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Foreword

Louis Lowy, MS in S.S., PhD
Associate Dean, Boston University School of Social Work

“Volunteers have always been an integral part of the American
scene. Professionalization of the helping services and specialization
have at times seemed to diminish their importance. In each period,
however, voices have been raised to indicate that we were involved
with changing patterns rather than elimination.—Cohen, Nathan E.,
ed. The Citizen 'olunteer, p. xiii.

The 1960’s have been a period when such voices have been
raised again and when volunteering took on a new meaning for
many people. During that period, a redefinition of voluntcerism
has taken place in the social welfare field. Generally a volunteer
has been defined as an individual who contributes his/her ser-
vices 1o a cause or organization without remuneration. In a new
definition, the phrase “without remuneration” has been modi-
fied to include: “‘commensurate with the value of the services
rendered”, and before long the term *‘para-professional” ap-
peared, denoting that this person so designated assists *‘profes-
sionals” in carrying out their particular functions, sometimes
with pay, sometimes without pay. The line of demarcation
between volunteers and para-professionals has not been neatly
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drawn, and in many instances, the original ‘definition of a
volunteer as a person performing a task without pay has been
amended to include a person performing a task at a minimal
pay. Increasingly, para-professionals, such as case-aides in the
human services fields, have become accepted as service provid-
ers who aid full-fledged professionals to carry out specific
tasks.

As aresult of a recognition of the myriad contributions which
para-professionals, paid or unpaid, have made in the last decade,
social workers as well as other human service professionals have
come to accept and respect these contributions, and in fact have
moved towards delimiting various levels of practice by task
differentiation. The National Association of Social Workers
has moved towards such a categorization with specification of
levels of practice by complexity of task, and requisite training for
each level!, and Frank Reissman has conceptualized the role
of the new non-professional and has related this role to new
career patterns for individuals within the context of their con-
tributions to service as para-professionals.2 Willard Richan
evolved a theoretical scheme for determining roles of profes-
sional and non-professional personnel predicated upon worker
autonomy on the one hand and client vulnerability on the other.?
He pointed out that when worker autonomy and client vulner-
ability are high, the “‘pure” professional would be called for,
while para-professionals such as case-aides would come into
play when client vulnerability and worker autonomy were
relatively low. Although this scheme is an over-simplification,
it has provided a theoretical handle to differentiate levels of
practice and to guide standards for training. Meanwhile, data
have shown that a complement of full professionals, para-pro-
fessionals and non-professionals have particular know-how,
expertise and skills that they can bring to bear upon social prob-
lems and conditions which need change or amelioration.* Con-
sequently, the role of full professionals has become redefined,
and their tasks now include a heavy dose of training and super-
vision of para-professionals or volunteers. Since professionals
‘and para-professionals have functioned as members of teams,
all parties had to learn the role of being team-members.

This book tells the story of a new volunteerism. It presents a
graphic description of the rise and fall of a case-aide program
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What is the role of the professional in enabling volunteers 1o
become change agents rather than officials who perform adjust-
mental funcuons. An extension of the professional service
system through the use of para-professionals, paid or unpaid,
can lead to a firming up on an undesirable status quo and there-
fore work against organizational or other systems changes,
when these are called {or instead.

The American heritage of volunteerism has created an enor-
mous amount of benefits which have accrued to the volunteers
themselves as well as to those on whose behalf volunteers have
worked. The strengths and the positive effects as well as the
spiring lessons learmed in the saga of volunteerism are a trib-
ute to this American heritage. On the other hand, volunteerism
could also be used to justify i our society a lack of action on the
part of appropriate governmental agencies and to circumyent
federal, state and local machinery o deal with social problems
and to provide the essential funding for paid service providers.
In other words, we have 1o swrike a balance in direct services
provisions with unpaid paid para-professionals  (volunteers)
and “tull” professionals. Otherwise, an over-reliance on volun-
teers without adequate backup of fully tained people paid for
in a cash-oriented society could lead to a further depletion of
the quality, if not quantity, of social services. For this reason, 1t
is imperative to study svstematically the role and use of volun-
teers, the impact of volunteerism upon the volunteer and clients,
and the differental conwibutions made by them in the social
welfare field. This is essenual to guide manpower policies as
well as o design raining programs and to harness the latent
strengths and motvations of people who desire to translate
their humanitarian cthos into significant social actuon.

In this world of ours, we are always faced with trade-offs.
Professionalization has led to increased knowledge, more
predictable, equitable performances, and in the human services
ficlds 0 a greater insttutionalized rather than residual con-
ceptualization of social welfare. As the same time, 1t has also
led to a decrease of humanitarian caring and warmth, of spon-
taneity and an emphasis of vertical rather than horizontal rela-
tionships. Obviously, a healthy mix of the strengths that
professionalism has brought and the strengths inherent in
volunteerism should be combined. Our ingenuity must be
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challenged 1o search for modes of such mixing. This book
grapples with the issues T have raised by implication and infer-
ence. As such, it sets the stage for further discussions that should
ensue following its publication. The authors have made a great
contribution not only by “telling it like it is”, but also by
“telling 1t hike it might be.” Towards this end, this volume is a
significant contribution to the social welfare literature.

1o NASW Standards for Soctal Work Personnel Practices, NASW Policy
Pamphlets, Pub. No. JPP-802-F.

2. Frank Reissmun, “"Fhe Revolution in Social Work: ‘The New Non-
Professional™. Mobilization for Youth, New York, 1963: and Frank Reissman;
Albert Cohen; Arthur Peals Menatal THealth for the Poor, Free Press, 1961

3. Willard C. Richan, A\ Theoretical Scheme for Determining Roles™ in
Social Work, vol. 6. no. -1, 1961, pp. 22-28.

1. Donald Brickand: Thomas Briggs; Paul Leuenberger; The Team Model
of Social Work Practice, Syracuse Univ. Press, Syracuse, N.Y., 1973, p. 5.
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Introduction

The New Volunteerism is about a volunteer program that really
worked, that made a significant impact on one hospital’s population.
It not only helped a large number of chronically institutionalized
people to leave the hospital, but it also changed the lives of the
community volunteers who became involved in the program.

Our concern for our clients — the patients in this mental hospital
— and our pride in the many wondertful men and women who
worked with us as Case Aides inspired us to take our experiences
and to turn them into a concrete and constructive book so that others
could share with us and learn with us.

There will be many who will read this book and recall their own
experiences as Case Aides in our program or in other programs. We
are reminded of the woman who rode her bicycle six miles to
volunteer, of another who hitchhiked from a college ten miles away

. and of so many others who gave so inuch of themselves to help
the mentally ill in this particular hospital. We hope that they will
accept this book as our “thank you”

It is not our purpose to write an expose of institutional systems.
Others have already described the terrible conditions, the pervad-
ing apathy, and the awesome waste of human beings. Instead, we
hope that, by describing the strengths and weuaknesses of our par-
ticular volunteer program, we will contribute to a body of knowl-
edge that can be used by professionals and administrators who may
be planning volunteer programs of their own.

In this new edition, written four years later, we have attempted to
broaden the Case Aide concept to encompass problems other than
those experienced by the mentally ill. There are other populations
just as needy, just as forgotten, who can be just as accessible to this
model of intervention. Our major thesis is that volunteers and
professionals can work together to more effectively confront the
critical needs for better human services.

Barbara Baroff Feinstein
Catherine Catterson Cavanaugh

December, 1977

X1



The New Volunteerism



CHAPTER 1
“WILL YOU OPEN THE DOOR FOR ME?”

THE PROGRAM

“Will you open the door for me?”

“Oh God!” 1 thought, ‘‘can I ever remember which of these
keys opens this door?’’ There are two years worth of accumulated
junk in my pocketbook . . . at the bottom, of course . . . fid-
dle with the antiquated lock . . . “Of course I'll open it for
you. What's your name?”

“Mary,” she whispers.

“Pleased to meet you, Mary.” (It does not occur to Mary to
give her last name. She lost her individual identity a long time
ago.) “My name is Barbara. Have you ever heard of the Case
Aide Program?”

And so, off we went trying to open another and much more
important door for Mary, the one leading her back into the
world as a functioning woman.

Who were these door openers and why and how did they
open it? They were an organization of volunteer parapro-
fessionals in the Case Aide Program who attempted to alleviate
the isolation, the despair, and the loneliness of the patients
in one state mental hospital.

1



2 The New Volunteerism

Mental patients—cut off from the world by their illness or
their circumstances—need assistance coping with the myriad
of “nitty-gritty”’ problems that must be dealt with before they
can even begin to think about a life outside the hospital’s walls.

The purpose of the Case Aide Program was to provide such
assistance by helping the patient reacclimate himself to the
“straight’” world. It was our conviction that, with such per-
sonal help, many patients now living a ‘‘death-in-life’’ inside
our mental institutions could make it out and stay there.
Achieving this end would, in our opinion, have two immediate
advantages. Firstly, life for the person who 1is not openly
psychotic is better on the outside than in; secondly, it is enor-
mously less wasteful of our resources—both human and finan-
cial—to have them as contributing members of society than to
have inmates in state supported institutions where the longer
they stay, the more likely it is that they will stay longer.

In order to make the actual operation of the Case Aide
Program intelligible, it 1s necessary to describe the context
in which it operated. Observed within the hospital setting,
the reason for its effectiveness in spirit, goals, and philosophy
becomes glaringly apparent.

THE PHYSICAL SETTING

The hospital in which the Case Aide Program operated was
located among several suburban, prosperous communities.
Viewed from the road, the hospital’s landscape is perfectly
in keeping with the lovely homes and gardens common to
the area. The drive past the superintendent’s lovely Tudor-
styled estate with its white bell tower reveals carefully mani-
cured lawns that are not to be walked on, newly painted garden
furniture that is not to be sat on, and masses of multicolored
flowers that are not to be picked.

All this external beauty does not prepare you for the squalid
patients’ living quarters within. And an even worse contrast
are the poorly clad, hopeless human beings whose shuffling
procession intrudes upon the idyllic scene.

While acute patients and staff are housed in the more modern
buildings that are easily accessible to the public, the “'chronics”
exist within the masses of red brick and iron fencing that make
up the twenty-four ward compound that 1s ““home” 0 1,000
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former human beings, now called patients. As a visitor, your
first introduction to the inside of the hospital is a paint-flaked,
smelly lobby, filled o overflowing with over-drugged and under-
utilized patients. Urine and feces are winning their thirty-five
year old battle with dirty mops and disinfectant. The temper-
ature is either hot enough 10 put you to sleep or cold enough to
give you chilblains. A pot of artificial flowers and a gay red
Coke machine distinguish this as one of the more attractive
and welcoming places in the entire compound.

Access to the wards [rom this lobby is blocked by locked doors.
Large, jangly, heavy metal, four-inch-long keys are door
openers in every sense. If you have the keys, all else falls into
place. They disunguish the good guys from the bad, the power-
ful from the weak, the sane from the crazy.

And up you climb . . . wired windows . . . stairs pitted
and crusted . . . dirt and human waste . . . dark and dank
.. . breathing the smell of misery and fear . . . unlock the
door on the next floor . . . onto the ward and dayhall . . .
the patient watering hole . . . chairs, wooden and crooked,
lined up along the narrow corridors . . . more wired windows

. more plastic flowers looking gray with age and weariness

. a clock with hands that never move . . . a television
blaring its mechanical message that patients, sitting in stony
silence, do not hear.

Facing on the dayhall are the bathrooms . . . foxhole
yellow . . . no doors . . . no privacy . . . no toilet paper
(PLEASE REQUEST FROM NURSE) . . . and no relief

. sleeping dorms are locked in the morning and opened up
again at bedtime . . . then one can return to one's own little
corner . . . restlessness . . . random activity . . . then, the
stupor closes inagain . . .

