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This article provides perspective on our experiment to change a psychiatric hospital ward
from reliance on drug therapy to psychological treatment. Resistances to the change rook
many forms, including delaying publication of the results for nearly a decade. Although suc-
cessful, the treatment program itself was never adopted. The work did have a major impact
on the “right to refuse treatment” case originally titled Rogers v. Okin (1979), which barred
forced medication and involuntary seclusion except in certain emergencies if an outside
consultant agreed. Two publications (Deikman & Whitaker, 1979; Whitaker & Deikman,
1980) described much of the program and its vicissitudes but did nor include some of the
more resisted features reported in this article.
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he purpose of this article is to provide perspective on our previous successful

experiment to change a psychiatric hospital ward from the practice of relying on

drug therapy to relying on psychological treatment. Although achieving our goal
of improving treatment outcomes for severe mentally disturbed persons, we encountered
severe resistance to accepting our reports as valid. The resistance took many forms, but
one result was that we were not ahle to publish our observations and results for nearly a
decade (Deikman & Whitaker, 1979; Whitaker & Deikman, 1980).

Qur findings aroused an antagonism for which we were not prepared. For example,
when we submitted the first article to a major psychiatric journal, two of six reviewers
refused even to read our manuscript. The reviewers believed that not using drug treat-
ment for such patients was unacceptable, perhaps even malpractice. Eventually, we
circulated our unpublished manuscripts to a few colleagues, one of whom, Michigan
State University professor, Bertram Karon, suggested submitting the manuscript to a
psychology journal, which we did. The result was that the articles were finally published
in Psychotherapy: Theory, Research and Practice, an American Psychological Association
Journal.

However, the manuscripts did strike a chord with some professionals. As a result, even
before publication, Dr. Whitaker was asked to be a consultant to a VA hospital, to be an
expert witness in the “right to refuse treatment case” in Boston’s U.S. District Court, to
propose a new Massachusetts state mental health plan, and ro become superintendent of a
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hoax of racial prejudice. The group consensus, heartfelt support, and the insight seemed to
cohere into a new orientation for everyone. During and after that session, Mike got posi-
tive attention and respect. There were no further threats of homicide or arson.

PATIENTS’ ROLES AS THERAPISTS

The structure of group therapy sessions set a framework for treatment and for the ward as
a whole. As elaborated in our earlier articles, patients were told they were expected to be
helpful to other patients as well as themselves. For the four times per week group sessions,
new members were told clearly what their responsibilities were: they could not be more
that 5 minutes late for a session, and they were expected to try to talk, with intention to
help themselves and others in the group. This structuring of therapeutic aims set the stage
dynamically. Patients accustomed to being passive, even chronically mute or dismissive of
others, were immediately faced with responsibility, and challenged to develop at least the
rudiments of constructive interpersonal behavior. Peer pressure of a positive kind evolved,
helping to counter the typical negativism of many patients considered by themselves and
others to be untreatable, at least psychologically. Staff clearly presented themselves as
active empathizing listeners as well as structuring expectations and the purposes of the
sessions.

One of the influences on our cultivating patients’ roles as active participants, including
as therapists, was a book alluded to earlier in this article, The Mental Hospizal by Stanton
and Schwartz (1954). Those authors emphasized the relation of social interaction and
mental functioning and how hospital practice negated therapeutic efficacy:

Built solidly into the procedures, techniques and even the language of the mental hospital is
the assumption that patients are mere passive objects of treatment; they are to be “cared for,”
“protected,” “treated,” “respected,” “handled,” “controlled.” Psychiatric administrative language
consistently speaks of the parient as if he were not actively participant, as if he were an uncon-
scious or half-conscious body upon an operating table. (p. 408)

LT LIS

As will be addressed in the next section, one of the major resistances to implementing the
orientation is the assumption that it is not financially feasible.

COST AND VALUE CONSIDERATIONS

The question of whether a hospital treatment program makes sense economically has usu-
ally been answered simplistically by limiting inquiry to the expediency of short-term con-
siderations. Customarily, patients were treated with drugs and discharged short of their
30-day insurance coverage limit. The treatment criterion was dischargeability, tied to the
goal of restoring patients to their prehospitalization level of functioning.

Typically, the treatment process was geared to getting the patients adjusted to the
hospital ward, such as measured by a ward adjustment scale. In the process, patients were
managed to ensure patient compliance especially as related to medication prescribed to
make them more passive and, therefore, more manageable. A favorable rating of the
patient’s adjustment to the ward—meaning compliance and manageability—would




The Empathic Ward 59

promote discharge from the hospital, most importantly before the 30-day limit on insur-
ance reimbursement.

