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3. The therapy should be an intense involvement and a rapid disengage-
ment rather than regular interviews spanning years. As soon as change
occurs, the therapist can begin to recess and plan termination. The task is
not to resolve all family problems, only the organizational ones around the
problem young person, unless the family wants to make a new contract for
other problems.

4. The therapist should occasionally check with the family to follow up
what has happened and ensure that positive change continues.

In essence, the therapy approach is like an initiation cercmony. The
procedure helps parents and offspring disengage from each other so that
the family does not need the young person as a communication vehicle,
and the young person establishes a life of his or her own. Two extremes
have often failed. Blaming the parents as a noxious influence and sending
the young person away from his family typically fails. The young person
collapses and comes back home. The opposite extreme—keeping the
young person at home and attempting to bring about harmony between
child and parents—also fails. This is not a time of coming together but a
time of disengagement. The art of the therapy is to bring the young person
back within the family as a way of disengaging him or her for a more inde-
pendent life.

A therapist can define the simple goal outlined here if he or she is able

to think in simple organizational terms. Achieving the goal can be a com-
plex endeavor and requires all the skill and support the therapist can
develop.
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Chapter 3

Social Control
and Therapy

When young people are put in institutions, they have in common the
fact that they are failures. They are not succeeding in work or school and
must be supported. However, the problem they present when they come
to community attention is not that of failure. They are locked up because
they disturb the public with behavior that indicates hallucinations or delu-
sions, take heroin or other illegal drugs, steal or otherwise break the law,
or because their parents say they cannot control them. Some of them
threaten to harm themselves or others, and some behave in lost, neglected,
and helpless ways. All of them require that the community do something
about them. The people who take that action are agents of social control,
such as the police and the people who work in medical and psychiatric
centers,

When a therapist takes on a severely disturbed young person, he usually
finds agents of social control in charge. Doing therapy with mad young
people means continually dealing with issues of custody, restraint, and
medication. A major aspect of the therapy is negotiating with colleagues in
social control settings, such as psychiatric hospitals, drug rehabilitation
tenters, halfway houses, jails, and juvenile halls. Problems can arise
hetween the therapist who wishes to change people and the social control
eents whose job it is to quiet, reform, custodize, or eliminate those people
who offend society.

Young people are ingenious in hinding ways to be deviant and live mar-
<mal lives, but relatively few of them make enough difficulty to announce
their presence to social control agents or therapists. These young people
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are generally put in one of two legal categories: they are cither dcﬁm"d as
criminals or labeled “mentally ill.” The criminal offenders have cnmnnl.fcd
somi delingnent act and are put in custody for the good of the community,
althonglh it is also argned that custody has some rehabilitative purpose.
The medical offenders ealled mentally ill are of two tepes: cither they e
Loublematers whose familics cannot manage 'hem, or they do nothing to
support themsehves and their families give np taking care of them. People
are not usually put in mental hospitals because they have symptoms such
as delusions and hallucinations, but because they make tmub]c. or are
apathetic and will not take care of themselves. In recent years the dmgnns!s
of “manic-depressive” has become fashionable, possibly because there is
now g teatment—lithinm—that has been partially successful with some
depressed people. Young people who are in this category manage to be at
fwo exhemes: they are froublemakers when manic and apathetic when
depressed, .

The legal offender and the medical offender are not clearly (hffcr’cnl
kinds of peaple with different behavior, Somelimes the behavior is so sim-
ilar that it is a2 mvstery hiow one carcer was chosen rather than another.
Often it =ems to be the social situation rather than the acts of a person
which determines whether he is called a criminal or a lanatic. A policeman
may decide the category of the person by where he takes him for custody,
and sometimes Family and police collaborate. Often the choice is lmsgd on
social ¢l s, the wealthy are more likely to be classed in the psychiatric
domain while the poor become part of the criminal systenn. If a voung
porson steals acar, it ean be cither a criminal offense or a syn‘uﬂ_nm_ of
“peror iernlae control,” depending on the wealth of the offender’s Funily.
There ar abso borderline instances where it s a toss-up whether the prob-
lenn is ciminal o medical, as in the case of dimg and alcohol abuse. '

