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The broader role of the tenavior modifier as "environmental
desigrer” (e.g., Jeger, licClure, & Krasner, 1976; Krasner,1978)
has become increasingly popular in recent years. As a result of

widespread experience with large-scale behavioral programs in

ED170666

natural settings (industry, schools, hospitals, etc.?) behavior

modifiers have betome sensitive to the broader social systems

1nfluen$§s (e.g., Atthowe, 1973; 3Bourdon, 1977; Jeger, 1977;

Reppuceci, 1977; Reppucci & Saunders, 1974; Richards, 1975).

The federal and state mandates to "deinstitutionalize"™ mental

patients have brought to the surface a major challenge for ;57

institutional behavioral progra:s-;i.e.. generalization and

transfer of-skills from hospital to community. Viewed in the

broader environmental~design context, the task has now been

complicated by a new set of systems variables. In the current -

vpaper we present a systematic analysis Sf the mgjor barriers‘ -

to implementing deinstitutionalization programs. The social 0

systems analysis that we are adopting here is prototypical of L9

the issues inherent in other seitings where environmental‘

designers attempt to functior. as institutional change agents.
Originally advanced as an enlightened alternative and .

*

solutior to the restrictive, inphumane,.long-term hospitalization -

gGO01,;:68

practices, deinstitutionalization has,in turn, 2reated its own

problems. Lacking coordinated services and compréhensive support

1 Paper prepared for presentatioz at the Annual Meeting .
| of the American Psychological Association, Teronte, August 31, 19787 ~
o Reguest .copies from Dr. Slotnick, Human Resources Dbvelopment Center,
° K.Y. Institute of Technology, Olg Westbury, N.Y. 11568.
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systems, deinstitutionalization' programs have degenerated into
large-scale dumping of unprepafed patients into uninviting
communities. The harsh reality is that thousands of individuals
have been dislocated, bureaucracies have been created and destroyed,
nefarious businesses have prospered, and quality of life in mény
communities has deteriérated |

While delnstltutlonallzatlon policies have contrlbuted
valuable critiques of the mental hospital system. mere criticism
does not form the basis for an affirmative program. The argument
.that deinstitutionalization has not yet been tried, and that
only "dumping” has, will not hold sway in the public domain.
Like all policies, deinstitutionalization.will be jﬁdéed by
its consequences and jts fate will be determined by how its
translated into action.

In this context, then, we must ask: ”What forces are at
work which have so completely transformed the noble idea of
deinstltutlonallzatlon into the crass. exp101tatlon of dumping?”
To operatlonallze the questlon- "what are the barriers impeding
the efforts of environmental designers engaged in preparing
iong-terﬁ state mental hospital patients for community living?”
Knowledge of these barriers is necessary 1. environmental ‘
" designers are to implement empirically-guided deinstitutionalization
programs.

In the remaining time we will 1ist and discuss 23 distiﬁct\

barriers organized along a conceptual schema that ihcorporatcs

W



Barriers to Deinstitutionalization

a 5-stage hierarchical leQel of environmentaltdesign interventions.
The five (5) levels which encompass the numerous barriers include
the:

A. individual/family

B. organizational

C. community

D. institutional
E. societal/ideological
It should be noted that the list of barriers is not meant to be

exhaustive, seeKing to cover .only the salient aspects. Likewise,

n .
-the petagonal categorization scheme is not to be seen as being

mutually exclusive since many of the barriers indeed operate
along several levgls.‘Needless to say, such is the nature of N
social systems variables.
| Following the dissussion of the barriers we will share with
you the major results of a study in which we developed an instrument

-

based on the barriers. to assess resistance to deinstitutionalization
among community and student groups.

The Barriers

Individual/Family Barriers
\

Patient resistance to discharge. Patients who have become

dependent upon the hospital, i.e., the social breakdown syndrome,
do not wish to-leave its sheltered environment for a precarious

existence in the community.

‘Inreased burden on families. Previously institutionalized

mental patients intrude upon z family's ability to continue with
\ -

~
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its sef.routine of daily living. Patients may interfere with
families' leisure activities, work activities, and in general -
are perceived as a nuisance by neighbors and community residents.
The lack of extended families makes it especially disruptive to

keep patients at home.

Organizational Barriers

- €ivil service union pressures. Fearing job loss active

campalgns against delnstltutlonallzatlon "have been launched by
many state civil service associations. to prevent closing of
hospitals. This is illustrated by the inclusion of a blatant
against dumping
ad in a national magazine (Newsweek, ﬁhy 15, 1978, p. 93) by
the New York State Cﬁ@ll Service Employees Association. The ad
appears in the MEDICINE Section heading the page of a major o
"news” article protesting the "New Snake Pits" (i.e., welfare
hotels, S.R.0.'s). As if it were not sufficiently inappropriate
to present deinstitutionalization under MEDICINE, a CSEA

—

advertisement is presented as "news."