Qur ward program operated against the grain of this custom. We thought that the criteria
of improvement based on compliance and passivity and return of the patients to their pre-
hospital vulnerability to breakdown begged the question of substantial improvement. We
asked ourselves how we could help patients attain a higher level of psychological strength
and well-being than they had before their breakdown, so as to favor better adaptive func-
tioning in the real world outside of the ward, and thereby make another breakdown less
likely.

While many of our patients were hospitalized within the 30-day insurance reimbursement
limit, many stayed longer. Our ward discharged 20 of our 51 patients before the 30-days’
limit; the other 31 patients, who were far more severely disturbed, averaged 4.7 months’ stay.
The latter were almost always patients that other wards would have transferred to a state
hospital for longer-term care. Thus, our treatment standard was immediately problematic
if one considered only the nonreimbursable expense for our particular hospital of running
over the 30-days' limit on insurance coverage, whereas discharged patients who needed to
be rehospitalized could be handled with budgetary expediency even for our hospital because
readmission could start a new 30 days of insurance coverage. And if such patients were
admitted to other hospitals in the state system, or even outside of the state system, their
stays could be reimbursed by new 30-day provisions. Therefore, the proverbial revolving
door of readmissions to the same or different hospitals was not problematic in terms of the
original hospital’s budget because the same kind of 30-days’ insurance provision could be
reinstituted at the same or another hospital. The rate of readmission of patients from our
ward to our hospital was 20% less than the average for the other wards.

Expanding the question of treatment cost to include the overall system of hospitals leads
to an altogether different evaluation of treatment effectiveness from both monetary and
patient well-being points of view. We were aware that failure to treat effectively, in terms of
strengthening patients’ ability to live adaptively outside in the real world, actually meant
severe costs to the mental health system and to society at large. If patients in our short-
term hospital were sent directly to either of the longer-term state psychiatric hospitals
(Fort Logan or Pueblo), as was the custom with more difficult cases, then those hospitals
had more expense, albeit often chargeable to insurance companies, than if the patients
were treated successfully by our hospital (Colorado Psychiatric Hospital). In general, other
mental health facilities, hospitals included, would have expense due to repeated admis-
sions following premature discharges from our hospital.

Ultimately, society as a whole pays both directly for care costs and, quite importantly,
in lost income tax revenues since dysfunctional people earn little or no money that can be
taxed, they become a financial burden on others, and are less equipped to be good parents.

Calculating the expenses of persons diagnosed as schizophrenic, Strauss and Carpenter
(1981) noted that the direct treatment cost was perhaps $17 billion a year while the indi-
rect or hidden costs, such as years of unemployment, food, and housing probably raised the
burden to nearly $40 billion per year (p. 71). According to Talbott, Goldman, and Ross
(1987), schizophrenic persons were occupying 25% of all hospital beds and accounted for
40% of all long-term care days though they comprised only 1% of the population, and
they calculated that 85% of the total cost of “chronic mental illness” severely disturbed
people results in the extreme expense of chronic disability. In essence, not greatly helping
severely disturbed people results in the extreme expense of chronic disability.
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Now, considering the question of the cost of hospital psychiatric treatment per se, we
note thar, overall, psychiatric hospital treatment has been shown to be a poor choice
compared to alternative forms of treatment, for example, doing family therapy instead of
admitring would-be hospital patients (Langsley, 1985). As Charles Kiesler (1982) showed,
all 10 studies of alrernatives to hospitalization for mental patients in the recent years prior
to his study indicated superior results for nonhospital treatment, and all nine alternative
treatment programs that provided economic cost data were definitely less expensive. Gen-
uinely effective treatment would mean less expensive treatment in the overall, longer-term
picture. Clearly, our program had to be more effective than ordinary psychiatric hospital
treatment to be economically justified.

Furthermore, we questioned whether treatment of severe mental illness was merely inef-
fective overall, or was the prevailing customary treatment of mental illness harmful over-
all? Recently, Robert Whitaker (2007) has provided an important answer based on both
epidemiologic evidence and an understanding of the perturbarion effects of psychiatric
drugs. His comprehensive review of the outcomes literature shows that since 1955—when
neuroleptic or antipsychoric drugs began to be standard treatment for schizophrenia—the
percentage of Americans disabled by mental illness has increased nearly six-fold. The
rapid decline in the nation’s mental health continued at a rapid rate through the 1980s,
when the serotonin reuptake inhibirors (SSRIs) were introduced. The nation’s downward
trend in functioning ability continues to correlate with the increasing reliance on psychi-
atric drugs that are now well understood to perturb neurotransmitter systems. In contrast
to the common claim that psychiatric drugs “correct chemical imbalances,” R. Whitaker
(2007) states that the drugs can best be described as chemical imbalancers. The notion
of preexisting biochemical imbalances—prior to drug administration—is unsupported by
evidence. Thus, the bottom line conclusion is that the ever increasing use of psychiatric
drugs is producing evidence of actual physical and mental illness and record amounts of
disability.