One of the anious differences between the diagnoses of “criminal™ and
“pia” is the idea that a eriminal is responsible for what he does and makes
a free choice to misbehave, Even if he wastes his life going in ;.md nnt‘of
jail. thal inust be cousidered a rational decision; otherwise there is no point
to o legal svsten that assumes he made crime a choice. e deliberately
does his criminal acts; therefore his punishment is deserved. T'he staff of a
prison can he severe with prisoners with an easicr conscience than the staff
of 2 mental hospital. The “mentally ill” are said not to be able to help what
they do When a patient misbehaves ina mental hospital, the staff can onh
prnish hime reloctantly, under the guise of help, sinee thev define them
welvey o hiealers as well as (*mmmmily piolectors, I hngs, shock brestiment,
deep b probes, aind lobotomies are alvavs (‘()ani(l('l‘('(l medionl treat-

went,and b i denied that they are used for disciplinary prrposes.
Becanse of the theory that the eriminal made a conscious choice of whal
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he did, penology professionals do not welcome traditional therapists. Ther-
apy concemed with “unconscious” processes seems unwelcome among the
keepers of eriminals. They consider it their job to persuade the felon to
misheliave no more; therefore they focus him on work or school. They are
alo usnally reluctant to involve the criminal’s funily in a meaningful way.
[ hev prefer to believe that he made his own choice rather than that the
rhme resulted from difficulty in a family.

The criminal offender is usually tried in a law court under rules which
woiely developed to protect both the community and the offender. When
womeone is defined as ill or mad, the task of the community is more comn-
plicated. Custody is used, as with critninals, but there are also chemical
restraints in the form of medication. The dilemma is that something must
he done about somceone who makes the kind of trouble that does not allow
A fegal trial and sentence. The rules of justice are not easily applicd when
it is not clear that a crime was committed or when sanctions like those
bronght against criminals do not seem appropriate. 1f a voune person
sholls around a neighborhood in the nude singing nonscnse verses, the
police will be ealled and are likely to take him to a psychiatric hospital, The
voung person can be held in the hospital for what amounts to an indefinite
sentence and might spend his or her life in custody essentially for being o
public nuisance. A therapist who attempts to do something about the
vonng person and his or her family must deal with social control agents.,
who Tave the responsibility for secing that he or she does not bother the
comumunity again. The psychiatrists, nurses, aides, and social workers in
the institution have their ways of dealing with the problem VOUNE PCTSOIE,
ttherapist oriented to the family has quite another way. Often the confu-
1om between social control procedures and therapeutic acts causes conflict
among the professionals in dealing with each other. Just as family incmbers
will straggle with each other over who is right and who is wrong in dealing
with a mad offspring, so will professionals quarrel when they take on the
problem. Success in therapy can be determined at least as iuch by what
happens among professional colleagues as by what happens within the
Lamily,

Fhe problems facing therapists in this situation can be described in terms
+thoth the institutions they must deal with and the premises and theories
cwrlent in the community control approach.

Social Control Institutions

Pherapists have different problems with different institutions. As a gen-

“twie, the mare removed the institation from the comunnity, the more

“honlt the therapeutic task.
Hhe most impossible place to attempt therapy is in a total institution
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where an offender is completely removed from the community. Fxcept in
large citics, these places are usually isolated from the community and fa.r
from the family and friends of the inmate. A socially oriented thc_mpy is
not practical in the abnormal situation of total custody. It can begin only
at the point when the offender is being released.
Just as penitentiaries are usually far from the community, so are mental
hospitals. ‘These hospitals are usually large places where those unwanted
by socicty are kept. Contemporary ideas enter with difficulty because of
the size and rigidity of the staff. The institution tends to be staffed by
professionals who are trained to work in hospitals and do not understand
the point of doing therapy in the community. The emphasis is on persuad-
ing patients to join the culture of the hospital. Such a goal can be irrelevant
to the ways the person must behave in ordinary life. A staff can forget, or
never clearly understand, that the task is to change the person in th.e com-
munity where his problem is. Many of us used to sit and talk to patients in
mental hospitals several times a wecek, for years, with the idea that th'c talk
would somehow make them better able to live outside the hospital in the
community. We had the idea that if we said the right things (those that
gave insight and a corrected emotional experience) the person would go
off and live a normal life. .

