and accused her of leav:
ing the house door open so that “someone™ could get in to kill
iiim so she could colicet his insurance 2nd he occasionally “saw
things.” The patient testified that he had obscrved his wife with
o_thcr nien, had merely left the television l:!mp on on several ceca-
fxons and denied any hatlucinations. Upon being questioned l;y
the court, he admitted striking his wife once on each of two occa-
sions; the first, tie testified, involved her failure o prepare a mc{l
for th? children and was unrclated to her unlaithfulness "I‘l;c
court ind d to the patient that unless the hospital had some

ev.v7d'c:1ce that his beliefs were not factually true, rclease would be
ordered. ;
I'he court phoned the Acute Facility resident in charge of the

patient

s ward and also spoke with the supervising stafl psychia-

it lavs aft he hearin ;
trist. Nine days afier the hearing, a supplemental edical report
containing the foilowing was filed;

s o o ) .
1;‘.:(: m'h‘nsvu s, 'nelghb.ols and children were approached by
;)xc f{;cﬂ.ny s social service stafl. No definite information could
e H 1 . H 1
¢ obtained that the wile was stepping out of the home with
other men.

The patient could be dangerous to his wife due to the fact
that he responds to his delusions, which are highly system-
atized and fixed. The patient is being treated with Thorazine
-+ .and Stcl_azm . .. So far there has been no change in the
patient’s belicf. After a certain period on the drugs, clectro-
shock therapy might be considered and if there is ‘o change
there is a possxtyilily of the patient being transferred to Smatc
bcg:nus:: the patient will be a risk to his wife’s safety and well-
being if released.
Ten days later, according to i in
honcdythe supcrvisin"Os!ai‘[apr;;')ctle\ixﬁr'lrli?'efl?s'e ﬁ.lﬁ‘, the fOllTl it
: g atrist and was assured that “it
1s not s‘lmply the protection of the wife that motivates them to
retain the patient, but that the patient nctu;ﬂ]y needs custodial
treatment for a mental condition.” On that date, an order COX;I-
miting the patient was entered.*? '

97. A :xr_lluhr‘lmounnl method of gathcring information was condemned in In re Leaty's
Appcx(l, 272 Minn. 31, 136 N.W.2d 552 (1963). After the hearing on an application for
commitment, the superintendent of the facility visited the tiial judge in chambers and
retated “some infoimation as to the day to da : during |

e ' S obsenvations of the patient during the
: 1e that she was in the institution,” Although it condduded that this was not sufficient
“;\sns }o reverse the commitinent, the Minnesoa Supreme Cowrt commented that it was
convinced that it was not proper to consult with . ., [the supcrintendent] in the absence

oHE
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3. Analysis
Several general observations can be made regarding the judicial
cormmitment process. A great deal of emphasis was placed upon forms
of procedural fairness: assignment of counscl, availability of witnesses,
direct and cross examination of witnesses, and even, to a lesser extent,
the rules of evidence. But far from all of those involuntarily hospital-
ized were ever afforded whatever opportunity to avoid hospitalization
this provided. Because of the three week delay between admission and .
.‘1car§11g, 1 patients had, by the time schedulzd for the hearing,
ased. In addition, if a patient was still detained at the time
of the hearing, the judicial procedure oficred him little substantive
protection. The criteria applied by the court was not that laboriously
set out in the statute. Commitment was ordered if the court believed,
on the basis of assertions in the medical report, that the Acute Yacility
had some basis for concluding that the paticat was “mentally i (as
the facility chose to define that term) and that as a result of this illness
the patient had experienced some difficulty in living.?® No attempt was
made to resolve many of the factual issues that arose, cven where these

been rel

appeared to be determinative.

The imulications of these observations, when considered in light of

of appellant or her counsel. Appellant had a right to cross examine the doctor on any
information conveyed to the court that might influence his determination.” 272 Minn. at
44, 135 NAV.2d at 558. Sez aloo Holm v. State, 401 P.2d 740 (1865), holding that the trial
in a ment proceeding ersed in permitting the jury te inspect the ceust file
contoined a medical 1eport. A statutory provision (2 opied from the Draft Act)
@ upon by the apprilee provided that the ¢ourt in a com ment proceeding “shall
not be bound by the 1ules of evidence™; this was held unconstitutional as a violation of the
judiciary’s inherent power to control the course of litigation as well as the appeliant’s
righit to hear and controvert all evidence upon which factual determinations arc to be
made. Cf. Peopic v. Dykema, 89 1l App. 2d 409, 232 N.E.2d 47} (1967).

