A

LA

FYSTY

s

BUBER BEHIND BARS*

E. T. Barger, M.D.! and M. H. Mason’

Introduction

This paper will attempt to describe
some aspects of an intensive treatment
program presently operating in an insd-
tution for mentaily 11l persons. The pa-
tients there are confined by law, against
their will, undl they change. Most of
them stand to be confined for long
periods of ume; most of them do not
feel themseclves to be meatally ill, most
of them do not agree that they need

treatment.
N

The Seiting: :

The Ontario Hospital Penetanguishene
i§one of twenty-three similar institu-
tions maintained in the Province by the
Department of Health. It is distinguished
from -the Test chiefly by the presence of
Ozk Ridge, an administratively integra-

ted -but ‘structurally scparate division of

the hospital. A maximum security buil-
ding of eight 38-bed wards, it looks like
and is built like a prison. Each ward has
individual * rooms ranging down both
sides of a long corridor which debouches
into a euphemistic sunroom_capable of
seating all ward members. Each room,
with its bed, sink and toilet, is complete-
ly open to the corridor through the bars
that form its front wall and door. There
is no privacy. '

Parients are referred to the Oak Ridge

Division " in roughly equal proportions .

from three sources: the courts, refor-
matories and penitenuary, and other
Ontario Hospitals. From the courts
come those found not guilty by reason
of insanity, those found unfit to stand
trial, and those .remanded for thircy and
sixty-day periods of observation. Refor-

matorics and other Ontario Hospitals
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send those with whom their own facili-
ties of treatment and security are insuffi-
cient to cope. Patients at Oak Ridge
therefore vary widely in their legal
classifications, some being seriously in-
volved with the law, some not at all.
Almost all were sent, and are being held,
against their will. :

In September 1965 it was decided to
develop one of the Oak Ridge wards into
an Intensive Treatment Unit, with the
hope that the methods cyolved there
might eventually be used on some other
wards as well. Our object was not so
much to realize any preconceived psy-
chiatric theory, as to mould a2 flexible
and experimental approach around a few
very basic assumptions. '

The Major Assumptions:

1) Sickness as the failure of communi-
cation
The first, and perhaps most basic as-
sumption underlying our am, was
that sickness was essentially an inability
to communicate. It consisted of the ways
in which the patient was unable to relate
either with himself or with others. We
'saw genuine communication as an end
in itself, and each patient as one in some
way unable to enter into dialogue with
others. The fundamental parameters of
illness as inability to communicate were
thought to be well illustrated by Buber,
when he speaks of
"« . . monologue disguised as dialogue, in
which two or more men, meeting in space,
each with himself in swangely tortuous
and circuitous ways, and yet imagine thac
they have escaped the torment of being
thrown back on their own resources . ... A
debate in which the thoughts are not ex-
pressed in the way in whic they existed in
the mind, but in the speaking are so pointed
that they may strike home in the sharpest
way, and moreover without the men that
arc being spoken to being regarded in any
way present as persons; 2 conversation,
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characterized by the nced ncither o com-
municate something, nor to learn something,
nor to influence someone, Nor to come into
connection with someone, but solely by the
desire to have one’s own self-reliance con-
firmed by marking the impression that is
made, or if it has become unsteady, to have
it strengthened; a friendly chat, in which
cach regards himself as absolute and legiti-
mate, and the other as illegitimate and ques-
tionable; a lovers' talk, in which both part-
ners alike enjoy cheir own glorious soul and
their precious experience — what an under-
world of faceless spectres of dialogue!™ (3).

Of course, in equating illness with an
inability to communicate, a criterion was
established by which the entire popula-
tion of Canada was moderately crazy.
Nor did we wish to imply that there was
little wrong with Oak Ridge patients.
Far from that, these men had in many

-cases been certified menually ill because

they were exceedingly dangerons. There
were a dozen killers on the ward where
it was planned to develop the program.
However, it seemed to be evident that
phenomenologically illness resulted in a
breaking down of communication, oOr
was such a breakdown; and that therapy
would involve re-establishing or strength-
ening the dialogue between the patient
and others.