Given the evidence of harm caused by the standard trearments of drugs, electroshock,
and psychosurgery (lobotomy and related procedures), the question of cost effectiveness
requires a whole new kind of equation. Instead of assuming treatment benefit, we have
to consider not only the cost of administering treatment but also the costs resulting from
the treatment, whereas typically it is assumed that the treatment is of benefit including
economically for society. If we add the cost of the harm done by the treatment to the cost
of its administration, one sees the absurdity of the usual way of reckoning cost: assuming
the treatment is of positive value to patients and taking into account only a short peried
of time. Clearly, then, the standard treatments are not only costly in the short-term but
the cost is compounded over the long-term.

For those of us biased in favor of predominantly psychosocial treatment, we should ask
how costly it is when both administration and longer-term outcomes are considered. One
can argue that interpersonal modes of trearment can result in morbid forms of dependency.
We believe that we obviated that danger with our requirement that patients had to take
on responsibility for themselves and others, both in group therapy and on the ward gen-
erally. Our aim was to help patients develop interpersonally. In this way, we could afford
not to be fully staffed, such as when we lacked a head nurse for the first few months of the
program. We challenged the usual role of the patient, which was to be passive. Instead,
our patients were helped to become helpful so that they could become more functional and
be less helpless after discharge.
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AFTER THE WARD

As became clearer after the actual operation of the ward, our discontinuing the standard
reliance on the neuroleprics obviated the common adverse side effects, such as tardive
dyskinesia and akathesia, and there were other health benefits as well. For example, since
patients would not be neuroleprtically deprived of their natural dopamine, a neurotrans-
mitter that facilitates normal stimulation and pleasure, they would not have the ravenous
medicarion-induced compensatory penchants for nicotine, caffeine, and overeating con-
sequent to neuroleptically induced dopamine reduction. Disallowing smoking on the ward
was readily tolerated by patients, fortunately so because the decrepit old hospital building
was soon to be condemned for patient care due to fire hazard. Nor did patients complain
about not being prescribed drugs. In short, the ward program obviated the production of
actual disease.

Would we now do things differently? The newer antipsychotic and antidepressant drugs
are supposed to be both more effective and safer, though evidence to date does litele to
support such claims. The newer drugs appear to offer no greater benefit to patients than
placebos and to have their own damaging effects. The claim that schizophrenia is a disease
like diabetes is ironic in that the new antipsychotics are now linked to helping produce
actual diabetes. But why not at least try to use those medications, at least as adjuncts to a
program using psychosocial treatment primarily?

Bertram Karon (2006) has put this question into temporal perspective by documenting
long-term studies of outcome for psychotic patients. The clear conclusion is that psycho-
therapy is superior to medication; the latter actually diminishes chances for recovery. Thus,
not only does psychotherapy work when properly done, but when brain damaging treat-
ment is avoided, long-term cutcome can be enhanced racher than worsened. In conclu-
sion, Karon states, “If the patient or therapist want medication, it can be used, but it should
be withdrawn as rapidly as the patient can tolerate” (p. 227). In this light, we feel that our
psychological approach was warranted and that programs of treatment today should take
heed from history rather than simply trying to quell disturbing symptoms at the cost of
patients’ and society’s well-being.

Looking back on the ward program, Dr. Deikman concluded:

Empathic connection is the key factor in psychological treatment; it is much more powerful than
drugs. The more our ward developed a family feeling, the more effective it became as a therapeu-
tic agent. How can we understand this? How can we understand that someone with psychosis can
be brought our of their acute psychotic phase in a few days without the use of drugs? How can we
understand that severely depressed patients, who had received antidepressants as well as electro-
convulsive trearment (ECT) without improvement, would experience recovery from depression
through the use of psychological means alone? We used psychodrama, humor in group therapy
meetings, one-on-one psychotherapy, and, especially, unscheduled, constant, individually pre-
scribed confrontation of patients by other patients.

What we would like to suggest is that through these means, patients and staff began to
feel connected to the ward group as if they were members of a family. This connection was
palpable and proved critically effective because their illnesses had arisen through feeling
alone, isolated, unprotected. The family feeling permitted and fostered the experience of
empathic connection, countering the isolation underlying the patient’s presenting symp-
toms and providing support for further maturation. This was true of the staff experience
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as well. As a resulr, for most of the staff as well as the patients, participation in the ward
not only decreased dysfunction; it included a gain in maturation and strength beyond that
which had been the case even before the breakdowns that resulted in their hospitalization.
From that perspective, the basic therapeutic task is to lessen the barriers to the experience
of connection.
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