95. Cf. the conclusions of Mitier & Schwartz, County Lunacy Conunission Hearings:
Some Observations of Commitments to @ State Mental Hlospital, 14 Soc. Proa, 26 (19£6).
wed in rclease of

58 hearings, averaging 4.4 minutes each, were observed; thirteen res
the paticnt. As 10 the decisional criteria, the study concluded:
[Tjhose persons who were able to approach the judge in 2 controlled manner, usc
proper eye contact, sentence structure, posture, Cic,, and who presented their stories
Witliout excessive emotionzl tesponse or blandness and with preper demcanor, were
2able to obtain the dedision they wanted . ., despite any “psychiatric symptomatolegy.”
Jd. at 34, Yet, the sty sugzests, this eriteria was not altogether inappropriater it can be
argued that these patients who were unable to present the appearance demanded by the
coust lacked “social acumen and awarencss” and that this (whether or not it was tech
nically a symptom of their illness) demonstrated that they would encounter difficult
living in the community. Assutaing this to be tiue, however, neitber the aitetia applied i
St. Louis nor that apparently applicd in the hearings obscrved in the Miller-Schwart
stedy had any relationship to the formal Jegal criteria for nonvoluntary hospitalization.
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the preceding steps in the hospitalization process, are clear. Although
the statutory framework assumed that the operation of .thc s ch:n
wou‘l.d be controlled by the legal criteria and that the eriteria wou};d b
appu?d by a judicial body, this has not been the case T;mc crit 'f
actuaily used has been much broader than that set out .in the S[’l[el::
fmd has .bccn applicd by the Acute Facility itself (subject to .vcr A lim:
ltcd_ review by the probate court if the facility decided to rct)ain a
patient longer than three wecks). Despite the strict observance (;E the
form .of effectivencss, the judicial commitment procedure was in reality
practically functioniess in the hospitalization process. Y

. Coe .
E. The Hosgitalization Process: An Overall Analysis

) This stu<‘iy had demonstrated that nonvoluntary hospitalization in
J‘ie St._ Ijoms public Acute Facility is the result of decisions by a series
of (?e.cxsmn»makcrs: the community’s decision to present, the facility's
dccxsz?n to admit, and, in a few cases, the probat‘e court,'s decision );0
f:o;nmxt. Each decision influences the next—the fact of presentation
15n.ucnccs the facility to admit, and the fact of admission inﬂuence;
the court to commit. The procedural sequence of events is far differ-
ent from .that anticipated by the legal framework. In almost none‘ of
the cases is the initial decision to coerce the patient for treatment pur-
poses made I?y the court. In almost all the initial decision is mads in
the community; the next decision is frequently that by the facility to
fffx;a(?d rczlain. Only after these decisions have been made and e;fec-
ated does the court have the opnortuni i 3
to authorize continued noervtoiu:t‘;)li;n:i:?clrzi;g fectde hecher o ot
) B}xf the fact that all (or the most important) decisions are not made
Jlldiclil“.y does not mean that they are made in violation of the crilérh
set out in the legal framework. Even if the criteria actually applied 1‘t
a given stage does not correspond to that in the legal framE\\I'o}:'k th(is
dqes a0t necessarily mean that the system is at r.hatopoint exceedix;v its
theoretical authority. It is possible that from among those who r;eet
;?:c.gcxicrnl cx.‘i.(cria of the legal framework, the s;;tcm, its capacity
imited .by fac.xlny and personnel shortages, selects only a limited num-
bc.r [o.r inclusion within its program. This would be the situation if the
criteria actually applied was included within that proscribed by the
fr;}mc.n'OYk or if it was applicd only to those who also meet the statutory
cntcruf, 1..c., if the actual criteria included the requisites of the statu-
tory criteria or if prior to the application of the actual criteria all those
not meeting the statutory criteria had been screened out. I either is