Up another flight . . . more of the same . . . Up another
flight . . . and the door is open . . . Institutonal green

changes to bright sunny pastels with vivid posters and pretty
murals. Smells of hot coffee and fresh flowers mingle with the
sounds of people talking and laughing, a radio reverbrating
popular songs and the barking of a friendly Dachshund named
Sam. Here are the homey sights and sounds and smells created
by the combined talents of diverse Case Aides to make a differ-
ence. Thus, the physical house of the program reflected its
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atmosphere and philosophy as the Case Aides used their
imaginations and contacts to obtain paint, furniture, (in-
cluding refrigerator, stove, T. V., carpeting, etc.) for four
offices, three meeting rooms and a kitchen. All of this in
what once was a typical ward. The investment and commit-
ment demonstrated by these tangible improvements exclaimed
the importance of our clientele. The significance of the sur-
roundings was consistently reiterated to us by our patients,
one of whom said, ““I always feel so special up here.”

THE SPIRIT, THE ATMOSPHERE

A feeling of warmth, concern and purpose pervaded the Case
Aide Program, providing a special, somewhat indefinable
quality which was its heart. It was this atmosphere which:

shaped the meaning behind all the techniques, theories,
and planning;

gave the Case Aide a sense of belonging, of being effec-
tive, of doing something worthwhile, of making a dif-
ference;

gave the patient a sense of being special, of counting, of
being hopeful;

gave the professionals an appreciation anew of the value
of the people-to-people experience and an appreciation
also of being part of such positive relationships.

The spirit of the Case Aide program was probably the most
important factor in its effectiveness and success with patients.
This spirit was so entwined with the total fabric of the program
that it can hardly be talked about separately. It is our hope
that the feeling will come through in succeeding chapters. All
who were involved—the social workers, the patients, and the
volunteers—felt that they received much more than they gave,
and they gave an awful lot!

GOALS OF THE CASE AIDE PROGRAM

There were four major goals, that the Case Aide program
sought to accomplish.
1. The first of these goals was to help resocialize a mental
patient so that he or she may become again a useful citizen
capable of making a life with dignity and pride. ‘‘Resociali-
zation” becomes a rather complicated affair in a mental hespital
since the “cut-off” patient must overcome a three tiered handi-
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cap before he can live again in satisfying relationships with
those around him.

The first level of this handicap is undoing the damage of
the illness that brought him to the hospital in the first place.
He needs to trust again, to be trusted; he needs to accept himself
and to be accepted.

The second aspect of resocialization is returning to a world
that has been moving, changing, growing, while the patient
oftentimes has been standing still, marking time. Mental hospi-
tals, especially state facilities, are populated by “Rip Van
Winkles”, asleep to the movement and change of the world
around them because of their initial illness, the ensuing
alienation, and ever increasing isolation as the years go by.
Can you imagine the feelings of a person ‘‘away’ since 1954,
1945, or even 1935, returning to the realities of present day life?
The culture shock is enormous, let alone the strain of trying
to pick up the pieces of a particular broken life. Children are
grown up and like strangers. Spouses are often gone. Friends
have disappeared. And, education and skills are hopelessly
outmoded.

The third level of the resocialization handicap is perhaps
the most devastating. Here, we refer to the effects of living—for
a long period of time—in a depersonalizing, bureaucratic
institution. This is the antithesis of a self-directed, individu-
alized mode of life—never being allowed to open a door;
taking a shower on Wednesday because everyone must do it
on that day; wearing hospital-issued clothing, which, while not
a uniform, might as well be since everyone else is dressed simi-
larly. To survive in such a system, an individual tends to sub-
merge his own identity replacing it with apathy, conformity
to staff expectations, and passivity. As horrible as this may
sound and as mind blowing as it might be to the individual
experiencing it, soon it becomes the only known, and there-
fore safe, life style. The simple decisions that we all take for
granted are insurmountable obstacles to one who has spent
many years institutionalized, e.g. “‘How will I know when
iU's time to have lunch?”’; or “How much does a bus cost and
how do I get it to take me where I want to go?”’ (provided, of
course, that there is enough sense of self left in that person to
want to go anywhere).

Many names have been used to describe this phenomenon:
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hospitalism, institutionalization, etc. Whatever you might call
it, the effects of the process are often more debilitating than
the effects of the original psychiatric symptoms. The antidote
to such devastating waste of human potential is the time-con-
suming, patient, and individualized re-education of an “inmate”
so that he becomes again a “‘person’’. However, with the numbers
of such institutionalized patients running into the thousands
in many of our hospitals, where do we get the manpower to
accomplish this enormous task?

2. The second goal of the Case Aide program was to provide
community residents with an opportunity to learn new skills
and to make a meaningful contribution to the life of their com-
munity. The idea behind the Case Aide program was to utilize
the vast resources of community residents, on a volunteer basis,
to help resocialize mental patients.

The state mental hospital in which we were operating was
located in a moderately affluent suburb of a major eastern city.
The initial target population sought as volunteers were su-
urban housewives with under-utilized talents and skills who
wanted to make a “‘real’”’ contribution to their society and who
were unsatisfied with the currently available vehicles 1o do so
in their communities. As it grew, the Case Aide population was
expanded to include college seniors, graduate students in psy-
chology and social work using the program as practical ex-
perience, and carecr men and women.

The paid professional staff of the program, which was com-
prised of two social work supervisors, gave the volunteers
training in mental health principles and treatment techniques,
as well as both individual and group supervision of their work
with patients. At the time that we, the paid staff, left the pro-
gram (see Chapter 6 for full discussion of Program’s demise),
we were negotiating with local community colleges to legiti-
mize the Case Aide experience as a satellite program for social
work paraprofessionals earning degree credits.

It is important to note here that the problems of mental
illness have grown to such vast proportions—statistics indicate
that 1 out of every 3 hospital beds is now devoted to the mentally
ill, not even counting the hordes of troubled people seen in
family agencies, psychiatric out-patient clinics, or who just
suffer silently—that they cannot possibly be ameliorated by
professionals alone for two distinct reasons. Firstly, there just
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are not enough of us to go around, and even if we were surfeited
with psychiatric professionals, it is doubtful that we could
afford such an enormous expenditure.

Secondly, it is the growing anomie of our lives that con-

tributes to the alarmingly accelerating incidences of mental ill-
ness. What is needed is people-to-people contact, especially
to prevent actual breakdowns, hospitalizations, and readmis-
sions. The equality and sharing of the peer relationship, friend
to friend, neighbor to neighbor, is desperately needed. In order
to attempt such contacts, it is essential that we have a lay
population informed about and participating in the alleviation
of the mental health problems of their communities.
3. Consequently, the third goal of the program is to bridge the
gap between the mental health service delivery systems of the
state hospital and the communities which they serve. During
the past twenty years, and more specifically during the last ten
years, there has been growing dissatisfaction with large isolated
institutions as a way of coping with the problems of the men-
tally ill. There is a trend to close down the large facility and
to treat people in their own communities, allowing them to
continue all or part of their lives and not forcing them to cut
all ties in order to obtain assistance with their difficulties.

However, in many of our states, like the one in which we were
working, there is a time gap existing now. While the state
hospitals are closing, there is nothing to pick up the slack.
There is a dearth of services and living facilities for the insti-
tutionalized patients being discharged. Community services
are better in the preventive area. Fewer and fewer patients are
being admitted for the first time to hospitals, but there is, at
present, very little for the patient who has already been damaged
by the institutionalizing process.

With reference to present community/patient interaction, two
points need mentioning. There is, first of all, fear and panic on
the part of community residents about having “‘those people,”
odd looking ex-patients, walking their streets; the average
person does not know what to do with them or for them. At
the same time, the patients returning to the community after
so many years of institutional living feel and indeed are ‘“‘out
of it”; they continue to be alienated from the community life
surrounding them,

If the Case Aide program accomplished nothing else, during
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the 8 years we were involved with it, it did provide approxi-
mately 300 Case Aides with an intimate awareness of the prob-
lems of the mentally ill because they saw such difficulties
first hand and had to deal with them directly. The Case Aides
have been made conscious of this population in a dramatic way.
Thus, the Case Aide program was educating citizens to be
more informed voters and more helpful neighbors through
person to person involvement. Case Aides were matched to
patients on a one-to-one basis. It was our feeling that parading
citizens through the hospital was degrading to both them and
the patients they came to ‘‘see’”’ as was the ‘“‘charity” whereby
volunteers doled out cookies and cigarettes. While such pro-
grams are well intentioned, and perhaps have some place in
the scheme of things, they lacked the essential ingredient of
personal involvement, of walking in someone else’s shoes for
however limited a time.
4. The final goal of the Case Aide program was to extend the
treatment reach of the social worker through the use of com-
petent paraprofessionals. State hospitals are chronically under-
staffed, overpopulated, and poorly financed. One social
worker can realistically give quality service to about 25 patients
and their families, a mere drop in the bucket when your popu-
lation is measured in hundreds or even thousands. The common
“solution” of increasing the staff’s caseloads accomplishes
nothing, since either the same limited number can receive
good service or else everyone gets a little, which is a shoddy
way to do business when you’re dealing with human lives.
We tried to pyramid the knowledge and experience of the
social worker who related realistically and intensively to about
25 patients and their families. This meant that the social worker
had about 25 hours available per week for patient treatment:

1 social worker

: ratio: 1:25
25 hrs. of patient treatment

We built a larger pyramid by supervising and training vol-
unteer paraprofessionals; therefore, we greatly extended the
number of patient/families that we could help without appre-
ciably increasing salary cost, professional time invested, and
without decreasing the quality or quantity of services. For
every hour that we invested in Case Aide supervision, we
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received from them three hours in face to face contact with’
patients and their families. (This outline is clarified in Chapter
4):

1 social worker
30 Case Aides ratio: 1:90
90 hrs. patient/families

PHIL.OSOPHY OF THE CASE AIDE PROGRAM

The philosophy of the program was based on some funda-
mental principles, one of which was the belief that a firm rela-
tionship with an individual who really cares is the basis for
all change. Friendliness, respect for the rights of each individ-
ual, attenuon to the small details that no one else may have
ume for, consistency, and the recognition of the dignity of
each of our patients mark the atmosphere fostered at all times.
It was in this milieu that patients began to experience themselves
as worthwhile, important men and women.

The job of the Case Aide was to help, not to treat. Because he
was dealing with the present, rational, and healthy behavior
of the patient, the Case Aide’s spontaneous emotional response,
under supervision, was the motivating and engaging force vis
4 vis the patient to accomplish immediately whatever would
improve the situation. The Case Aide tried to help the patient
obtain what he would need in order to accomplish their agreed
upon goals. Financial support, new glasses, transportation to
and from job, a room, a foster family, more adequate clothing,
social skills, or learning to read and write were secured by the
Case Aides who pulled together the resources of the hospital,
the community, and their own as well as their patients’ cre-
ative talents.

As previously mentioned, the thinking behind the program
was that patients, especially chronic, long-term hospitalized
patients, need to be re-oriented to the world outside the hospital
grounds, or de-hospitalized. The Case Aide, having no official
status in the hospital hierarchy, was described as ‘‘fresh air”
by the patients and the mutual approach was ‘“can-do”, a
positive and enthusiastic attitude. Case Aides, while under-
standing the enormity of the difficulties that their patients were
up against, were not there to become overwhelmed and apathetic
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themselves. As one Case Aide put it, “We didn’t know that it
couldn’t be done, so we did it!”