As anotlier illustration of the withdrawal from reality by the staf"f inmen-
tal hospitals, I recall two residents who reported to a staff meeting about
the way they had established a therapeutic community on a wzlrd: They
discussed what they did, how the staff responded, the democratic pro-
cesses, and so on. During the discussion period, somcone asked them ‘lf
more paticnts had been discharged from the ward since the therapeutic
cornmunity was cstablished. There was a silence, and the two young men
looked shumed. It was not merely that they did not have the discharge
figures; the klea had simply never occurred to them. Their actions on the
ward were not in the context of the hospital as a place to change the ways
people lived in the community.

Althongh mental hospitals are making brave attempts to reform a_n(l
develop new approaches, they are hampered by the vast imertia which
characterizes any large burcaucracy. For several years more C()Iﬂ'k‘n.lp()r:l Ty
psychiatrists have been attempting to involve familics in the ndnus:s'l()n and
discharge of mental patients, so that the life situations of the paticnts arc
bronght into the hospitals.! One can watch such an attempt begin, and
then vanish when its proponents leave that institution. The ward often
returns Lo a traditional mode that has existed for a hundred years.

" Tenry Thubing “A Familv-Oriented l’sychi:ﬂri(; In-patient Unit,” Fam. Proc., 18: 281-

291, 197
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In recent years the state hospital population has been reduced as mental
health centers have developed in the community and chemical restraints
have been more widely used. At times the attempt to empty the hospitals
has been a misfortune. People who were chronic cases, in that they had
een Jocked up for years, were suddently dumped into the community.
They were often exploited, and some were incapable of caring for them-
«chves, particularly when heavily dosed with medication. If clinicians were
specially trained to retum people to the community after years of institu-
tional life, the task would be difficult enough; not to have trained clinicians
and simply to put people out is inexcusable. I recall doing therapy with
patients who had been locked up ten years or more. Their social inexperi-
ence was immediately evident when they went outside the hospital. For
cxample, one man had not ordered a meal from a menu in a restaurant for
ten years and approached the task with uncertainty, if not panic.

The inability to function in thé community after being locked up is not
necessarily related to “mental illness.” A convict released from prison after
twenty years is often a lost soul in the community, without family or
fricnds, and he can seek to return to the institution.

The state mental hospital is hardly defensible as a form of therapy? but
it is also not defensible to release chronic mental patients into the com-
nnmity without guidance. A basic goal is to succeed in therapy with young
meople to avoid locking them up, so that twenty hears later they will not be
social misfits unable to live in the community.

An important difference for therapists between the criminal and the
medical offender is that criminals do not voluntarily go into custody (unless
one defines a badly carried-out crime as a search for custody). They are
witenced by the court. Medical offenders are classed in two categorics:

. the involuntary and the voluntary. The involuntary class includes prople

committed by the state on the advice of psychiatrists. The line between
nnolintary and voluntary patients, as well as between open and closed
wards, is not always clear, but the distinction is important to a therapist
Mempting to cooperate with a hospital. Locked custody tends to embarrass
pwchiatrists; thus a pretense can develop that it is not happening. The
‘herapist attempting to deal with a patient in a hopsital must also deal with
he pretense.

Both the legal and medical systems have experimented with part-time
Sty as a means of creating a better relationship between institution
tul counmumity. Inmates in prison spend their nights in jail and work in

‘ Vwembh Interim Committee on Ways amd Mcans, California Legislature, The
“omma of Mental Commitments in California: A Background Documeit, Subcommittee
Meatal Health Serviees, California, 1967,
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the commmmile doring the dav, Psvehiatric institelions do the opposite;
peaple e kept in the bospital during the day and ont o their hoeroes at
night. ‘This keeps them ocenpicd in something that is not self-supporting
during the day, i contrast to the prison program., which involves inmates
in norne) woik or school.

Another alternative to total custody is the halfway house, which is used
in both the criminal and psvehiatric systems, These are places where the
person can recover from being in a fotal institution and slowly integrate
into nornal living again. Sometimes it is forgotten that thev are halfway
houses, and they become dead-end houses for some of the inmatces, who
become part of the culture and never quite return to normal community
living.