/45
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the situation, the legal framework could be consi(?cred as cs}mbhshmg
an outer boundary defining those who may be subjected ;)o the sy:iix:d
As among those within this boundary, the system can C c;onsi:i.:erizl
free to select for actual inclusion on some basis other than the criter
set out in the legal [ramework. o g

The study, however, suggests that not only does 'the c?lerli apl;:t ;n
at all three decision-making points not correspond to t];at s.% ‘::;)Cd n
the legal framework, but also that the criteria 23‘cm.'1 Y: a};i—"_ .
broader than that proscribed by the legal. Iramc.wor.\. Nor is there ka 4
preliminary screening process assuring that lhl-S ?Toacl 'crnerxiinlis(‘ui)s
plied only to those who meet the statutory crnmm.'Tne t;c;l Zs.i_
used in the study are not sumcicml).' precise to pcrme a:fc fable ,\.;l_
mate as to the total number of patients prc;cz}tcd, a(imntﬂ(l or iﬂ_
mitted who did nct come within the boundary dcfm]cd l‘)y gxc sgan L.);IZ
criteria. There is no coubt, however, but lhf“ on a u:y-hw» ‘ayl 3;‘;‘;;“
acute psychiatric treatment system cxceeds its legal authority to

v 99
individuals for trcatment purposes.

i i i peculation.
is5d y C lso pcrmus some mielcsxmg s‘_ccu
i k f admissions by race and sex al g SpX
e e us thc)’i:) was 28.8 per cent Negro; as Table A indicates, the
TAEBLE A
Apmisstoxs 8y Tyre, RACE AND SEX

At the time of the 1960 cens

Race Sex.
White Negro  Unidentified Male Female
All Admissions 67% 209, 13, .53%, 479,
Volu;:x];y Admissions ” . " " o
Non:}!}\;‘nuxy Admissions o ” - p 5

2dmissions siudicd were 23 per cent Negro. This provides some—but li'}n'c-supji:‘“::
asscrtion that public mental health facilities undc‘xscnc the nonwhite pog ‘1 ‘;““.
Tlcm:;::!xlmf):malc patients tended more than male patients to have been nonveluntary
admixsi\;ns, the variation was not large. . -
A more significant difference is apparent when admxssnon's are cor.xsux: ”n“y““c 2nd
. Voluntsry admissions were significantly more .o(lcn White paticu  ere now
izclfmury admissions; nonvoluntary admissions contained more than its zmpons\o::‘aa; hore
Y i ¥ fact unt for this. The city's Negroc: i
o e e gyt sophistiaion” than Whies and consequendy ey may
iv;::l,::?l'ar;ily‘csctk hcrl)p less frequently for what they regard as ’“I;C‘r:ﬁ?:' psychiatric
hospitalization miy be more frequently imvoked hy. olhcxs(;:; alcor:‘n? N: = .Pwsmmﬁom
Both hyputheses are supported by Table B, which l)f'...i ] (An'\. , )lln oL pseuiaiens
by zace. Identified Negro patients tended more lhavn White m“tl{ s e
Presentations. None of the identificd Negio patients had presente 1
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Why is the legal framework such a minor determinative of the actual
operations of the system, both in terms of the content of the substantive
criteria and the procedure by which it is applied? The most elfective
decision-making point was quite clearly the Acute Facility. Why had
the court such a minor role in the overall process? Cause and effect are
diflicult to separate. Several possibie explanations are more likely efTects
than causes of the minor role of the court. For

example, the court was
not presented with a decisi

on as to whether “to treat or not,” but
rather whether to authorize continuation of a course of treatment that
has z2lready been administered for several weeks, Thus the alternatives
were uncqually weighted. Release, which meant reversing a prior de-
cision by the Acute Facility and discarding the potential value of three
wecks of “thcrapy," was wuch less attractive than its alternativ e, espe-
ciaily in view of the general shortage of public psychiatric services. But
this does not explain why the court did not attempt to become active
at an earlier point in the process and thus minimize this facter. Con-
sider also the obvious diff ulty that the court encountered in obtain-
irg factual information on which to make decisions which might be
offered to explain its role. But this doss not explain why the court did

Tarsez B
PRESENTATIONS BY TYPE AND RACE

White Negro Unidentificd Total

517, 207, 135, 100,
Scif Pressntations . b} 0 10 100
Police Only Presentations 44 44 12 100
Family and Police Presentations 62 25 13 100
Family Only Prescntations 60 20 20 100

sugiests, then, that Negro patients were not presented becawse they recognized in them-
¢s sympteins of illness but rather tended to have been presented under cocrcion and
ig precipitating situations that disrupted either the family or the community.