Unfortunately, observation of several therapeutic settings
with many professionals rarely, if ever, reveals the basic prin-
ciples of psychiatry, psychology, and social work actually put
into practice. Too often, the patient is talked about, instead of
talked with, he is planned for, rather than assisted to plan; he
may be listened to for one hour a week, but he is rarely heard.
Such comments may sound self-righteous; however, they are
too true. Time and time again, the question; “How did you get
here?”’, will evoke similar responses in hospital patients:

“Inataxi . . .”

“By bus . . .”

“My father brought me because he was going on a trip and I
couldn’tgo . . .”

“I don’t remember; it was so long ago . . .
“Idon’t remember. 1 woke up here . . .”
And so on. We professionals seem to be missing the boat. Where
is the treatment relationship we hear so much about? Who
really cares about this person, as a person, just like you and me?

Do we really take “‘patients” seriously at all?

Case Aides, novices to the psychiatric arena, are not yet
jaded; they not only believe in the principles, but, sometimes to
our chagrin, actually live up to them. The program, with the
Case Aide as its representative, is the patient’s advocate. Be-
cause the person with a problem often loses his credibility in
our general society and most especially in the closed atmosphere
of a mental hospital, advocacy is not an easy proposition. How
can Joe convince anyone that he is really in pain and not
having a psychosomatic reaction? Or that Mary is really better
off in a rooming house where she can have the dignity of her
personal freedom, rather than remaining in the hospital be-
cause she is comfortable there? Or, that it is good for Dave to
express his anger when he’s angry?

Rather than perpetuating a benevolent despotism which is
the prevailing governing spirit of the institution, the program
enabled patients to choose to participate, one of the few
therapeutic programs about which they really had a choice.
Within the limits imposed by our own environment, which did
not include money, patients paid their way with their Case

"
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Aides and had to contribute of themselves to maintain their
involvement.

While dignity and self-respect were the foundation of our
work with the hospitalized individual, the system and much of
the treatment of the mental hospital, in contrast, forces people
to abnegate themselves in order to get “‘help’ . A typical example
of the internal logic circles prevalent in many hospitals is: ““He
must be crazy. After all, he’s here!” We have seen patients pun-
ished—both physically and emotionally—for refusing to give
up control over their own lives, for refusing to sacrifice their
identity as people.

The insidious underlying assumptions in ‘“‘mental-hospi-
talese” are difficult to confront. The Program did not, for the
most part, fall into the traps of professionalism and labelling
because it was so constantly in touch with Case Aides, lay people
who talked straight, not in psychiatric jargon. For example,
when does a man or woman become a “‘Chronic Undiffer-
entiated Schizophrenic” (see Glossary)—a kind of garbage
pail diagnosis used at our hospital to cover all contingencies?
At many state hospitals, this psychiatric diagnostic reclassi-
fication occurs when there are no more beds in the acute wards.
Such labels imply that one is hopeless, unresponsive to available
treatment (which isn’t very much when your ratio is possibly
one doctor to every hundred patients), irreversibly, incurably
crazy forever after. Labels are often substituted for people’s
names, as in ‘‘a new paranoid was admitted last night” . . .
“we talked about the ‘chronics’ last week. Let’s do the ‘acutes’

’

now .

PROGRAM COMPONENTS

When we talk about “‘the Program”, what specifically did
this entail? We have discussed the context in which it worked,
but what did it do and how did it operate? In later chapters
the various components of the Program—the patient, the
volunteer, the social worker, the hospital, the communities—
will be discussed. Here, however, is a picture of these pieces
working together.

Some numbers might help to clarify the operation. For ex-
ample, during the 1972-73 program year, there was an average
of 52 Case Aides and 86 patients involved in any one month (see
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Case Aide Handbook). The patient figure tended to be much
higher—up to 120—in the fall when new patients are accepted.
The number would often drop in the summer months—per-
haps down as low as 70—when patients would leave the
hospital or terminate with the Program. The number of Case
Aides varied similarly, but with a smaller differential from
month to month.

The basic ingredient of the program was the relationship
between the patient and the Case Aide. Everything else—train-
ing seminars, recruitment, collaboration with hospital staff—
had been developed and organized to enhance this central core.
The perimeters of this relationship were delineated into a ‘“‘con-
tract” spelled out beforehand to all participants during the
screening process. Both Case Aides and patients committed
themselves to participate in a relationship under the auspices
of the program for at least one hour per week for at least one
year. These limits could be expanded if both partners agreed
and if such an expansion fitted the purpose of their relation-
ship, but the limits could not be lessened unless the patient
could not tolerate this intensity.

In the spring of each year, the two social workers (and the
Case Aides themselves) began recruiting and screening poten-
tial volunteers and patients. For training purposes, all new Case
Aides began together, usually in September, when the program
year began. Unless there was an emergency need, this time
frame was used for patients as well. Doing the screening in this
manner enabled us to recruit for specific needs. For example, if
we received several patient referrals from a particular com-
munity, we could intensify Case Aide recruitment in that par-
ticular area. Or, if it was felt that a particularly disturbed
adolescent needed to experience a relationship with the “lov-
ing mother”, it was possible to look for just such a person.

In any program, however, referrals are never always so neatly
timed. We did, therefore, have a cadre of Senior Case Aides
who could pick up on a situation, at short notice, at any time
during the year.

After their acceptance into the Program, patients were
matched to volunteers on a one-to-one basis or placed in one
of the eight Case Aide led groups, depending on patient need or
preferences. The availability of either modality allowed us and
the patient a great deal of flexibility, since it was possible to
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gracious lady, she treated everyone, including the institution-
alized patient, with the same courtesy, warmth, and tact. She
made people feel special; and they responded, blooming in their
contacts with her. When Irene came face to face with the appall-
ing needs of the patients, she became a tiger on their behalf,
organizing everyone in her circle to help—husband, children,
friends, associates—and help they did—with money, with time,
with clothing, and anything else that Irene could badger out
of them.

And last, but never least, was one of our youngest members—
Jackie Levine, a 21 year old senior at a nearby University where
she was majoring in psychology. She was an honors student
and, under University auspices, was receiving field work credits
for her work in the program. Jackie’s family was from New York
City, solidly middle class, and understandably proud of their
daughter’s academic powers. Jackie was “into”’ campus politics
and Freud, whomm she could quote at length and verbatim. Ini-
tially, Jackie had not an ounce of common sense, no sense of
humor, wanted everything to be relevant, and was so very serious.

Then . . . she began to allow real people, emotions, and the
ironies and tragedies of institutional life to penetrate her 15
years of academic training . . . and what a beautiful person

emerged from the experience!

These brief personal glimpses of eight case aides are only
part of the 300 who participated in the program from 1965-
1973. About the group in general;

. . . Of the 285 Case Aides on whom we have records, there
were approximately 91% women, 9% men. This lopsided
ratio was beginning to change in later years as more
men were recruited. Evening seminar groups were ar-
ranged to accommodate their work schedules.

. . . 18% of them were married; 16% were single; and only a
small portion of them were separated, divorced or
widowed.

. most Case Aides—37% of them—were between the ages
of 40 and 49; 17% were in their twenties; 26% were between
30 and 39; 15% were in their fifties, with only 1% over 60.

. almost all of the Case Aides had completed high school
and the majority of them, or 72%, were college graduates.
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switching to a more actively involving aspect of her field,
having always been more interested in the hopes and problems
of her students than in the subject matter of her lectures.
Susan used her Case Aide experience ds a carcer testing oppor-
tunity.

Patty Kowalski was married in her teens and immediately
started a family. When she was in her mid-thirties, her chil-
dren were already adolescents. During the years, on a part-time
and piece-meal basis, she had continued her schooling, and was
well on her way 10 an undergraduate degree. She was discovering
herself as a person, a woman, and possibly, a professional in
her own right. Having grown away from her husband of almost
two decades, she was going through an awkward period of mari-
tal counselling with both partners seriously considering divorce.
Patty was experiencing success in her aspirations, but failure
in her marriage; she was in transition—emotionally, physically,
and educationally. She got a lot out of her Case Aide experience,
but she also gave a lot. She enjoyed the training seminars where
she had an opportunity to relate to other seeking people; she—
like Susan—was carcer-testing. Her personal upheavals scemed
to have freed up here-to-fore unknown supplies of energy. They
provided the experience of how painful change can be in a per-
son’s life. She was sensitive to the failures and mistakes—big
and small—that characterize the lives of us all, but expecially
the emotionally sick.

Irene Smythe brought to the Case Aide Program a long and
varied experience of volunteer organizations. She had served
as a member of the Junior League, a Gray Lady, was the Presi-
dent of her community’s Garden Club, and was a board member
of the Family Service Association, to cite just a few of her
charitable involvements. In her early filties, Irene stumbled
onto the program somewhat by accident. She had seen a tele-
vision show with the authors and several Case Aides that was a
part of our annual recruitment drive, and Irene became inter-
ested. Used 1o the “finer things”, she was quite out of her cle-
ment and overwhelmed by her initial confrontation with the
hospital. She was so appalled by the conditions there that,
quite frankly, we never thought she'd stick it out. With super-
vision, as with all of the Case Aides, Irene was able to project
this courage and fortitude toward her patients. Always the
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talents and energies 1o the patient population bringing to them
the same love, understanding and caring that she had brought
to her family life.

Jack Bennet came onto the unit floor for his first meeting,
rubbing his hands together, saying, “So what do you want me
to do, young lady?” His enthusiasm and warmth were so evi-
dent that we felt that he could accomplish anything, and do it
yesterday. Jack was white haired, about 50, an engineer, happily
married with three children beginning to leave home to es-
tablish lives of their own. Successful in his career, used to
productivity and getting things done, Jack was always irked by
the slow-moving, “double-talking” bureaucratic structure of
the hospital. When an elderly man, institutionalized for thirty
years, was being discharged and needed to travel cross-country
to meet his family, he was understandably terrified and was
having second thoughts about his courage. Although this man
was not Jack’s assigned patient, he “cut the crap”, as he put
it, and took this new found friend on a personally conducted
tour of the airport and then out for a beer. This man got on
his plane without turning a hair when the time came to leave,
and wrote us later that he had thoroughly enjoyed the excite-
ment of the trip—thanks to Jack. On another occasion, Jack
was frustrated trying to help a young man and former patient
to be re-admitted to the hospital, since they both felt that the
young man was in need of (and, of course, had a right to re-
ceive) further care. When the staff refused him because his
behavior in the past had been “immoral”, Jack threatened to
call the newspapers and, consequently, his patient was re-
admitted and is doing well. Jack had an inexhaustible supply
of all kinds of free helpful material, like paper clips and calen-
dars. He was a man who called a spade a shovel and immediate-
ly setabout digging withit.

Susan Freeman, in her early thirties, with a college degree
and two small children, had interrupted a career to have a
family. The Case Aide Program was a way for her 1o maintain
some ties with the working world and to avoid the cabin fever
so prevalent among young, well educated women at home all
day. Susan had taught psychology at a small southern college
before her husband’s job forced them to relocate in the north,
and then the children came. She was toying with the idea of
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Who would want to give up so much time to a mental hospi-
tal? What are Case Aides like as people? We have often been
asked such questions and can only answer by giving portraits
of some of the volunteers.

Bill Taylor was a gentle man, young and idealistic whose
career choice in business left him largely unfulfilled. He served
as a medic in Vietnam after his college years and came out of
the turbulent years of the late sixties unsettled and dissatisfied.
He would have liked to enter one of the social service fields,
but wanted also the financial security to support a wife and
family comfortably. The Case Aide Program was part of his com-
promise with himself. Bill spanned the generation gap with
an ear that could hear “the kids”, but with one foot firmly
planted in the “Establishment”. He related excellently to adoles-
cents precisely because he didn’t have all the answers and had
just begun to formulate his own personal questions. He was at
home with feelings, his own and his patients’. What impressed
us most about Bill was his acceptance of people; he made few
demands but he was always there when he was needed. Bill drove
across two states to pick up a patient who had tried, unsuc-
cessfully, to “go home again’’, who became disoriented, and
was taken into protective custody. Rather than allow this
frightened man to travel back to the hospital in an ambulance
with strange guards, Bill petitioned for and received permission
to escort the patient back. Bill and two of his friends used their
camper, one that had been used for several trips that the patient
had gone on, to pick him up, and so it was a more familiar
and comforting experience.