Sometimes without custody, and often after it, the criminal offender is
placed in the conmunity under supervision. He is watched for a period of
time, and if he avoids trouble he is set free. Medical offenders are on
“parole” in visits home with their families and in trial visits before release.
If the mishehavior recurs, the person is placed back in full-time custody.

Private Mental Hospitals

In the medical offender category there is a special class of institution
which is a private enterprise. The criminal class does not enjoy private
prisons, but the medical offender can be placed in a private hospital. Thesc
places tend to be for the rich who can pay high rates, or for those with
appropriate medical insurance. Families feel less guilty about placing an
offspring in a private hospital than in a public institution, because they fecl
lic or she will be better cared for and because they will have more influence
if they are paving the hill. A typical way for a family to stabilize is by paying
somcone che 1o restrain the problem young person, preferably somewhere
far out in the coombry,

University Psychiatric Wards

Criminology departments in universities have not been allowed to hine
private prisoners in order to train staff to work with felons in a private place
on campus. University departments of psychiatry, however, have been
allowed 1o arrange a place for inmates for training purposes. ‘These are

private institutions, yet they are public in that the training is often funded

by the govermment, or the universitics are state supported. Usually the staff
holds patients on a voluntary basis, but they can also use legal custody
procedures. When the patients fail in such training institutions, the state
mental hospitals receive them.

Unfortunately, training needs sometimes determine whether custods
oceurs or nol, University wards, private hospitals, and state hospitals need

o
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s certain number of inmates for their training programs and to mcet their
aerhead, When there are not cnoneh patients, it can be decided that the
anes currently available need total custody. I private hospitals, a public
v Lations sk is often done to persuade familics to pay for the custody and
therapy of a family member for as long as three years, which happens to
e the time the residents need to train in doing “deep” therapy with the
mnntes. The financial condition of familics and the insurance lmits tend
1o sl the Tength of hospitalization and the “depth™ of therapy.

Pwehiatrists and staff in hospitals do not like to think of themselves as
wwents of social control, but rather as healers of the sick. Their problems
come when financial needs or community pressures require them to heal
the sick whether the sick wish it or not. While accepting the burden, the
pachiatric profession expresses the idea that they would rather not have
esponsibility for the marginal people of society. For humanitarian rea-
«ms, however, they would rather not let anyone else have that burden.
Ofen they feel misunderstood, since they think of themselves as having
the difficult task of dealing with mad people who threaten suicide or other
swolenee, police who insist that something must be done, families who
want members locked up, patients who insist there is nothing wrong with
hem, and civil libertarians and sociologists who are shocked at the condi-
qons in hospitals and call them psychiatric penitentiaries. To be both a
fwaler of the sick and a jailer is stressful and paradoxical, and the psychi-
itne profession suffers as much as it benefits from its obligations. It is a
aud world inside the ward for both staff and patients.

Iemises of Social Control

By dehinition, an agent of social control has the task of bringing peace to
w conmmunity. Whether the agent acts in a kind and humane way or

“thlessly, when he is removing a troublemaker to protect the community,
e prmary goal is the peace of the neighborhood.

Certain assumptions are expectable in agents of social control. First of
Lothey assume that the problem is an individual rather than a social sit-
then The psyehiatric diagnostic categories and the criminal classification
lenreontain no social units larger than a person. If a whole family erupts
oviolence, or both spouses in a married couple act strangely, one person
fpically sclected to be diagnosed and quieted by custody or drugs. To
"t more than one family member in custody is unusual, just as medicat-
a4 whole family is unusual. ‘The system is built on the idea that the
"ee of trouble in a community is a troublemaker.

Cenerally social control agents not only focus on an individual but are
< mtifamily. Sometimes the relatives are just ignored, and so the con-
menees of social control action on the total family group are not
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noticed. A person will be plucked out of his family and hospitalized without
any concern for what happens to that family when it loses a member, even
temporarily. Or such agents will heavily medicate a troublesome woman
without considering the cffect on the way she raises her children, A man
will be medicated so that he will quict down and cause his wife less trouble;
what will be ignored is that the medication can have unpredictable effects
and cause him to be unresponsive in a way that gives him more difficulty
with his wife,

Social control agents often assume the family is the noxious influence
thal caused the problem. Typically they arc rescuers of family “victims.”
The antifamily stance of many drug rehabilitation centers is partly dce to
the Fact that some of the staff are ex-addicts who are in difficulty with their
own familics and who thercfore do not welcome family participation in
therapy. They prefer therapy groups of peers, such as fellow addicts, rather
than of relatives.