. 100. Scheft, Sociel Conditions for Rationality: How Urban and Rural Courts Deal with
the Mentclly 1, 7 AMERICAN BEHAVIORAL SCIENTIST 21 (1961), MenTar ILLNESS AND SocIAL
Processes (T. Scheff ed. 1967), reported that court commitment procedures tended to be
more functional in rural than in urban courts. e attributed this to several factors: (1)
the high volume of cases in urban courts, (2) stronger “political” pressures on urban judges
to retain persons whom subsequent events might prove shuuld have been retained (as, for
example, newspaper coverage of a crime committed by a 1cleased patieny), {3) the gieater
personal familiarity of the rural judges with the situations brought before them, () the
greater psychiatric sophistication of the urban judges, which tended to encourage them to
scck “treatment” and to rely on the facilitics to determiine “need for treatment,” and (3)
the tendency of the rural patient o be more articulate and to have a greater awareness
of his Iegal rights.

“whE
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not take steps to obtain more information, such as requiring personal
appearances of medical personnel in close cases.

Most likely, the disiribution of sfective decision-making authority
was the result of general acceprance ¢f whot might be called a clinical
nees! for hospitalization. This ap-
sation s based
eed, it fol-

concept of mental illness and the
proach holds thav the “need” for psychiatnc hospita
upoh the severity of clinical symptoms; existence of such n
lows, is best determined by medical experts. But, as this study has
shown, the clinical appro:xch frcqueml_' does not corrcxpond to the
of the process. A symptom’s significance lics largely
satient's relaticnship to his environment. “Dan-
gcrousncss," for example, is a combination of prcdic{ions 25 to how the
paticnt will respond to certain situations (based to some extent on
clinical symptoms), the likelihood of those situations arising and such
other facteis as the probability that specific persons may be present
irise. There is some indication that 2 judicial decision
ate deterinination as
is defined in
101

actual dynamics
in how it aficcts the

wien they 2
maker may even be able to make a more aceur
to the nced for hospit:\limtion, even when the “need”
terms of the patient’s ability to live adequately in the community.
Nevertheless, the court with jurisdiction over the system examined
here seems to have accepted the “clinical approach” and it appears
that this is the most important determinative of the allecation of veal
authority in the hospitalization process.

While this may help to explain the failure of the court to take a
more active part in the decision-making proccss, it does not explain
why the legal criteria was not more closcly followed by whoever exer-
cised the actual authority. The answer to this question probably lies
in the wide gap between the role envisioned for the psychiatric hospi-
w in the legal framework and that actually demanded of
tempt Lo impose upon the sysiem the cri-
constituted an attempt

talization syste
it by the community. The at
teria carefully set out in the legal framework

191. Rappeport, Lassen & Gruenwzld, Evaluation and Followup of Hlospital Palients
Who Iiad Sanity Hearings, 118 Am. J. PsyciraTry 1078 (1962), in Tie CLNicat EVALUATION
oF 1117, DANGIPOUSSLSS OF TtE Miniatny Jui 81 (J- Rappeport ed. 1967), reports a study
of 73 paticnts who had court heatings (at theit vwn request) to determine the appropriate-
ness of their continued hospitalization. wenty-six were released by the court; of the re-
maining 47, ten were later discharged by the hospital and cleven cscaped. A followup
study of the 47 patients released by the thiee methods showed that although 41 per cent
of those discharged by the court had a “satisfactory adjustent” to the comuuunity, only
30 per cent of those discharged by the hospital had adjusted satistactorily. 42 per cent of
the escapees had adjusted satisfactorily. ‘The jmplication, as the study recognires, is that
“the hospital is unable to progrosticate significantly better than the court.” Id. at BB,
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to define the role that the psychiatric hos
pcr[or.m in the overall business of keeping
pf'cscrxbcd criteria were effectively ixrfrz]c:xx
pxtallization system would serve the rdl’itiv
tecting the community from reas