Mabel Prentiss was a motherly woman in her middle forties.
Mabel, who had a high school diploma, sometimes felt in-
timidated by her lack of academic credentials, but she brought
to the patients a common sense in facing problems and an un-
canny ability to identify with another human being. Like many
of the Case Aides, Mabel had an entire repertoire of living skills
so essential to our patients. She was persistent, dogged in a
sense, perservering in situations where a lesser soul would have
long since run for cover, and could see, as well as bring out, the
spark of life in patients deemed hopelessly lost by everyone else.
Mabel was married to a sales executive who had to travel exten-
sively. Although she loved being a homemaker, as her family’s
neceds for her in this role diminished, she was able to transfer her



CHAPTER III
THE VEHICLE: THE CASE AIDES

“

. to provide community residents with an oppor-
tunity to learn new skills and to make a meaningful
contribution to the life of their community . . .”

Any program stands or falls on the quality of the personnel
who are called upon to deliver the service and to implement
its goals and philosophy. In our project, these people were the
Case Aides who were, in general, interested community resi-
dents, with little or no professional training in the field of
mental health, and who had a sincere desire to be helpful to
other human beings. They were also people who were willing
to make a commitment of three or more hours a week for one
year. They came from many of the local communities that the
state hospital served, bringing life experiences and sometimes
formal education to the program. They were housewives, re-
tired corporation executives, nurses, secretaries, engineers,
teachers, and college students. Many were exploring avenues for
their future careers in mental health professions; some were
reorganizing their life styles as they approached middle age;
others were “keeping their hand in”’ while raising their fami-
lies; all were interested in being of service to others.

44
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pressures. There have been other quarrels, other jobs, two apart-
ments and all the normal ups and downs of any young couple.
But, they're on their own but not alone anymore; they have made
friends their own age, go to movies and will soon buy a car, just
like other people. Hannah sees them less and less, and we know
that each day, month, year makes them stronger and more able
to manage life’s pressures.

So it was with about two hundred patients in that institution;
some went home to their families, others to rooms and jobs,
others to apartments or foster homes. Some received welfare
assistance and others a family allowance. If some became sick
or frightened and had to return to the hospital, almost all left
again and wried again, perhaps because they had gained from
their Case Aide relationship a core of self-esteem which enabled
them o grow and bend and hope and learn and live,
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to the hospital by his uncle who was his guardian and only
living relative. It seems that Johnny had gotten himself involved
with a gang that was into drugs, liquor and petty theft. Though
Johnny seemed 1o have been a more passive member of the
group, he still hadn’t the motivation to look for more than a
temporary job. He just drifted along until his last escapade got
him picked up by the police in a drug raid, and this time it was
jail or a mental hospital. Dottie and Johnny met, in spite of
the hospital’s practice of discouraging social mixing of males
and females. By the time Dottie saw Hannah on the ward
visiting another patient, she and Johnny had already become
quite attached o cach other. So, she asked Hannah to be “‘their”
Case Aide “because they wanted to get out of the hospital” and
get married.

And, in less than a year, their dream came true; one mixed-
up boy and one slow, sweet girl had received the counseling
wisdom of Hannah, in addition to the support and medical
advice of a caring nurse which encouraged them to grow into a
more mature and loving couple. Johnny applied for a training
program in auto mechanics and, when he felt ready, found a
tiny apartment for himself and his bride-to-be. When they left
the hospital, we were all invited to their small, beautiful wedding
in Mrs. McBride’s home. It was difficult to believe that Johnny
had grown from a belligerent, angry kid to a gentle, loving per-
son who no longer needed drugs. Although he might still “‘blow
up” occasionally, he had learned to control his temper better—to
yell, to walk, to hit a punching bag; more importantly, he
learned to love and want to care for a sweet, child-like woman
named Dottie. She oo had grown and now behaved more like
a young woman. She also had her hair styled, bought dentures,
and wore the pretty clothes that had been purchased for her by
her Case Aide and other hospital friends. Though there were those
who predicted failure for this couple, most of the staff and
patients were genuinely thrilled with this in-hospital romance.
And, Hannah, out of her own kindness and generosity stayed
m close touch with them for nearly two years; she even helped
them through their first crisis—a marital squabble over
budgeting. She was supportive when Johnny lost his first job
and excited and proud when he found a better one and when
Dottie found a part time job babysitting to help lighten financial
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the energy, the motivation to leave the familiarity and safety
of the hospital. To them, the uncertainty of a private room
or the doubtful advantages of a nursing home were outweighed
by the predictability of their hospital ward.

As we explained, there were a few who immediately rejected
our program, refusing to “try it” because there was an implicit
expectation that anyone who had a Case Aide had a good chance
of leaving the hospital. Others chose to enjoy the relationship-
and then very politely terminated it when the subject of a job,
apartment, or family care (discussed in Chapter 6) were mentioned.
It was extremely frustrating and depressing to see some of the
same nice, sane people sitting on the ward doing nothing, year
after year, when we knew that if they tried “‘the outside”, they
might like it and adapt to it well. So often, some of the cleverest
and most adaptable people and those who were most success-
ful at manipulating the hospital system had become too com-
fortable in the institution to try something else where they might
possibly “*fail”. We quite often said to a person who was “'ready”
but hesitating, “Give it a try, if you are unhappy or want to
come back to the hospital, we’ll drive you back immediately”.
Those first weeks and months were the most critical; we all
were “on call” including Case Aide, supervisors and any hospital
staff person who might be involved or interested in that partic-
ular pauent. We visited, called and continued to help plan. It
was very similar to transplanting a delicate flower; the condi-
tions must be optimal, the care intense, yet delicate; and, one
cannot relax until the roots “‘take”.

So it was with our trio: Hannah, Johnny and Dottie. Hannah,
the case aide, was everyone’s image of the perfect grandmother;
she was tall and ample, with soft white hair in a bun and
twinkly brown eyes that always had a smile in them. She was
literally picked up by Dottie, a young retarded girl who was 23
years old but acted more like 16. She had spent almost all of
her life in institutions since she was orphaned at 3; her “models”
for behavior were other retarded people or older women, many
of whom had been dulled by years of shock treatment, lobotomies,
drugs, or boredom. Fortunately, Dottie was also the pet of Mrs.
McBride, a kindly nurse whose own children were grown and
who worked part time at the hospital. The other positive in-
gredient was Johnny, a 21 year old boy who had been admitted
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donut shop, dialing a phone, shopping. And, a very important
difference that Case Aides made was that they saw people, not a
diagnosis. In essence, they saw what ““could be,”” not “what was.”

And, the men and women who were Case Aides gave of their
time, love and energy; though they had periods of discourage-
ment, they kept coming back, and their determination inspired
us all. The Case Aides also brought to the hospitalized person
community resources; they raised money, solicited clothes,
apartment, jobs, medical care, etc. And, when the patient made
that “‘step’’ out of the hospital, the Case Aide was there to talk to,
to share fears and joys with, and to provide the ‘‘safety line”
between the past and the future. Of course, the relationship
needed to change as each party continued to grow and change,
and there were both Case Aides and patients who had difficulty
“letting go’’. 'With supervisory help, both soon were able to
go on to new experiences and to know different people. Thus,
quite often as a result of this mature and healthy relationship—
possibly their  ““first”—chronically institutionalized people
were enabled to transfer this trust and love to others.

For example, even after four years, Lillian still visits Martha
in a nursing home. They have become good friends and Martha
spends holidays with her “adopted family” because her own
family is dead or has moved away. It’s hard to believe that when
they first met, Martha said: ‘‘Listen, lady, no hard feelings, but
I don’t want to leave the hospital”. Yet, over a year later, she
was happily ensconced in a small charming nursing home near
Lillian’s own home, and Martha has become an ‘“‘assistant”
to the Home’s director.

Then there was Janey, a 23 year old girl who was depressed
and suicidal when she was referred to us, and now, 3 years
later, she writes to her Case Aide that she is married and has a
beautiful son. It’s nice to keep in touch, to know that people

called ‘“hopeless”, ‘“‘impossible’”’, “‘crazy”’, and other more
psychiatric words—are now functioning outside of an institu-
tion—working, loving, getting sick, getting well . . . just like
other people . . . just like us.

Of course, therc are many still in hospitals; some were unable
to overcome their fears and repair their damaged self-esteem
in the year or two that they had the services of a Case Aide.
For some it was too late; they had lost the spirit, the courage,



The Reason 39

the then, just to say ““hi’>. When she’s really feeling blue, she
just stops by the state institution to see some old friends and
some staff and reminds herself of how far she has come.

Not everyone could or would respond to this type of pro-
gram; as with all human beings, some things work better with
one than another. For example, Doug was a sad young man
who had spent most of his 26 years in hospitals. In spite of
numerous attempts to reach him via drugs and shock therapy,
he remained tight in his shell of unreality. Our own efforts, in
essence, failed; Doug remained very fearful although he did
develop one or two relationships over the years with Case
Aides. He sincerely believed that someone might hurt or kill him;
his “safety’ lay in remaining in the hospital where he would be
cared for. Everyone was very kind to Doug. His elderly parents
visited him monthly, year after year, hoping that someday their
“boy”’ would come home cured.

PART IV

SUMMARY: BEYOND STATISTICS ... ARE PEOPLE

In this chapter, we have attempted to turn the numbers and
classificauons into real people and to make more vivid the
quality of these “patients’” as men and women with strengths
and weakness, loves and fears, dreams and thoughts like all of
us. The few that we have described are not representative; they
are not the “best” or the “worst’”’. They are simply a few of the
people we knew and shared experiences with over the years.

What the Case Aides brought to these institutionalized people
was their vitality, their faith, their openness and their honesty.
They became the bridge between a world of brick and bars to
that world which we call “the community”. So many of the 412
people we knew in the 8 years of the program’s life had been
1solated from everyday living for 1-45 years. Some of these men
and women had literally not had a visitor, nor left their ward,
nor left the hospital grounds, nor ridden in a car nor on public
transportation in many, many years. The simplest experiences
that we all take for granted were foreign and frightening for
them; so, with many, we had to start with the simplest and
most concrete of goals . . . a walk, a ride, a cup of coffee in a
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and challenging volunteer job while her children were still quite
young. And Virginia was an attractive 42 year old divorcee who
had wuried twice to commit suicide and was sent to the state hos-
pital because the private community hospital in her town refused
to take responsibility for her.

Despite their physical resemblance and similar taste in clothes,
Lana and Virginia couldn’t have had more dissimiliar lives.
Lana grew up in a loving middle class Jewish home, attended
a fine college, married a professional man, had three beautiful,
healthy children, and, in short, had an all American good life.
On the other hand, Virginia was illegitimate, grew up in a poor,
dirty apartment in a small Southern town, left school at 16 to
get a factory job in a slightly larger town. She got pregnant and
then married at 17 a man who was twice her age but half as in-
telligent and sensitive. During her twenty-five years of marriage,
he drank, lost jobs, beat her up, beat up their two children, and
finally, when she was 42, left her for a younger woman. With
both children grown and gone, she decided that life was not worth
living. When an over-dose of pills didn’t work, she cut her wrists
and ended up in a locked ward.