There are also psychiatrists who join families against eccentric offspring,
assuming an organic or hereditary cause, who thercfore do not blame the
parents for poor parenting. ‘I'hey tend to sympathize with parents for hav-
ing a child who will alwavs be defective.,

In summary, agents of social control represent the community, and their
primarny job is to do something to quict troublemakers and other social
devizmts. Only secondarily is it their task to help the deviant. They tend to
identify nnc’p.crsnn rather than a social situation as the problem, and they
ignore the family or consider it a noxious influence. ‘These premises, and
the institutions which develop from them, handicap a therapist who secks
to bring about change.

Diffcrence Between Therapy and Social Control

The goal of a therapist is to introduce more complexity into people’s
lives, in the sense that he breaks up repetitive eycles of behavior and brings
about new alternatives. He does not wish to have a problem person simply
conform, but wants to place in that person’s hands the initiative to come
up with new ideas and acts that the therapist might not have even consid-
cred. In that sense the therapist encourages unpredictability. The thc.m‘-
pentic job is to bring about change, and therefore new, often unanticr-
pated, behavior., .

The social control agent has quite the opposite goal. His task is to s't;!l)l-
lize people for the community, thus he seeks to reduce unprcdi(_‘tzl'blllh»
e wants problem people to behave in expectable ways, like others in the
community, so that no one is upsct by them. Tt is not change and new
helavior that he seeks, but rather stability and no complaints from citizens

There is inevitably a conflict between a therapist whose job it is to

Social Control and Therapy

cnconrage people to behave in new ways and a social controller who wants
them to behave according to society’s rules in predictable ways. The ther-
apist needs to take risks, while the social controller wants to reduce risks.
When the therapist says, “Let us take this person out of custody, off med-
wation, and back into the community,” the social controller says, “Let us
not he irresponsible, et us proceed with caution.” Since there is a time and
tile in the therapeutic enterprise, and the therapist must take advantage of
timing, caution is not always welcome. Often there is an optimum moment
when parents will accept an offspring back home or when a job opportunity
arises, and the therapy can fail if action is not taken then.

A therapist needs flexibility in other ways. If medication is used, it is best
to be free to give or withhold it, to change it, to use placebos, to medicate
more than one family member, and so on. Medication should be part of
the strategy of change, as should any form of restraint. If medication is
nsed only to quiet someone, or because there is an administrative or ideo-
logical rule that such a person must always be medicated (or medicated for
st periods of months), the therapy is in trouble. A typical situation is one
where parents want the young person medicated because they cannot
iwree on how to control him. If the psychiatrist medicates because the
parents want the young person quieted, it is different from medicating for
“tiategic reasons; for example, as part of a bargain that the parents will
conperite in therapy.

Pherapists need flexibility, whether it is in moving someone in and out
of custady or on and off medication. The social controller fecls a different
wponsibility. Tle does not wish to let a mad young person out of custody
o1 off medication prematurely. The problem for the therapist is that cau-
hons delay stabilizes the social situation and prevents change, because the
timily and community organize around the young person as an invalid,
which makes the therapist's work more difficult. The longer he or she is in

sty and treatment, the more the young person settles into the career
~t . niental patient, not only within his family but also with the deviants
fwe associates with in treatment settings. There is also a stigma attached to
nmone institutionalized; this affects job applications and school accep-
“me. The prophecy of social controllers that a person is handicapped and
"t remain in custody or on medication for life is often fulfilled by the
‘ieatment,” which socially handicaps the person for life. In time a mad
g person becomes a professional patient just as other people become
wlessional criminals, Institutionalization becomes his or her career,
Conversely, according to social controllers, some therapists rush too
sickly into the normal situation, causing a relapse and making life more
Tt for the patient and family. There must be rehospitalization, addi-

-l expense, and more time away from the ultimate job or school. The
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therapist in tum argues that sometimes a relapse is a necessary part of the
therapy. When a young person improves after a first offense, it does not
mean that he will stay normal. As the problems in his family incr'casc,‘ he
may relapsc. If the family is helped to solve its problems at that point with-
out social control, it is able to reorganize so that further relapses are unnec-
essary. Change, in the sense of getting past a stage of development, can be
prevented by interventions intended to avoid relapscs.