pitalization system would
socicty in operation. If the
ented, the psychiatric hos-
: ely timited functions of pro-
tic mentaly 1, of protecting he menmnly 1 s oy s by
or from situations which, because of (hciz :‘xﬂ‘ :;::1 sk -

their physical safety that w G

as - T o g
ol Byl L ?,rc(u])dn. excess of that normally endured
T unity, and of making the isi
treatinent for those menta L sion 1 o
L Yol
ceen severely impaired by
Y

y ill persons whose thousht e
e oo M aht processes had
e theiriliness. The fundanental error in this
{ f { » O course, was in making the underlying
this functi H ! fiat, L th
i}. Ic(.mn could be controlled by legal fiae, i.c., the sssumpii I
—- e T : ® O assumpiion that
“mi ,ch; .‘t.xn hospitulization systemiwwas controlled by the ]cir‘d [rum(c

vork withi hich it i : ;  the
b Or;[;»hxch'xt in theory operated, and consequently that the

zratior 1c system could be altered by si Ineslztion -

¥ : ¢ altered by simple ati I

s forans o y simpie manipulation - 7 the

The crimi justi

1inal justice system has been compared to the natural system

of a biological cell;1°2 the same comparison can be made with reeard to
=3 ’ €

" vt e *

the I)S)'(I 1atric h()SIJItl ation system. -

assumption that

) As is true of a singl 1
L gl g : ¢ ccll com-
gﬁt'un' ne part of a multi-cellular organism, the ns)‘chhcl,ri/' hospital
ation's inter ion 1 i g elati > to
, ternal operation is determined Iareely by its relati ;
ottier aspects of the entire social s o St e
¥ B E A
Speciie memec ot s _organization of which it is a part.
pEcill ap b; 1 e system’s internal processes, in other words, are
termined by the system’s functi e
< ¢ lunction as one part of a lar
which in turn i i e s e e
s determined by dems Z ,
emands made u I i
vhehIn ¢ ' crmin b pon the system b
iz“i(mps, s of the larger system. In the case of the psychiatric hospitﬂ)j
o I)sf[cm, th}c legal framework is only one of those demands. Other
‘mands from other sources a £ , ;
$ are often of a more pressi e i
day to day operation of the system: disrupt ;(;IL l')ll‘Lm;,g b
day 2 tpted families demand } i
ization of one memb e e
er as a means of “crisis remission” i
; ang r b s
mand hospitalization of irritating neishborl ““1‘5’“’“ o o v
pit § ghborhood “nuts”; poli and
other participants i il st e
% ants in the criminal justice sys
. : stice system) demand hospitali
tion of those consider i B
S stdered dangerous or
1 S roublesome bur who for
reason are deemed in i j pina] system:
appropriate subjects for rimi
Sy lee ppropri e criminal systemn;
lph).sm.mns demand hospitlization when this is seen as a mmns) f I'
eviating the sufferi an indivi : her eve i o
Iy ing of an individual or family. W i
! : I g amily. Where ther
readily av: 4 rnatiy i G, those
pent y ; vailable alternative means of satisfying these demands, those
O W » demaneds ar i i i . ’
pont whom the demands are made will, if possible, use the flexibility

102. D. s & g
OARs & W, LEuMaN, A CRININAL Justice Sysreat AND THE INvicENT 185-85 (1963)

&.
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in the resources available to them to satisly the demands as best they
can. Attempted revisions which neither elirinate the flexibility (which
is probably impossibie) nor alter the demands are uniikely to have
significant cffects. As a recer:t study of changes in juvenile court pro-
cedure observed, “Formal structure and procedure can be changed . . .
but . .. old ends persist and continue te be satisfied.® An attempt
to alter the functicn of a system such as the psychiatric hospitalization
systein by simply enacting a restrictive criteria and inserting in the sys-
tem a judicial officer with directions to apply that criteria was destined
in advance to failure.

58

’
)