But, underneath the years of suffering, self-pity and feelings
of worthlessness, there was a small healthy kernel of hope and
strength. When we met Virginia casually one day, sitting on a
bench in {ront of one of the buildings, we struck up a conversa-
tion. She wanted to know who we were, what we did and how one
got referred 10 this “interesting’” program. So, she referred her-
self, and, thus took the first step towards health by beginning to
care about living again. Lana helped her apply to a nurse’s
training program to which she could commute while still in the
hospital and helped her find a good lawyer so that she could sue
her ex-husband for back alimony payments.

Virginia unquestionably had a great deal of hidden strength
and natural intelligence or she could not have survived and
even grown during all her troubled years. Yet, until someone
came along to believe in her, this energy and talent was un-
tapped. Now she had a respectable and rewarding career.
Virginia still has her ups and downs; it will take years before
she will really like hersell and trust others—particularly men.
But, she has a good job in a large nursing home, has her own
apartment, has made friends and is dating. She calls Lana now
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went places and did things. He even got a part-time job as gener-
al handyman in a local grammar school. He still corresponds
with “the Kid”, who is now a married woman attending graduate
school in social work.

Another “‘odd couple” was Annette and Ronald. She was a
chic, well-educated woman looking for a ““meaningful” volun-
teer experience after years of children’s clubs and women’ groups.
He was a middle-aged, gentle bachelor who had been hospi-
talized for 15 years since his mother’s death. When Ronald was
not hallucinating, he was a charming and scholarly man; but
when he was hallucinating, he became a rigid martinet rocking
angrily in his chair and controlled by the loud voices that told
him he was “bad” and “crazy”’. During these times, medications
did not seem to reach Ronald and the staff simply watched over
him and let him struggle through it. Annette did something no
one e¢lse had ever done: she sat with him an hour each day for
an entire week, just sharing the fear and pain and craziness.
She tried to talk to him about what he was hearing, explaining
that, though these voices were very real to him she didn’t hear
them and he didn’t have to obey them. Consequently, Ronald
seemed to come out of his psychosis more quickly than ever be-
fore, and had fewer episodes that year than in the 15 previous
years. Not only did Annette’s health and vitality help him gain
strength but, by talking to someone about books, politics,
clothes, and people, he was provided with a real rather than an
imaginary world to respond to. Though it took Ronald one
more year, another Case Aide after Annette, who had began gradu-
ate school, and some new medication, he eventually became more
stable, more comfortable, and ready to move into a half-way
house in a neighboring community. There, he continued to gain
new experience in everyday living, in thinking for himself and in
coping with a variety of situations. It was so gratifying for
Annette to visit him later in this attractive house, realizing that
only a couple of years before he had been huddling in a rocking
chair, unable to look at anyone directly, fearful of leaving the
hospital grounds, and terrified of being in a car. Now, he was
taking buses, going to movies, and eating out each Sunday in
a different restaurant.

A more typical “match” was Lana and Virginia. Lana was
another mature and intelligent woman who wanted an interesting
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up in a state hospital. He was not a criminal but an alcoholic
who didn’t qualify for an expensive drying out program and
wasn’t “‘bad” enough for jail. Consequently, he would be ad-
mitted, stay a few months, get discharged, get a job, get drunk
and be brought back to the state institution. This cycle was re-
peated for more than twenty years, and even though sometimes
he’d even stay out five or six months, he eventually became such
a ““‘good’’ patient that he became an important cog in the hos-
pital system. He developed skills as a handy-man, became known
as “‘Joe-will-fix-it”, and thus didn’t have to worry about being
discharged. He had become ‘‘invisible”’—just blending into
the ward and into the hospital. If it hadn’t been for a zealous
psychiatric resident, we too would have missed Dan, but Dr.
Stantin proceeded to make a referral, and, upon meeting Dan,
we felt that we could help him get some further work rehabili-
tation skills and help him to leave the hospital. As for the Case
Aide, Rhonda was a spunky, big girl, unusually mature and
self-confident with a sense of humor that turned out to be her
greatest tool for working with Dan. He did not take her seri-
ously; he called her “kid,” and, in fact, became very concerned
about not disappointing her, making comments like: ‘‘Listen, I
appreciate your wanting to help an old guy out, but it’s too late;
I haven’t any family, I haven’t a home—this is it forme . . . go
help some young person”. He also was worried that not only
would she waste her time, but that she would “fail” in the pro-
gram and get kicked out by us if “‘her patient”” didn’t make it.
As he grew to like and respect “‘the kid”’, he also began to make
a little effort to ““help her out”, and, thus, motivation began;
soon, he was participating for himself without knowing it or
daring to admit it. One of the most touching moments in the
life of this program occurred the day that Rhonda concluded her
year contract with Dan. He gave her his most valued possession,
the fake leopard-skin vest that he had worn daily for years.
Probably the second most valuable gift Dan gave to Rhonda
and to himself, was his move out of the hospital . . . this time
for good. With Rhonda’s help and advice, Dan applied for veter-
an’s benefits for which he had been eligible for twenty-plus years.
He then left the hospital to live in a home for retired and disabled
veterans which became the real home he had been looking for. He
also found dignity and self-respect. With his new friends, he
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of service was not having enough Case Aides to assign, which
led us to develop the group work aspect of the program, dis-
cussed elsewhere in this book. The flexibility of the program
and its staff, plus a built-in evaluation process, enabled us to
“try” a plan for a few months, and, if necessary, change it by
transfering Case Aides to a new case or switching within the
program so as to make a better *‘match” between a Case Aide and
client. All parties were involved in planning and negotiating so
that patients were not referred to us without also being invited
1o “try” it or to reject it. Qur routine was to meet and interview
separately all “‘personnel”, which meant patients as well as
Case Aides, to discuss who we were, explain the objectives of
the program, invite them to visit us again, and think if over. We
did this to protect everyone. We also asked both the patient and
Case Aide to agree to an informal contract of meeting with each
other for a year and trying to work towards reasonable goals for
the patient so that the arrangement would be a mutual invest-
ment based on reciprocal trust and respect. Moreover, the con-
tract was also negotiable; that is, we supervisors, were available
to meet with one or both “parties” to hear compliments, com-
plaints, answer questions or just chat.

As Case Aide and pauent, Rhonda and Dan were an unusual
“couple”; she was a 20 year old senior in college and he was a
45 year old war veteran, alcoholic, and long-term hospital patient.
How they got together was one of those matches of expediency—
we needed a Case Aide for Dan, who had been referred by his
psychiatrist and had been waiting for two months, but neither
a male volunteer nor an older female, our original choices, were
available. So, when Rhonda joined us in October, a month after
the rest of her Case Aide group, we assigned her to Dan. What
had impressed us when we first met him was his sense of humor—
he always had a joke or wise-crack. Much of this humor was
directed at himself, rarely did he turn it on others; instead, he had
become the ward “clown”. This man, like so many others after
World War 11, never managed to fit back into civilian life. After
six years in the service, he came back to his small town and
found things changed. Without a high school diploma, with a
nagging leg injury, and with a big drinking habit, he had diffi-
culty finding a job or holding on to one. He became a drifter;
and, eventually, after too many fights in too many bars, he ended
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more about his appearance and his behavior. A very important
medical fact also came to light when we insisted that Vaughan’s
physical symptoms of headaches and weight loss required a
thorough medical check-up. It turned out that there was a
medical basis for much of Vaughan’s uncontrolled behavior
as well as his head-aches, temper tantrums and assaultiveness
when drunk—he was an epileptic who could not tolerate even
a small amount of liquor nor most medications. Once he was
on the appropriate drugs for this illness, his health and attitude
improved. He somehow felt more in control once there was a
physical problem that could be treated, having always been
terribly ashamed of having a ““head” problem. Although, realis-
tically, one could say he still had a “head” problem involving
emotional and social problems, Vaughan's own self-image
improved so much that he could tackle some of these and allow
himself to accept help for the first time. He left the hospital
within 6 months, against his psychiatrist’s advice but to the
rest of the staff’s relief. His doctor wanted him to remain in the
hospital to “work through’ his feelings and to “‘accept’’ alcohol-
ism as his problem. Vaughan refused, and, with Carolyn’s help,
found a job training program and a room in a nearby com-
munity. Now, he is a supervisor in the small factory where he
had started out five years ago and he lives in an apartment
with a co-worker. What is most remarkable, however, is that
he returns to the hospital each week on Thursday nights to
provide a pizza party for some “old friends” on his former
ward. He has helped other fellows find a room and a job and
still sends Carolyn a Christmas note each year to say ‘*hi”’ and
“thanks”.

These two men are examples of the exceptions to our “‘rules”
because, basically, we tried to adhere to some specific require-
ments and work with those clients with whom we might have
the best results. As a a program of so-called “‘creampulffs’, we
were, however, very susceptible to flattery, a sad look, a concerned
staff person’s ““favorite”, phone calls, letters, etc. In other words,
we rarely said “'no” to any referral. We generally tried most sit-
uations except the very few who were very regressed (example,
a person unable to eat by himself or who soiled himself), or too
hostile to tolerate this attention without being harmiul to or
fearful of others. Another factor that influenced our provision
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Despite success with Arthur, it is actually very difficult to
“discover”’ or reach the extremely withdrawn patient because
the staff tends to forget about him or her. Also, the very hostile
and difficult patient is often purposely ignored, and, as a result,
not referred for such a “pleasant’ service as that of a Case Aide
relationship. At other times, we were referred the most difficult
cases as a test or punishment by certain hostile staff members.
One such case had a surprise ending.

Vaughan was a small, tough and foul-mouthed 23 year old
with numerous hospitalizations for assaultive and drunken
behavior, petty larceny, and vagrancy in his past. It was hard to
understand why he was sent to a mental institution rather than
an alcoholism facility or a jail. Somehow, he ended up on a
hospital ward with men who were twice his age and with very
different problems. He was noisy, angry, disagreeable, demand-
ing, and involved in almost every fracas, secret drinking party,
or illicit sexual activity in the hospital. If he wasn’t doing it,
he was planning it, or instigating it. Moreover, he spit out his
meds, and provoked, criticized, and teased other patients. Of
course, the ward staff hated and feared him and consequently
referred Vaughan to us with the implied message: *'If you're so
damn smart, let’s see you fix this one”.

We were hesitant but were attracted to his youth, energy,
and indomitable spiri; we recognized his problems as alcohol
dependency, a wretched home and family life, and a lot of typical
conlused adolescent behavior. So, Carolyn Johnson, a mother
of three teen-age sons, ‘‘took him on” as her client. When he
told her to *‘fuck-off’’ the first time she tried to visit him on the
ward, she responded in kind and then, while his mouth was
still hanging open in shock, she suggested they go for a walk
and share a picnic-lunch she had brought along.