Another difference between therapists and social controllers is that the
social controller welcomes other helpers, while many therapists do not.
The therapist juust deal with a problem young person’s family, which can
be difficult. If custody is used, he must also deal with the people in the
institution. He has trouble both in getting the experts out of the situa_ti(m
and in getting the person back into community life in a normal situation.
The social controller prefers to isolate the problem person from the com-
munity, and he values custody as a way of dealing with the person without
family interference. He also welcomes all other experts, whether they are
doctors, nurses, group therapists, art therapists, or any other cxperts who
arc willing to work in the hospital sctting.

The attitudes of the therapist and the social controller differ in one ot.hcr
way. ‘The person in a social control setting tends to develop a pessimism
about anything being done with problem young people. He lives constz!ntly
with failures, sceing the recidivists who fail again and again. In that situa-
tion, onc loses hope that anything can be done and welcomes a physgolog-
ical theory that assures one the failure is not onc’s doing. The therapist, in
contrast, has sufficient success so that he has hopes of improvement and
looks forwarnd to the possibility of normal behavior in pmblc:m young peo-
ple. The therapist becomes exasperated with pessimists, since il is onfv
people with hope who take those extra actions that sometimes make the
difference hetween success and failure,

A Classification of Social Controllers

Although contemporary psychiatry and modern criminology argue that
great advances have been made and that changes have t;lkc.n place in the
problems of institutions, a few people still feel that there is a quality of
being back with the dinosaurs when dealing with social control. In that
sense a classification is possible, which ranges from social controllers who
are the most old-fashioned and difficult to deal with to the more modem
staff members of institutions. ‘

Pithecantlropus  "The most extreme fornmn of social controller is the psy-
chiatrist or penologist who accepts the premise that a problem young per-
son has a phvsiological defect. This type argnes that the problem is genetic,
therefore nothing can be done. Worse, they implicitly suggest that nothing

Social Control and Therapy

Jould be done. The problem persons should be in custody where they will
not breed and reproduce their kind. If forced by civil libertarians to release
A person, this type prefers incapacitating medications, or, as Gregory Bate-
«on put it, “chronic intoxication by chemotherapy.” When a young woman
was recently rehospitalized after a number of previous stays in that mental
hospital, the doctor there said that she really should kill herself and get it
over with. e expressed a typical view of the Pithecanthropus. This type
has a similar theory about criminals, namely, criminal behavior has a phys-
wlogical cause and is unchangeable. Attempts at rehabilitation are there-
fore pointless.

Pherapists should avoid dealing with the Pithecanthropus and not
stiempt negotiations. To educate them is impossible. One can only do
one’s best to keep people out of their hands.

The Cro-Magnon  This type assumes there is a genetic defect, and quite
probably lifclong custody will be necessary. They also try to be more lib-
cral. however, and suggest that perhaps in some cases there was really a
miscrable infantile experience that has scarred the person forever. This
tpe is willing to release an inmate if he or she is heavily medicated. Reduc-
mg the medication is against his philosophy. Even when it is pointed out
that the medication causes irreversible neurological damage, the Cro-Mag-
mom says that that is better than life in the hospital; besides, the person is
theady physiologically damaged anyhow because of the genetic defect.
[his type will allow a therapist a chance to prove that therapy is pointless,
fnt at crucial moments, such as when custody or medication is the issue,
will prevent change. Therapists should avoid this type if possible, but when
*hes must be dealt with, it is important to listen to them and appear naive,
<o that they will let the therapist have a chance “to find himself wrong.”-
lhe Ancient  This type always says there is probably a physiological or
znetic cause for a severe disturbance in a young person, but he also likes
“+feel there is an intrapsychic cause, such as an Oedipal problem. He does
omversational therapy inside an institution. The therapy is expected to
“the many years. Sometimes it is estimated that the therapy required for
“eovery takes as many years as the person is old when he or she enters the
wititution. Therefore, twenty years of therapy for a twenty-year-old is
likely to be done. This type assumes that the problems can be solved in the
tntitution, and only after the person is normal for a long time will he or
“he be discharged. Usually this type inhabits expensive private institutions
u lu-rc: he or she does therapy with problem persons from rich families. In
ot times they avoided the use of drugs, but now they use medications to
‘ sike the person aceessible to therapy” whenever the person makes trou-
© o the wards of the institution.