Resistance from state mental hygiene departments. A comprehensive,
coordinated, fiscally sound, and efficient deinstitutionalization ’
program would obv1ate the need ibr many serv1ces that the
departments now render. This would make high 1eve1¢state

officials' jobs obsolete.
Building of new state hospitals. Multi-million dollar state

hospital complexes are under construction by the very same which

are concomitantly plannlng to phasé out the use of hospltals in

favor- of- commnnlty-based programs A more consistent fundlng

7/
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strategy would aim to rechannel these dollars into community -

support programs for discharged patients.

Duplication of costs. The fact that many existing mental
hospitals have not yet amortized their land and buildings would
duplicate the costs necessary for new programs.

Resistance from state supported private enterprise. Due to»

the magni tude of.sfate hospital complexes many vendors stand to
lose considerable income from the phasing out of state hospitals.
Tﬁis is true not oniy for small communities, where hospitals
provide the major source of income for many businesses, but also
for lérge ﬁr;an centers who contract-services to p;{cgie companies.
The range of the businesses involved include foodliroviders, linen

suppliers, o0il and heating firms, construction companies, furniture

suppliers, housekeeping supplierss drug companies, and so on.

'ﬁnﬁntended-consequences'of token economies. Although originally
" designed to facilitate the tra?ning of skills neceSééry for community
_1iGing, nany hospital token economy programs becom; enmeshed in

the maintenance of the insti%ufion. Following the implementation

of a token economy in a state hospital, Krasner:(1§76) observed:

To the extent that we were successful in developing
a token economy program on a hospital ward we were
‘ helping maintain a social institution, the mental .
hospital, that in its current form is no longer : Y
__desirable in our society.

A Y

Similarly, Richards (1975) has argued thai:
It is even possible that token economies in mental '
‘ hospitals are in the ironic position of being = _  _
dangerous~-dangerous in the sense that if they
. counteract the effects of institutionalization
~ they serve to support and justify a bad system
when it/ would be preferable to adopt a new one. (p. 619)

6 o #
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The thrust of these arguments are that despite their innovative .
features token economies are an inadequate vehicle for

institutional change.

Community Barriers

~ve Vagrancy and loitering. In communities where former mental
paiienfs constiéute a significant group, their shabby manner of
‘dress coupled with their lack of planned activity make them
negative visible targetsf The media is especially receptivew
to portroy patients as lingerers.

[

Interference with local business. Again, stemming from

lack of planned activities, patients tend to congregate in
front of stores, often panhandling and interfering with
" shoppers. Thus, present deinstituiionalization'prac{fces'
have created a situation ;here patients are viewed negatively'
‘by‘storekeepers and shoppers alike. . o
Burden on gollce. The increased loitering and intérference
with bd.‘ness makes patlents in the community an added re5pon51b111ty
:of local police. Furthermore, lacking shelter, supervzslon. and
employment, patients have become easy targets for crime.
‘\Deciining pfoperty valges.~Concentrations of former mental
“patients are seén by community residents as a sign of a deciining
neighborhood which stimulates selling houses at reduced prices.

This translates 1nto a more serious concern about the ghettolzatlon

of entire communities.

—— The emergence of S.R.0.'s. Previously failing and run down

4

> hotels._were oore ;hén eager to open their doors for occupancy by



‘transient hotels.
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government subsidized patients. These government subsidies are
supporting sub-standard housing -with numerous instances of
blatant health and safety violations being condofied.

Zonlng ordlnances. Housing codes are generally de51gned

%0 restrict all but nuclear family living arrangements. This
presents a partlcular barrier for establlshlng small, supervised,

home-like, group residences as alternative: to hospitals and

tend to emphasize-lnpatlent care. Thus, they serve to reinforce

Amerlcan Psychiatric Assoc1atlon and Joint Commission on the
Acéredlatlon of Hosgltals. Despite grow1ng empha31s of .

community psychiatry domlnant forces within american psychiatry

vhave vested interests in maintaining state mental hospitals which

they control. JCAH's extension into the psychiatric dbmain can,
be seen as a related 1ﬁst1tutlona1 force in malntaln’ng state
hospitals.

Th1rd_pgrty payments. Current relmbursement arrangements

Tong term stays at the expenSe of community aiternatives.

\ .
Community mental health centers. Although a ma jor goal of

community mental health centers was eventually to'sqpplant

state hospitals their failure to deveiop commﬁnity support

services and continuity of care for discharged chronic state
hospital patlents contributesd to high recidivism.-Indeed maﬁy““‘-‘
centers used the state hospital as ”dumplng grounds for the Ce

poor and chronically 111" {(Chu &-Trotter, 1974, p. 33). As it
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turned out, many community mental health centers’ mode.. of Sservice.

delivery (i.e., emphasis on outpatiént psychotherapy) based on-—

the private practice model is geared to the YAVIS syndrome and
is not suited for maintaining chronic patients in the community. )

Criminal justice system. The criminal :justice system, as : {
' .

another major institutional force, provides pressure to maintain
tﬁe mental hospital system. It doés So by relying on the hospital
to "treat" their so-called criminall;Aiﬁsane. ; |
Media. By'consistently depicting the negative aspects ;u
gssociated witﬁ mental patients in the community it berpetuates
"cogpunity residents' worst féars. Thus, the medigtstimulates A,
resistance to innovative community programs.7 -

Governmental agencies. As a function of the vast numbers

and complexity of federal, state, and local agencies involved
in implementing deinstitutionaiiéation bro%;ams diffusion of
respohsibility prevails. As tited in the,Céﬁptrbller General's
report to the Congress pertaining to the plight of the mentally
disabled in the communities: |

' At least 135 federal programs administered by 11

major departments and agencies qf the government : o,
affect the mentally ill. (V.S. Government, 1977, p. viii).