Carolyn had the maturity, humor, and instinctive understand-
ing that a mixed-up frightened boy needed. She was firm, con-
sistent, calm and kind—qualities that Vaughan had never known
in his own parents or friends. Most importantly, she treated
him as a young man with a drinking problem, not a ‘“‘crazy”
person, and therefore asked the doctor to reduce the medication.
Then, she found a local dentist willing to make a denture
for this young man who had long been ashamed of his toothless
visage. Although he was still drinking liquor that was being
smuggled in and sold by a hospital employee, he began to care
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had been a cellist in his youth; his father committed suicide
because of drastic financial losses while Arthur was a music
student studying in Austria; and Arthur had returned to America
to find his broken and depressed mother in a private sanitorium.
Then, because he had no money to continue his education and
his friends had married or moved away while he was in Europe,
he tried to find odd jobs to support himself. Eventually, he re-
treated to his boarding house room after he had been forced
to sell his cello to pay the rent; within a year, the police had
removed the unkempt and mumbling 28 year old to the state
asylum. When we met him, it was nearly forty years later, yet
we saw a glimmer of this intelligence and sensitivity. And, he
was still remaining faithful to his boyhood talent and dream by
by practicing his “cello”, not moving his hands aimlessly or
crazily, but making bowing motions over a remembered instru-
ment. After weeks and months of sitting and sharing silences,
and one-sided conversations, Mrs. Ronson brought in a record-
player and played a recording of Dvorak’s cello concerto.
Arthur smiled and “‘played’” along with the recording; he also
spoke out loud the first words anyone at the hospital had ever
heard him utter: *“Thank-you, can we hear it again?”’ If not a
miracle, this was a real achievement. After that, Arthur’'s growth
and change were much more rapid; his Case Aide did some more
detective work in the records and found out that there was a
legal guardian in Arthur’s life. We traced him to a well-known
law firm and confronted him with our attorney, a law student
from a nearby legal-aid bureau. The results were that Arthur
received a large sum of money from his parents’ estate because
some urban property had become extremely valuable over the
nearly half a century since Arthur’s confinement. His guardian
had not been totally dishonest; he had invested the money, had
used it, and repaid it—but never visited or sent money to Arthur.
Happily, Arthur could now afford the best of care; he left the
state institution 3 years ago to live in a beautiful country rest
home with other wealthy, older people—who, though not men-
tally ill, were either ‘‘eccentric’” or physically incapacitated.
Arthur bought a cello and began to play again, to attend con-
certs, and to make friends. Although he remained a quiet man,
his shy, gentle humor and love of music had re-emerged after
40 years of dormancy. And Mrs. Ronson has not forgotiten her
friend whom she visits regularly.
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staff meetings, walking around the wards and chatting with
patients and staff informally, or self-referrals where a patient
would recommend himself or his friends. We also solicited
referrals while drinking quantities of a brown substance that
the hospital called coffee with nurses, doctors, attendants, and
patients. The Case Aides often *‘picked up”’ other people as they
visited their assigned client because their friendly smile and
pleasant “‘hello” was the best advertisement that any project
could have hoped for. Naturally, patients and staff responded
to their friendliness, interest, and positive outlook. In addition to
these verbal contacts, we also developed referral forms which
stated the objectives of the Program and described the person
to whom we might be most helpful. These forms were circu-
lated to individual staff members as well as at various staff con-
ferences. Most referrals were actually made by nurses or social
workers; the others came from various sources, including the
janitors and the switchboard operators.

There were certain criteria used in screening patients in or
out of the Program. A patient had to “‘reach out” in some way—
had to choose to participate—even if this reaching out was only
in negative form—such as not throwing the Case Aide out the
door. Other criteria which were spelled out for the prospective
client during the screening process included the following: the
patient had to be able to communicate in some form; the psy-
chiatric symptoms had to be within reasonable control; and,
the patient had to have a plan, a motivation a desire to do some-
thing.

We found that if a patient was either unable or unwilling to
communicate, or physically hostile or aggressive (o himself or
to others, the relationship was too frightening or frustrating
for Case Aides. Yet, we did occasionally accepta difficult situation,
such as that of Arthur, “the silent musician’. We were told by
a sensitive and caring attendant about an older man who sat on
the ward and spoke to no one but moved his hands in a consis-
tent, but seemingly bizarre pattern. Mrs. Ronson, a dynamic
and persistent woman, who had been in the program for two
years, became curious and asked il she could try visiting him
weekly to see if she could break through this “sound barrier”.
In reading his hospital record, a few interesting facts could be
gleaned from the pages of medical and psychiatric details: he
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own and was a warm, helpful man, was assigned to Joey and
was eager to give his time and love to the strange young boy.

It was Mr. Douglas who kept wondering about Joey’s behavior,
feeling that there was something else wrong with him not ex-
plained by a diagnosis of retardation or autism, because he saw
flickers of intelligence indicating the boy’s ability to learn.
Soon he had developed a simple education program to teach
Joey numbers, colors, letters and a way to express himself. He
also requested that Joey be given a hearing test, and he was the
only one not surprised to learn that Joey was almost totally
deaf and had becn since birth. Presently, Joey is in a special
residential school for the deaf and soon will be moving into a
foster home near this school where he will live with a very
unusual family; both parents and one of their two children are
deafl and they want to give Joey the chance that they have had
to live a normal life.

PART III

“GETTING IT TOGETHER’.
PATIENTS AND CASE AIDES

We haven'treally discussed “who’ we worked with and “*how”
we found each other in the complex hospital system. Initially,
there were only a few Case Aides (all female) and two part-time
supervisors; so, we tended to focus on the large population of
“Chronics,” an abbreviated form of the psychiatric classification
of Undifferentiated Chronic Schizophrenics. Here, with more
than 1500 people crammed into two huge brick receptacles,
only a couple of dozen staff members and little therapy available
other than heavy medication, the greatest unmet needs were
concentrated. Thus, their needs, coupled with the hospital’s
concern about “trusting’’ volunteers to work with mental pa-
tients, focused our attention on this particular population. Most
of our early clients were women between 45 and 60 years old who
were considered “‘burned out”—meaning, few or no symptoms
of their menual illness were left; therefore they were ‘“harmless”
and “safe” for volunteers, expecially ‘“‘female” volunteers.

Most referrals resulted from an on-going public relations
and educational process, which consisted of our attendance at
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to encourage this behavior. Meanwhile; he increased George’s
medication. (To help or punish?)} He also sent us a memo defin-
ing the characteristics of a Paranoid Schizophrenic and under-
lined those traits which resembled George’s.

Results of physical examination: George Jones had a large
benign tumor in his head, located behind his eyes. According to
the neurologist who examined him, it was a wonder he could
both see and walk around with such pain.

The tumor was very likely present when he was admitted to
the hospital 10 years before; his symptoms were similar to any
individual with a tumor causing pain, pressure, and erratic
behavior. George is still in the hospital awaiting surgery, but
somehow he feels ““better” just knowing he’s sick, not crazy,
and he also feels and looks better without those large doses of
tranquillizers.

The valuable lesson to learn from George is: look behind the
“label”, listen to the person, respect the individual, trust your
own instincts, and always keep an open mind. Another case in
point is Molly, also a “‘complainer,” whose sympathetic and
persistent Case Aide was the wife of a well-known physician.
When she told her husband about Molly’s complaints, (called
symptoms outside hospital walls), he told her it sounded serious
and that she needed a gynecological exam and pap smear im-
mediately. An appointment was finally arranged by the Case
Aide herself in order to expedite things; the doctor reported
within a week that Molly had an advanced case of cancer of
the uterus which had spread to other organs and was inoperable
and terminal. Fortunately, Molly did live long enough to leave
the institution and go to a nursing home where she received
excellent medical care and warm personal attention, making her
last months happier and more comfortable.

Another example of a tragic mistake was Joey, who after years
in institutions for the retarded and then a mental institution, was
referred to us for some “‘fathering”. The staff was genuinely
touched by this handsome 17 year old person who seemed to live
in a world of his own—unable to talk, uttering strange sounds,
smiling inanely. But, always sweet and gentle like a devoted
puppy, he loved to be touched, to be given candy and to follow
anyone who was kind to him. At the psychiatrist’s suggestion,
Mr. Douglas, a retired engineer who had grandchildren of his
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over his own life, the fallibility of psychiatric diagnosis, and the
misuse of staff power over the patient are exemplified.

Hospitalized for 10 years when we met him, George was a
man of 40 years, small, dark and wiry. He was labeled a Paranoid
Schizophrenic because he had tried to hit his elderly father, had
complained of blinding pain in his eyes and said he heard strange
sounds in his head. After admission to the hospital, his father
moved away, and George who was considered ‘“‘assaultive’” was
moved to a back ward, given large doses of tranquillizers so that
his aggressiveness would be controlled, and was pretty well
forgotten.

By complaining that the medicine did not help his headaches
and by using a sharp, biting wit to snipe at both staff and pa-
tients he did not like, George was generally considered “‘a pain
in the ass” by the staff. In addition, he would not do ward duty,
saying, “Why should I? Are you going to pay me?”’ One day, he
walked up to the Case Aide unit, had a cup of coffee and read
some of the books in our meeting-room. After that, feeling wel-
come, he came up regularly and we soon developed a mutually
respectful relationship; he would say: “Good morning ladies,
how are you?; how’s the coffee today?” After a few weeks, he
noticed that we did our own cleaning and offered to help us
out. He eventually joined 10 other men and women who met for
a “discussion group” with two charming Case Aides. He became
the most active and most helpful patient member and soon
assumed the role of co-leader, which the two female Case Aides
found delightful.

George still complained that the medication made him nau-
seous and sleepy, that his head ached continuously, and that
he wished he could get out of this place so he could get some
real medical help. We listened and encouraged him to request
a thorough medical checkup, including an EEG. Although
legally, every patient was supposed to be given a thorough
medical check-up annually, it had been several years since he had
had more than a cursory examination, including a psychiatric
evaluation, which took about an hour, and generally was con-
ducted by a resident. Finally, after months of his nagging and
our diplomatic memos, the psychiatrist in charge arranged for
a check-up. He repeatedly told us that George was a notorious
complainer and manipulator and we were being silly and naive
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her 10 years of hospitalization; then, she gave up her Teddy
Bear, except for sleeping. With Amy’s help, she learned to wash
and set her hair, and pick out appropriate clothes for her visits
and excursions with Eileen. Without the closely coordinated
work of the ward staff and the Case Aide, Carol could not have
grown so much and so quickly. In weeks and months, we were
attempting to undo years of institutionalization, years of foster
homes, and years of being treated as a crazy person, rather
than a frightened, confused, and frustrated girl with mental
limitations.

Carol is not unique; there are thousands ol people who were
mis-diagnosed years ago or hospitalized for ridiculous reasons,
such as: truancy from school, sexual promiscuity, disobedience
to parents, petty larceny and other small misdemeanors, drunk-
enness or vagrancy. Of the hundreds of patients whom we met, the
majority were not mentally i1l when we knew them, nor had they
been for a number of years. Many of them were still on the same
medication because the staff was afraid to stop lest “‘symptoms”
reappear. Though unnecessary institutionalization occurs less
today because of new drugs that “*cure’”’ symptoms quickly, new
laws that protect the individual from quickie hospitalizations,
and the pressure on community agencies to serve people in the
community, there still are honest mistakes as well as manipu-
laton by punitive family members, politics, and, of course,
some people purposely choosing to ‘“‘escape” the real world
pressures.

Carol was the victim of both mis-diagnosis, (she wasn’t crazy,
just retarded), and legal manipulations; her parents were dead
and her aunt, who was the legal guardian, was using the money
from the estate. After a lengthy legal hassle, we helped Carol
reclaim the remainder of the funds—still considerable—which
then enabled her to pay her way in an excellent community half-
way house for retarded adults. She has been “‘out” for nearly
two years and has had her ups and downs. It took time not only
for her to learn to get along with other people in a more family-
style environment, but also to learn to manage money, job
training, a social life, and a generally independent and adult
life.

In George's story, other important aspects of institutionaliza-
tion such as the loss of a patient’s credibility, the loss of control
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Amy Burton, who joined the staff soon after her graduation from
nursing school, was a petite, dynamic, and idealistic girl who
turned a “‘disaster ward”’ into a more cheerful, hopeful place.
Whether out of good administrative judgment or sheer vindic-
tiveness, the nursing director had assigned Amy to a ward of
very disturbed women. It was notorious for being one of the
noisiest, dirtiest, and craziest places in the hospital; we rarely
got referrals from this ward or even solicited them. But, Amy
challenged us; she referred Carol, a 26 year old girl-child.
Behind the butch-cut, (the only hair-do the hospital barber
could manage), the dirty, tight dress, and the tattered teddy
bear was a rational, normal, possibly retarded human being,
according to Amy. We assigned Carol to an attractive, mature,
and determined case aide, Eileen, who not only had children of
her own but had previously done volunteer work with retarded
adolescents.