2) Dialogue as Therapy

We felr with Laing (11) that psycho-
therapy

“consists in the paring away of all that stands
between us, the props, masks, roles, lies,
defences, anxieties, projections and introjec-
tions, in short, all the carry-overs from the

transference and counter-transference,
that we use by habit and collusion. wittingly
or unwittingly, as our currency for relation-
ships. It is this currency, these very media,
that re-create and intensify the conditions of
alienadon that originally occasioned them.”

Perhaps psychotherapy is nothing but
“an obstinate attempt of two people to
recover the wholeness of being human
through the relationship-between
them” (11). This is the primary ex-
perience, and it seemed to us that once
this was achieved, the symptoms sur-

rounding the self would wither away,
useless. In Buber’s terms,

“Each of us is encased in an armour, which

we soon . . . no longer notice. There are

moments which penetratc it, and sur the
soul to sensibility. And when such 2 moment
has imposed iwelf upon us, and we then take
notice, and ask ourselves, ‘Has anything in

ricular mken place? Was it not of the
ind thar [ meet every day?’, then we may
reply to ourselves, ‘Nothing in icular,
indeed it is like this every day, onf;r:.’e are

noc there every day'” (3).

We felt that what might generally
appear to be an idealistic approach to
illness was realistic in a setting where
patients were confined for vety lon
periods of time. The time, and if admin-
istrative measures were taken, the space
and opportunity, existed for patients to
open themselves to the genuine dialogue
that lies around them in potentia every
day. :

The terms of such a dialogue are, to
paraphrase Seeley (13), a number of
complex simplicities: simplicities of re-
lation, focus, value, process and product.
The relation is one which joins the parties
to it in perhaps the greatest intimacy
combined with the greatest distance that
is in the compass of human expericnce.
One patient must stand close enough to
another to be his friend, far enough away
to see what is happening. The focus 1s
upon making what is unconscious, cons-

- cious. This is a two-way street, 2 pro- |

cess of mutual education. What each
patient discovers of himself to his comn-

nion is part of his contribution; what

e discovers of his companion to his
companion is the other half. The par-
amount and only nccessary joining value
on both sides is the pursuit of truth, and
the process is the continuous examination
of the world as it is mirrored and dis-
torted in the self, and the self as it is
projected and distorted in the world. As
Sceley concludes, “The product s, at a
minimum, two people who know more
about each other, each about the world,
and each about himself. That is all. Per-
haps, it is enough.”
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3) The patient as agent of therapy provide roles of power and security, for_-

. . “the role system seems to_guar. € that
ar _; - :
The third assumpdon was that as { 5 il think of themselves as

as possible professional staff would not
be used in the program, but rather that
the patients themselves would be the
principal agents of therapy. As long as
there are large numbers of patients and
small numbers of professed experts, it is
futile to develop any new techniques
which are to depend heavily on staff for
their success. Further, a program of
treatment based on paticnts rather than
staff lends itself to employment in other
than hospital sertings: reformato.ries,
penitentiaries, training schools, or, 1n a
modified form, in schools and universi-
ties, where one can never get ‘enougl’
staff and where the inmates and students
possess all that is necessary to create and
sustain their program, provided chat the
correct administrative moves are made.

More importantly, another reason con-
cerned the involvement of the profes-
sional in treatment. While it is true that
psychiatrists, psychologists and social
warkers devote many years to accumu-
lating a great deal of information about,
and expetience in the treatment of the
mentally ill padent, there is some doubt
about the efficacy of this training in
making them therapists. It mzy some-
times increase the distance between them
and their patients. It may sometimes be
unaccompanied by the great indefinables
of therapy: congruence, empathy, open-
_ness, the ability to encounter, call thegn
what you will.

The obstacles to communication are
doubled when, in settings such as Oak
Ridge, the psychiatrist is in direct con-

‘equal to' thc patient In any other than

_a_diffuse philosophical-humanisti¢_sensg.

The _more ill-trained or inexpcricnced
or mal@ju_sted he is, the more will his

role magnify those defects. The more

he is in direct authority, or is seen to be,

the more of a problem his sickness be-
comes (5).