Coordination would be required among He2lth, Education, and
Welfare (HEW), Housing and Urban Development (HUD), Office of

Management and-Budgetﬂ(eMB%;—and—Defarfmént' of Labor, to

name but a few.
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Societal/Ideological o .

Medical model. As Albee (1338) long argued the model of

'human proqioms that one endorses determines the nature of the

institution in which services zre to be delivered, which in turn -

determires the’personnel who will provide the services. Thus, a -

~ permanent hOSpifél structure for"treating” the "sick" is embedded.m"

(.

in the dominant societal value which perpertuates the “disease™

model.
The i;;u51on of met needs. As Fowlkes (1975) noted the
ex{/}eﬁce of state hospitals contributes to the.illusion that

méntal health needs are belng uaken care of. Th1s diverts attentlon
(»

from demands for add1tona1 programs and services.

-

Dangerousness of mental patients. A final societal barrier

\}s that mental patients are velieved to be dangerous to themselves

‘and to others. ThiS'erronebu§~belief persists in the face of

empirical evidence to the cont%ary

Asse931ng Re51stance ‘to Delnstltutlonallzatlon

In order to measure re31stance to delnstltutlonallzatlon in

a-given community, the harriers dlscgssed above can provide the
, r . . .
basis for developing an assessment tool. Such an’ instrument would:

guide tne environmental designer as to the broader systems levels

%

"at which he/she must intervene. . o : . ) -

[ — ————— ——— . —

. Toward this end we have developed an instrument containing
items parallel to many of the a{g;smentioned barriers. In our
initial study we employed .17 items to determine the attitudes of
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. L, patients in the community. decrease prop%rty values,,and °
5

v

\Scale (ranglng from Strongly Agree to” Strongly Dlsagree) that

| ‘ " Barriers to Deinstitutionalization
- . - : R .. ' 10
several community_resident groups and various-student.groups=

# - . . °
toward mental patients in the community. The .following systems |

factors, among others, were tapped by Weans of a 5- p01nt leert .

patients 101ter1ng 1nterferes with local ‘business; that patients’

presence reduces property values,‘ nd that patlents constltute

an addeq.burden on local pollce. a T, . T RN
To summarize the flndlngs, students who eompleted a community

psychology course, had the'most gccepting attltudes toward'ex-mental

patients in thelr'commun1+y Least favorable attitudes were‘f

reported by res;dents of Long Beach (New York), whose communlty

hds been the target of’ lange's%ale admlnlstratlve discharglng

"

(i.e.,"dumping"). Some spbcITlc flndlngs follow.
Residents of Lcng Beach, compared to r631dents of other communltlés,

and compared to communrty psychology students were more likely. <o
. t oo -
agree that X B : T O o N :

>
-

1. mental patients” are ‘dangerous to themselves and\others~ ~
ey - ¥
2. patients loiter and 1nterfere with bu51ness- \.
AR . R
. patientd are a burdén to pollce. 1 T R ) \ .
* N \ ‘

[ .

. thht patients are better off in a hospltal. fi <o [

. thle this ,&tudy was largely directed at assesﬁang community
B " 3

) barriers. a more comprehen31ve instrument encompa551ng items ..

*

subsumed ‘under the-.other levels would provide a. more comp}ete he

'assessment. Data generated frem such a scale would guide’ interventions‘

at each level that a barrier is operating in a given comn mity.
. o . . P "
11
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< ) ' Summary and..Conclusion

The brésent paper identifiéd and discussed 23 distinct .
barriers to déinstltutlbnallzatlon. It conceptuallzed these
barriers within a schema.that 1ncorporates a 5-stage hlerarchlcal
level of env1ronmental de51gn interventions. rollow1ng a discussion

of the barriers, the results of- a study based on an instrument

- assessing resistance to deinstitutionalization were reported.

~Ih conclusipﬁ,“we wish to indicate that theTEystems analysis

suggests the existence of the state'hosﬁital as -being the central
factor impeding- deinstitutionalization. Through its very existence

-

thq'hosﬁital activates and organizes thefmajor barriers at all

the 5 levéls. Thus, in the final analysis,if environmental designers
are to. deverop succesful dclns~1tutlonallzatﬁon p;oéraﬁé they

will need to dlrectuthelr efforts toward dismantling state
hOSpitaJs. Cognizant of the fact that as loﬁg as mental'hospitals
"are available as an option they will be used®, Rappaport (1977,

p. 273) offered~a five-year plan for cicsinglihe'pental hospitals

and replacing them with already evaluated alternativéS'(e.g.. the

Pairweather Lodge). . : - . _ .
: - . F
+ N
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