Fortunately, Eileen was better able than most volunteers, or
even ourselves, to tolerate the smell, noise, and chaos of Ward
X. Though one of us usually accompanied Eileen (with our
keys) to her meetings with Carol, she soon chose to manage on
her own. It was upsetting and frightening to walk into a large
hallway filled with women lying on the floor, women with their
dresses off, some defecating on the floor, some crying and moaning.
We tried to help Amy with her efforts to improve things; we
donated, via our community fund-raising efforts, money to pur-
chase rocking chairs, adult diapers, bright paint for the walls,
pictures, and bedspreads, nicer clothes and a radio. With Amy’s
nursing skills and her support of other staff, much of this in-
fantile and bizarre behavior abated. People responded to being
treated differently and many were able to learn new and more
appropriate behavior. A simple behavior modification program,
using food, money and cigarettes as a reward for good be-
havior, also helped to change these former patterns. And, Eileen
encouraged other case aides to try and work with some of the
less regressed patients on this ward. In our group meetings,
we shared our fear and repugnance and our guilt; and later, we
could share our health and skill and energy to work towards
change with these people.

Mecanwhile, it was still a slow, difficult, frustrating and excit-
ing year. Carol first gave up the baby-talk she had affected during
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Connors had known her for ten years and depended on her to help
care for the 25 other ladies on the ward, some of whom were insti-
tutionally regressed and child-like. Nurse Connors represented a
kind of employee that we met quite often in our years at this
hospital. She was single, older, her whole life had been devoted
to her nursing work and for many years she had been an em-
ployee in a state institution. Though the work was hard, there
were good employee benefits, a strong nurse’s union, a civil
service system which meant total job security, and, usually, an
entire area of the hospital for her to run pretty much as she
liked.

This kind of person was, though well meaning, a “‘smotherer’’;
she created total dependency in her patients. She called the
female patients “‘my little girls’” and the men, “my little boys’".
Although she was “nurse” or ““Miss Connors” to the patients,
they were, *“Mary, Joanie, honey or blackie’, etc.

When we suggested that “*her Mary” was perfectly well and
able to leave the hospital and that we would like to work with
her towards this goal, she became furious. “You’ll frighten her
and make her sick again; she’ll never be able to manage away
from me—away from here; she might get hurt out there”. Miss
Connors warned Mary about us, but Mary was curious; she had
heard about Case Aides from other patients. She liked the idea of
going out of the hospital with a Case Aide for coffee or a meal,
going to a movie or for a walk. She began to wonder about
earning money and buying nice clothes, so she ““tried”” us, and
as the weeks of new experiences went by, Mary began to resent
Miss Connors’ warnings and demands. As she gained confidence
her appearance changed and an auractive middle-aged lady
emerged from the sloppy, slouchy female patient. She spoke
differently, smiled more and began to think and dream and plan
for a life outside of the hospital. Within a year, she had moved
into a large suburban home to work as a housekeeper for an
elderly but spry couple. Her Case Aide continued to visit her
and had the pleasure of seeing Mary continue to blossom; she
soon became a friend and companion to her employees and
travelled with them on some exotic vacations. Meanwhile Miss
Connors, though resigned to this loss, kept gleefully predicting
that Mary would never last “‘out there”.

Of course, not all nurses are smothering, controlling people.
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apathy, regression, and loss of sexual identity and individualism.
Unquestionably, some people find this neutral, controlled atmos-
phere comfortable; it can be pleasurable to regress and be a
child again—told when to eat, sleep, defecate, and how to behave,
to do nothing, to have no responsibilities, to be dirty, and to be
1solated from normal social and business pressures. As Brian
put it so well: “Here, I read all day, eat, and sleep—I get my
3 squares and a roof over my head; I like being a ‘professional
patient’.”” Brian, prior to his hospitalization a year before, was
a 32 year old single physicist, supporting an aged blind mother.
Because his job was in jeopardy due to his company’s cut-backs,
Brian became depressed and retreated to his bedroom until his
mother, tired of nagging and imploring him, called the family
doctor who then called the police. Brian has chosen not to get
better; he has learned to play the “hospital game”. Whenever
a staff person suggests that he is looking better and might want
to start looking for a job or return home, he stops eating, sits
on the floor and refuses to talk or cooperate. So, he is said to be
depressed and to have suffered a relapse; he is then given more
anti-depressants and a “‘reprieve’’.

There are both patients and staff that enjoy the dependency
relationship. In fact, the individual who is quiet, cooperative
and seecks staff approval is generally. well-cared for and the
recipient of special privileges—such as small amounts of money,
food, one of the two semi-private bedrooms, better clothing, and
cigarettes. This person is very much like the “trustee” in a prison
system; he often helps the nurse and attendant with their duties,
like feeding and bathing other patients or shaving or “‘barber-
ing”. This patient is rarely referred to any special service of the
hospital because staff fears losing him, not only for the assistance
he may provide but often out of a sincere fondness. Mary had
achieved this special status over 30 years of hospitalization; we
became aware of her as a result of another patient’s comments.
We felt that she would be an excellent candidate for a live-in
housekeeper job we had heard of because she had the skills, was
only 55 years old, and was extremely healthy mentally and phys-
ically. Why was she in the hospital? No one remembered and the
hospital records were old and vague. Perhaps she had had a
“spell” as a young girl; but, now, 30 years later, her family was
long gone and her real family and friends were on Ward X.-Nurse
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And, so the day goes, and the new ‘“‘resident’’ discovers that he
1s one of a crowd. There is no difference in the quality of life for
a female patient who also has no privacy, and, like her male
counterpart, finds herself being observed on the toilet and in the
shower by employees as well as patients—often male attendants
supervise female showers and vice-versa.

Oneday, Joan, who rarely spoke (she was in a group of women
who were planning to move together to a nursing home), an-
swered our question about “What do you think you will like
most in a nursing home?”’ She said, ‘““After thirty years here,
I will finally be able to shower all by myself whenever I want
or need one’’. Such a simple and basic act of living.

Depersonalization is also reinforced by the ill-fitting clothes
the hospital supplies which, as we have described, most people
wear because they are without their own things due to theft, loss
or the choice not to even try to keep them. So, the hospital’s other
volunteer department distributes clothes (usually the result of
well-meaning citizen collection drives) which are in poor condi-
tion or very out of style. Also, there is no choice of clothing in-
volved; since 10 shirts are delivered to Ward A for 10 men, each
takes what is available or goes without. Over the years, one learns
to recognize an institutional inmate. He is generally wearing
a shirt that gaps around the third button down; it is also creased
because it 1s not wash n’wear and just gets washed and dried in
the hospital laundry. The slacks are too short and are held to-
gether at the waist with a piece of rope. The shoes are too large
and everyone—male and female—wears them because they were
donated by a nearby shoe factory.

Eventually, an inmate acquires ‘“The Patient-look,” the result
of potent medication, a starchy institutional diet, too little phys-
ical exercise, and poor hygiene. He or she shulfles and slouches;
the stomach protrudes; the body is flaccid and the hand is often
clammy; a handshake is generally loose and without vigor. The
face is usually smooth, relatively unlined, the eyes rarely meet
yours, the mouth is dry from the medication so that the per-
son is constantly licking his lips or making smacking sounds.
Although there is a physical basis for much of this “look,” there
are also the more subtle factors, such as: low self-esteem, (some of
which the person may have brought with him to the institution),
learned behavior, (new patients “copy’” old patients), boredom,



22 The New l'olunteerism

mental patient might stuff the toilet or waste the paper). Unfor-
tunately, there is also no paper towel or other toweling so people
are also unable to wash their hands routinely. It is quite ironic
that after teaching children in our culture to observe certain
amenities: use a toilet, wash your hands, dress in privacy, shower
in privacy, we then remove the very “tools’” needed to perform
such functions.

In a large institution, privacy and individuality are sacrificed
to efficiency and expediency. People on Ward A shower on
Tuesday and Saturday at 11 a.m.; medications are at 7, 11, 3,
and 7; meals are at 7:30, 12, and 5, (groups eat at 15 minute inter-
vals around each of the “'eating hours™). So you eat, take a pill,
have your shower and go to sleep with no regard to your own
needs. If you have a job off the hospital grounds, you very well
may miss breakfast and supper and your shower. Sometimes, with
a great deal of arranging and a sympathetic nurse or attendant,
you might work out an early shower and a roll to take along on
the bus to work.

What does this do to the average person who walked in to the
hospital confused or depressed? Soon he is on medication which
might “‘clear up’ his head but not to the degree that he is con-
sidered ready for discharge. He is assigned a bed among 30
others. His one good suit, clean underwear, (shaving stuff and
wallet must be left with the ward nurse for “‘safe-keeping’’), and
any other items he or his family packed for him must be crowded
into a locker. (If he’s lucky he’ll get a lock). He undresses for bed
with 29 other men, all strangers; he goes to brush his teeth and
discovers that there 1s no toothpaste, no cups, towels or doors
on the toilets. He is told to ask the attendant, but the attendant
1sn’t anywhere to be seen. He may have been outside all that day
raking the hospital lawn—referred to by the hospital staff as
“working therapy’. (It is, of course, unpaid labor). He sees a
shower stall and though 1t has no curtain decides it would be re-
freshing and that it would relax him before sleep; he asks a nurse
for a towel and she informs him that his shower day is two days
hence. Since there 1s no soap in the bathroom, he can’t even
“sponge” off.

The next morning, he is awakened at 6:30 a.m. for medication,
although he does not take his meds until noon. Everybody must
getup and dress to be ready for breakfast. First shift is at 7:00 a.m.
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It is not only the locked doors and barred windows that make
“patients’ out of people. Large sleeping dormitories of “‘wall-
to-wall’’ beds give people no way of undressing alone, sleeping un-
watched, or keeping clothing or other personal possessions in a
suitable place. The lockers for these items are in another room and
generally, the locks don’t work, causing one’s belongings to per-
petually “disappear”. The petty thievery in an institution creates
a terrible tension and fear. Often, it is not one patient stealing
from another, but an employee removing valuable objects, (sal-
able items), realizing that no one will believe a patient even if
he does know whom to accuse.

This inability to hold on to personal possessions accounts
for the large number of institutionalized people who wear
institutional clothing rather than taking a chance on losing
their own. Also, it fosters a lack of trust and a legitimate sus-
picion which is not an irrational paranoia. Consequently, what
might seem like bizarre behavior is often explicable in this con-
text. For example, “‘Baggage Bertha” was the hospital joke;
when we attended staff meetings, someone usually mentioned
her. ““Hey, Bertha has a new shopping bag, it’s so full, she has
to lean over sideways’”. Laughter . . . a little comic relief for
a typically boring and frustrating staff planning conference,
dominated with discussion of meds: what kind, how much, how
little, how often. One day, I asked: ‘““Does Bertha have a locker?”
A nurse replied, ““No, I don’t think so”. It then became apparent
why Bertha had been forced to carry all her possessions with her,
including her one winter coat, shoes, underwear, pajamas, a
few books, old letters, toothbrush, etc. No one had ever stopped
to think that Bertha was simply trying to protect her few valued
possessions; instead they saw her as “eccentric”’, a text book
case of the “hoarder”. An embarrassed and conscientious nurse
followed up on this “discovery” and obtained a locker and a
lock for Bertha. She also noticed that Bertha still walked pecu-
liarly and arranged for a medical examination and X-rays. It
scems this woman was also suffering from painful arthritis,
which had been aggravated by her toting heavy bags daily.