Quite apart from the foregoing, how-
ever, it would appear that the patient is
in many ways better equipped than the
professional for a direct, helpful encoun-
ter. For one thing, he lives with his
‘patient’ for 24 hours a day, works, eats’
and enjoys recreation with him. For
another, he is immediate to his ‘patient’.
has no power over him, and is much
closer to his mode of experience than
any professional. And finally, he is ‘com-
mitted’ to a parallel experience in a way
that no professional therapist can ever
be. It is for him, in a real sense, a way
of life, and he has no status or role to
lose in the encounter. True, he is sick;
true, he may be disturbed, disoriented,
or immature. But he is human and un-
magical.

‘What perhaps may reassure those un-
accustomed to thinking in thesc terms
is the fact that the short-comings of pa-
tent therapists tend to be ruled out in
groups, where pathologies cancel and
reciprocate one another. To give a very
cride example, a schizophrenic will ob-
ject to the slick solution to a problem
adeptly flashed out by a psychopath.
The psychopath will point with some
justice to the woolliness and diffuse

[ES—Y
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Mwﬂq
unfortunaté £ that this contro} of:, 17 - . R .
the patient's liberty is more or Jess sick,i idealism of the schizophrenic. Or again.
as the psychiatrist himself is more or less || no one can so u_nernngly highlight Fhe
‘sick. Professionals do not often enough subtle g;ampulanom of a severely sick
<eriously mantain the Rabit of consider=  psychopath as one who is similarly crazy.

3 i No one can perceive the first crumblings
of a schizophrenic disintegradon more
quickly than one who has once similarly
collapsed himself.

‘nesses are
their patients. This is particularly true

of those. working in institutions whi ch
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In short then, it was a major assump-
tion in the development of our commun-
ity that genuine encounter berween pa-
tients could be therapeutic, and the role
of the professional was cast as an ancil-
lary one: to use his administrative power
to set up the space for such encounters,
and mould their terms towards dialogue.

4) Total experience

Another major assumption in' struc-
turing the program was that as many
hours of the day should be used as was
possible. The Oak Ridge patient is con-
fined against his will because of certain
aspects of his behaviour which are seen
by society to warrant detaining him until
he changes them. This lays some obliga-
tion on the haspital staff to help the pa-
tent to change the patterns of thinking
and behaviour that prevent his release,
and to do So as guickly as possible.

If it is desired to change behaviour,

then, to take an extreme example, it is

a gross waste of the paticnt’s time to

rovide him with a milieu that reinforces

illness for 23 hours of the day, and then
attempt in peshaps one hour of the day
some sort of experience aimed at rever-
sing the process. Ideally, the patient
should be allowed no experience that
does not in some way contribute to his
getting well, and every minute of his
stay ought to be designed intentionally
to bring about recovery and release.
Even though the best means to this goal
may not be known, maximal use should
be made of those techmques currently
thought to be helpful.

There is some question about how far
a person who is not a patient can com-
mit himself to a treatment of this sort.

-1t is perhaps unrealistic to expect those

cast in ‘sane’ roles to attempt to involve
themselves at all in- 2 total-experience,
24-hour form of thcrary. Perhaps they
cannot live in ‘the world” and ‘the treat-
ment community’ at the same time. Many

. factors seem involved, For one thing, it

is hard for staff on an eight-hour shift
to ‘know’ what is going on, the way per-
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manent members do. Again, there often
arises a barrier between those whoican
leave and those who must stay. ‘Well
adjusted’ staff have little motivation to
participate equally and fully in an an-
xiety-provoking situation, likely to pro-
duce change. Another factor is the fact
that many staff have very immediate
pressures on them from family or com-
munity or professional obligations —
pressures that are very close and real
bur beyond the patients’ sphere of in-
volvement. There are accounts in the
literature (8) of communities which ran
into great difficulty becaus¢ of the pres-
sures placed on staff members who at-
tempted what may be an impossible
‘double life’. Perhaps they should either
enter the treatment program as a fully
participating member, or stay out of it
and practice administrative therapy,
leaving to others the bnsiness of direct
encounter. .