Csually a therapist with a family orientation is not involved with this
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type, since they inhabit hospitals in out-of-the-way places. Claiming a
client from one is difficult becausc the institution’s solvency is at stake if
the patients begin to leave and return to their families in the commu'nit)'f.

The Pragmatist This type is quite common in the modern psychiatric
hospital and essentially has no theory. He believes his teachers when they
say there may be a genetic or biological cause to a problem, but he also
believes his analyst who says the problem might be psychodynamic, and
he likes an interpersonal theory that says a person’s peers are important,
and to keep up to date he reads a book on family therapy so he can talk
about that if the subject comes up. Generally, in action, he simply medi-
cates people and turns them out of the hospital as soon as he can. If they
come back, he increases the medication and sends them off again, until
ultimately they can hardly walk because they are so full of drugs. Mad
behavior is a mystery to this type and, as with any mystery, superstition
sometimes takes over. So he tries magic periods of time, such as three
months’ hospitalization before discharge, or six months on medication no
matter what changes. Usually this type has been taught nothing in psychi-
atric training other than to listen to patients, encourage them to talk about
anything, and make sure they take their medication.

‘I'his is the most helpful type of person in authority for a therapist to deal
with. He will let a therapist take on a problem person as long as it does not
make trouble for him or ask anything in particular of him. .

Although these types of social control agents inhabit psychiatric hospi-
tals and prisons, that does not mean there are not also therapists in such
places. Many psychiatrists work with problem persons in the context of
their families; they do not merely hope that a pill will solve human prob-
lems. Many social workers, psychologists, and nurses also have a thqmpcu-
tic rather than a social control view, whether they work in h()Splté.l]S or
prisons. Total institutions, however, can organize everyone's behavior in
unfortunate ways. Just as parents find themsclves acting in nonthera]‘x:ul.lc
ways without wanting to, so can staff members find themsclves acting
nontherapeutic ways without wanting to. Psychiatrists in particular can e
forced into social control postures when that is their least interest. I recall
one young psychiatrist who left a city and sought a job far away l)c?auw
he could not find employment other than the kind which forced' him to
give regular doses of medication to unfortunate people without doing am-
thing clse for them. ' o

A therapist can be tempted to struggle against people in a hOS])lti.ll m
order to save a problem person from agents of social control, but that is an
error. ‘To negotiate and clarify who is in charge is essential, to use the
person as an excuse for a quarrel with a colleague, or to prove a point te
him, produces the same kinds of conflicts as those in the family, wher
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nembers attempt to save the problem offspring from other members. Such
.onflict can create the problem the therapist is supposed to solve.

INCREASING THE PROBABILITY OF $UCCESS

‘Therapy with difficult families not only requires skill, it requires a situa-
non which makes success probable. Certain circumstances increase the
hance of success with a problem young person and are more important
than chronicity or length of hospitalization:

|. With inmates in custody, a therapist should not begin therapy if there
are no plans for immediate discharge. There have been many years of fail-
ure with inpatient therapy. To bring in the family once a week to talk with
their incarcerated child in family interviews is not only untherapeutic, it
<. be pointlessly painful.

2. With inmates in custody, the therapist should have power from the
upper administration to establish a therapeutic plan. It is best to respect
the hicrarchy in any organization. The lower-echelon people will cooper-
ate when the upper administration approves.

3. Part of the plan for an inmate should be a discharge date set by a
therapist and the family. Discharge should not be based on a ward rule. a
«t sentence, or a committee made up of the various in-house therapies.
hlcally the therapist should be able to ask the parents to decide when to
tike their offspring home. That gives them the power in the situation in
the view of the offspring, and they start with an advantage in their plan to
tike more charge of the young eccentric at home.

1. The therapist who begins therapy with the family inside the institution
should carry on after discharge to the community. A change of therapists
trom inpatient to outpatient is often a problem. The family needs the sup-
port of the therapist who lays the plans out with them and follows through
with them to success.