5) Coercion and the goad to freedom

To make the statement that patients
should not be aliowed any unhelpful ex-
perience is of ‘course to stamble into the
thorny question of coercion and non-
acceptance. Those who feel, with Carl
Rogers (12), that even to evaluate is to
corrupt the helping relationship, might
object to suggestions that to use force
— 15 to make such a relationship possible;

that to repeatedly and without com-
promisc_thrust a person’s illness before
his eyes — is to sustain such a relation-
ship; that to insist upon a person’s exams.
ining his own behaviour — is to make
‘ : of that sort seem
‘to Tun counter to many of psychiatry’s
most cherished notions.

To what extent is force legitimate in
treating patients who are incarcerated
because of illnesses that they do not re-
cognize, or for which they wish to re-
ceive no treatment? We think that when
one is confronted with such persons, one
must first decide if such imprisonment
is warranted and if it is not, the task is

34.
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to ‘treat’ society rather than the patient.

But in situadons where patie i
properly bein eld ’

%Wﬁ“—d |
“helpful to use force, at least to the point

~of “increasing their range of choice, of
increasing their awareness of themselves,
and others, to the point where, as far as
can be determined, what they du, they
self-consciously choose to do. The val-
idity of force depends on this assump-
tion, If the process were one of eradica-
ting a sct of disapproved ideas and wash-
_ﬂ“@@ﬂw———m
wou & commutting offences as grie-
“Vous as those mvolved In setting up the
T eich —indeed, the more sinister,
because of their subtlety. On the other

S

h@d*jf_our_patxenmdxd_nm_dlmse‘tg
_deviate from societg’s norms, bat_rather
“were dnven to such deviagons by inter-
nal unresolved comflicts, then we should
help_them to resolve such conflicts by
evey_wm including
force, humiliation, and deprivation, if
Aecessary. Physical force brought the
patient_to_our hospital, physical force
mﬁmﬂm,f__Mq and this force will
W&
aviour in a recognizable way.

In our opinion, there is no question
that the treatment necessary to produce
some remission of the illnesses suffered
by most Oak Ridge patients would be
impossible on a voluntary basis.

‘“True, it seems evident that in the
raditional. autocratic hospital, the use
. of force is antitherapeutic in mest cases
(5, 14). However, it may be that the
effect of force depends upon the moti-
vation for its use, the way in which the
motivaton is conveyed from the agent
to the patient, and the way in which it
is perceived by the patient. If communi-
cation is maximized, coercion mmy be
therapeutic, particularly when it s exert-
ed by peers rather than authority figures.
Qur feeling was that force could most
usefully be employed in treatment, par-
ticularly the treatment of the asocial
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and antisocial personality disorders; and
that as - communication approaches a

- two of the patients had

maximum, the permissible use of force
also approaches a maximum,
A3

The Ward and The Program

The devclopme'nt of the program since

September 1965 is of considerable inter-
est, and merits separate treatment. It was
rapid, turbulent, and frequently danger-
ous. In this paper, we will only attempt
to describe the situation as it was for a
period from November 1966 to February
1967. The ward structure and program
arrangements remain flexible: that is, the
mumber and composition of committees,
programmed hours and ?pes of pro-
gramming, all fluctuate and change from
month to month as the Unit evolves.

As has been said, the ward accommo-
dates 38 patients. In February 1967 half
of them were between 20 and 25, and

- the distribution of 1.Q. scores approxi-

mated the normal curve. Legally, 13 had
been cha with murder or man-
slaughter, nine with theft, five with as-
sault or rape, and the remainder spread
evenly through categories of arson, in-
cest, indecent assault, extortion, and so
on. Fourteen were diagnosed ‘schizo-
phrenics’, a dozen ‘pathological person-
ality’ or ‘immature personality’, and the
remainder were borderline defectives
and other classifications. Educationally,
there was an even distribution between

Eradcs III and XII, with a few above and

clow. The vast majority of patients .

came from social classes 5 and 6.

Although there had been a number of
transfers on and off the ward, twenty-
erienced at
least a year of the developing program
by February 1967. All were involved
in 2 minimum of 80 hours of structured
interaction each week, all phases of
which were compulsory. A variety of
group interactions occurred which
placed the patient in a number of differ-
ent settings, with a number of different

expectations.