5. The therapist needs to control medication. Either the therapist must
Ix a4 physician who can himself medicate, or the therapist needs a physi-
tunavailable who will medicate according to the needs of the particular
therapy and its stages rather than according to some ideological dream.

6 Ihe therapist needs to control rehospitalization. There should be
caperation from institutions not to rehospitalize without clearance with
the therapist. If the family is to contain the problem and solve it, they
\h-:ul(l not be able to stabilize easily by hospitalization.

No other therapists should be involved with the family without the

P amssion of the primary therapist. The family should not be pulled in
ditterent directions by differcnt experts.
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In summary, what is needed is simple: the therapist needs to be in charge
so that no one in the family is placed in an institution and nothing is
injected into a family member without permission. To put the family in
charge, the therapist must be in charge of the family in the professional
community, ' :

A final case example illustrates one of the wrong ways for a therapist to
deal with a fellow professional in power in a social control setting.

A twenty-one-year-old woman was hospitalized on a university psychi-
atric ward after she made an ineffectual suicide attempt. After two weeks
in the hospital, a social worker therapist took charge of the case and met
with the family to make plans with them for taking her home. The first
family interview involved twelve people, including sibiings and more
remote rtelatives. The family agreed that she should go back to college
immediately while living at home. They chose the following Friday as the
day of discharge. The social worker thought she had administrative
approval for this plan. At this point, however, a first-year psychiatric resi-
dent, recently put in charge of the ward, entered the picturc. He declined
to allow the patient to be discharged, saying that it was up to him, not the
family, to decide when the girl should return home, and he felt she should
stay in the hospital. He was not concerned about the threat of suicide. His
objection was that the young woman refused to talk to him in her individ-
ual therapy interviews. She also would not participate properly in the group
therapy and other treatment programs of the ward.

'I'hie social worker asked her supervisor to sit down with the resident and
discuss the problem. They sat together and the young psychiatrist was
adamant. [le said the woman would not be discharged until she was willing
to talk with him and to participate in ward activities. He offcred the Catch-
22 argumient, namely, that only if she admitted she needed to be in the
hospital would she be allowed to leave; if she did not think she belonged
there, she would have to stay. The resident was rather supercilious and
made it clear that his status in the situation gave him the power to deter-
mine what was to happen.

‘I'he supervisor became exasperated with what seemed an improper
interference with a carefully made therapeutic plan. He advised the social
worker to drop the case and obtain a different one from a different ward.
"The social worker canceled the therapy, and the young woman was dis-
charged a few weceks later without a plan. The parents were uncertin
about whether they would put her in the state mental hospital.

'I'his example illustrates the basic dilemma of the therapist who must
deal with colleagues who have social control power. To agree with their
position i ‘cause the therapy to fail. Yet to disagree and struggle againd
them produces the same kind of organizational conflicts onc is trying {0
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Junge in the family. The unit for the therapist dealing .with problem
g people consists of the family and the professionals involved. The
therapist must be as patient and ingenious in dealing with his colleagues as
he is in dealing with difficult families. It is incorrect to get angry at a pow-
crful grandmother and provoke her to pull the family out of therapy; that
» also true about provoking a colleague with power.

in the case of this resident who would not release the young woman
antil she would talk with him, the villain in the situation was not the young
resident. ‘The fault was with the supervisor, who became irritated with the
.sident for not cooperating after the first steps with a family had been
aiceessfully taken. The supervisor, who was myself, could probably have
persaded the resident to release the young woman or could have exerted
‘thority to have him do so, even if she wouldn’t speak to him. Looking
Iack now with a more objective view, I can see that I lost sight of the fact
1t the unit of therapy included not only the young woman and her family
bt the ward staff and myself as well. Not only was I irritated and impatient
with the interference, but 1 fear I was also using the young woman to prove
+ point to the resident. It was the young woman who lost. If I had behaved
mare responsibly, there would have been less risk that she might ultimately
end her life in a state hospital. Professional experts have the responsibil-
v o avoid conflicts among themselves which are similar to those in which
t nmlies are involved. It should be kept constantly in mind that a major
wnction of mad young people, whether within the family or among profes-
aomals, is to be a vehicle of struggle and to be sacrificed.
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