While visitors to a hospital are usually shocked by the door-
less toilets and shower stalls, they often do not know that a
paticnt also must request toilet paper each time he goes to
the bathroom. (This rule is predicated on the possibility that a
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and to be responsible for the keys while they were together.
It was “therapeutic” in several ways; he felt trusted and respon-
sible, and it was also a socially positive and appropriate response
which made him feel gallant. (If this last statement sounds
chauvanistic, please appreciate the fact that most of the people
in the hospital were quite old-fashioned. They had lived in an
unstimulating and unchanging environment and thus main-
tained whatever ideas and values they had brought with them
5,10, 15, 25 years before).

One bleak October day, we were sitting in the large cheerful
meeting room, (formerly a patients’ dormitory that had been
lined with 40 rusted metal beds), conducting a patient-case
aide group. There were seven men and women from various
hospital wards; they were all between the ages of 20 and 30 and
all were involved in work training programs. The two college
student/case aides and ourselves were meeting with them on a
weekly basis to talk about jobs, leaving the hospital, places
to live, their hopes, their fears, and their concerns. It was 5:00
p.m. on this particular day and already it was becoming dark
outside and the wind was seeping through the barred windows.
Suddenly, David, a patient, turned to us and said: “In a few
minutes, you'll walk down the stairs, unlock a few doors and
leave us and this place behind. Soon, you’ll be going to your
bright warm house—without barred windows and locked doors.
Free to cat, sleep, come and go . . . in charge of your own
life. We’ll be here with the darkness, bleakness, the wind, the
barred windows and locked doors.”” We ““outsiders’’ sat stunned,
realizing how this knowledge—free to come, free to leave—made
it possible for us to be in this place. We also felt a flash of shame
to be so relieved that soon we would be leaving this depressing
atmosphere and going home for the night. Not one of us will
ever forget the drama and emotional impact of that moment.

That afternoon group met for a year and became very close to
oneanother. We saw five of the patients leave the hospital for jobs
and apartments and two others striving towards similar goals.
Yet, thatone “dark’ moment brought us closer together in feeling
what it was like to be a personin an institution. It also motivated
us to develop two evening groups the next year, so that the light
and warmth of the “outside” could brighten up the monotony of
institutional nights.



The Reason 19

relationships with case aides and with patients revealed glim-
mers of natural intelligence, humor, concern for others and
other signs of potential health and strength. However, he was
most unfortunate to have a family who only visited him irregu-
larly and who were incredibly cruel and disruptive on these
rare occasions. They made him promises that they didn’t keep
and, in general, treated him as a ‘“‘crazy’”’, “‘shameful” child.
Because his long hospitalizations offered only large quantities
of dulling drugs with no opportunity for “‘talk treatment’’, he
had neither expressed his pain or anger or love nor had he learned
appropriate channels for these feelings in a mental hospital.
Instead, he learned to submit or to get angry with himself and to
hurt himself, because it was more acceptable than yelling at or
hitting the offending person. He also saw his homosexuality as
aterrible and incurable disease, not recognizing that he had had
little opportunity for any other kind of relationship or that ho-
mosexuals can lead happy, healthy and productive lives out-
side of hospital walls.

“Paul” is one person in an institution; there were nearly 1500
people in this particular one when the Case Aide Program began.
Over the eight years of the Program’s “life”’, the population
was reduced to less than 800. There were several factors—death,
shorter hospitalizations, other alternatives, such as nursing
homes, case aide work, other staff work, medication, and com-
binations of some or all of these factors—that were responsible.

What is it to be a “patient’’? One can feel the emptiness and
loneliness and hopelessness and degradation of Paul. Yet, there
is more to ‘‘Patienthood’”. There are “‘locked doors”’. Employees
have keys—fat bunches of noisy, clinky keys, usually tied about
waists or in pockets or pocketbooks. A ‘“‘patient/person’ stands
and waits to be let in to his ward, to be let out; to get into the
cafeteria, to get out; to go from one building to another; to go to
the bathroom; to go to bed. The locking and unlocking ritual
confronted us every working day; Case Aides often borrowed
our two sets of keys in order to be freer to come and go with
their clients. Most of them felt as uncomfortable as we did as
they stood fumbling at a doorway with the ‘‘patient—person”’
standing respectfully, subserviently behind, waiting. One woman
came up with a simple and beautiful solution; she asked her
“friend”” (her patient), a young man, to open the door for her
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of us sit around with the nurse. We’re supposed to tell her what'’s
on our minds. But, no one says much.

The new doctors (psychiatric residents) came last week. Like
usual, we're all in a group again. It won’t last. Pretty soon,
they’ll be too busy just like the others.

What time is it? Oh, it’s late. 1 guess I better get back to the
hospital now.”

(Please note that Paul did not view the Case Aide unit as
part of the hospital, although he was actually sitting just one
floor above his own ward.)

PARTII

ON PATIENT-HOOD

The boredom, emptiness, apathy, and bleakness of institu-
tional life is only partially expressed by the man we call ‘‘Paul”
who dictated these words feeling a little proud, yet pretty self-
conscious. He wanted to share his experiences with other people
in the vague hope of helping someone else avoid hospitalization
or, at least, prepare for it. Yet, he did not really see himself as
worth “saving,”” but rather as hopeless and helpless, doomed
to spend the rest of his life in hospitals, though he was only
28 years old at the writing of this book. Because 12 years of his
young life were lived in three different state hospitals, his
hospital records numbered more than 1000 pages, and most
of the information was repetitious and inaccurate.

There seems to be a compulsion among psychiatric care-
takers to repeat everyone else’s diagnosis before adding their
own judgment, which usually only serves to validate and com-
pound what has gone before. An interesting thing happened
with Paul; because some doctor or social worker changed the
wording ol his illness, he went from a diagnosis of ‘“‘adolescent
adjustment hysteria” to ‘“‘chronic undifferentiated schizo-
phrenia’.

At 16, Paul had been sent to a mental hospital because his
mother was shocked and upset about his homosexual involve-
ment with another 16 year old boy. Although it is difficult to
unravel the real person beneath the years of hospitalization,
rejection by his family, medications, and self-hatred, Paul’s
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I used to work in the chapel for the Reverend. But I.didn’t
get paid so I stopped going after a while. I used to help out by
feeding old Mrs. Gordon. I liked her. Even though she was so
sick, she liked my company. I really miss her since she died.

There’s no place to wash your clothes. Even if you use the
bathroom sink, you have to watch them dry or someone will
snatch them. So I have to use the hospital laundry now. It
doesn’t matter so much any more. I don’'t have much. Clothes
are given out once a week by a volunteer department, but Mrs.
Bloom goes away for the summer and it’s closed.

I wait around until 11:30 and lunch. I hate lunch. Every-
thing looks and tastes the same. I never know if it’s fish or
chicken croquettes. Sometimes, there’s a sign so we’ll know.

After lunch—at a quarter to twelve—I wait around. I sit
around or take a walk. If I save my dimes all week and buy a
big chocolate bar, there’s a lady who’ll meet you in the hospital
tunnel and let you do it with her. I can’t do that so much any
more. Maybe it’s the meds, or because it's so lousy that way.
You know, I don’t even feel so bad about it any more . . .

besides . . . well . . . anyway, it’s getting easier the other
way—there’s this guy in the next bed. At least, it’s not for
money.

You might earn another dime by going over to the Ad build-
ing for the nurse to cash a requisition for a.patient who’s on
restriction.

Sometimes, I wish I could talk to somebody. I can hear the
nurses and attendants sitting in their office laughing. The door
is closed. On bad days, I think they're laughing at all of us.
Last night, there was this party they had. They had some booze
and grass. They sounded like they were having a ball. I wished
I could go in.

They lock the outside doors at suppertime—4:30. If you have
the money, and if you have permission, and you can find some-
one to unlock the doors, you walk up to Maria’s Sub Shop.
Curfew is 8 p.m. I have to be back by then or the police will come
after me.

Once a week is shower day. It’s pretty bad for us guys because
there is no privacy even though it feels good to be clean. But
it's not nice for the women. They feel lousy with all the young
guys—the attendants—watching them.

Once a week, we have a ward meeting for an hour. All forty
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they all don’t have locks and things get stolen. Okay, the rou-
tine . . .

At six in the morning, every morning, the attendant yells
down the hall, “Get the fuck out of bed”’.

Then, we head for the toilet. They just put doors on them.
There’s vomit in the sink. It’s been reported, but the janitor
doesn’t want to clean it up.

I sit around until 6:30 in the dayhall waiting for breakfast.
If T wanna, I can shave. There’s this barber—he’s really a
patient—who shaves all of us—twenty five to thirty guys—with
the same razor. He doesn’t get paid. The nurse says it's “‘good
therapy’’. Then, he crawls back on the floor and goes to sleep.
He doesn’t talk.

Some of the guys get their medication before breakfast. I feel
sorry for them because a lot of them get nauseous.

At 6:30 on the dot, everyone on our ward lines up and goes
to breakfast when the attendant opens the door. We get around
fifteen minutes to eat. IU’s always, ““‘Come on, hurry up”. There’s
juice, cereal, sometimes eggs, or pastry and coffee. There’s sel-
dom milk, except with cereal. It’s not very much, especially if
you're a big guy like me. If you have a friend in the kitchen,
you might get seconds.

(Do you have any crackers here?r)

Harry went for a job interview this morning. He had to leave
early and missed breakfast. They wouldn’t let him go eat with
the next ward.

At 7:00, you wait around again. Some patients get their meds;
others walk around the grounds, or they go to the canteen if
they have any money; or maybe buy a cup of coffee on the ward.
The attendants sometimes give you a cigarette for helping out.

If I'm not working, I can go into the patient’s lounge and sit
there. There’s nothing to do, though. There are no books,
games or music—only a broken record player. I'm allowed to
go to O. T. (Occupational Therapy) two times a week for
an hour each time. I can make either a hot plate or one of those
paper covered bottles. But, I've done those already.

I could smoke a lot, but I don’t have any cigarettes. Or maybe
take another walk around the grounds if it’s nice out.

If I remember that it’s Thursday morning, I go over to the
Chapel. There’s some lady there who gives you a cup of coffee
and a cookie.



CHAPTER2
THE REASON: THE PATIENTS

“

. to help resocialize a mental patient so that he or she
may become again a useful citizen capable of making a life
with dignity and pride . . .”

PART]I

ADAY IN THE LIFEOF PAUL,APATIENT

The following remarks were expressed during an interview
with Barbara, in the summer of 1973, in the Case Aide Program’s
offices.

“I sleep in a large back room with about twenty other men
in metal beds—rusty and peeling. Ten or eleven of the other
guys sleep in two side dorms. I didn’t get much sleep last night.
You know that guy, Joe? Well, he cried all night again. To get
into one of those private rooms, you have to be one of the special
patents, like Charlie—he sells the coffee—or little Jimmy—the
one who's flipped out all the time. There are no tables or chairs
in our dorms so there’s no place to store things near your bed. In-
stead, most of us have a locker in a separate locker room, but

15
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the program. As their skills developed, they were encouraged to
take on several individual patients, or were trained to lead small
therapeutic groups of patients, thereby ever increasing our
pyramid reach. Many chose to develop ancillary services that
came under the case aide umbrella, such as joint religious
services for both hospital and community residents, a clothing
store, etc.; whereas, others chose to start new programs within
their communities, such as spin-off community Case Aide pro-
grams, emergency Case Aide services, and socialization groups
for ex-patients living in isolated rural areas.

Now for the other half . . . many patients left the hospital
following the one year’s contract with the case aide. Others
needed two differing Case Aides to accomplish this same goal.
Some patients, unable to take the big step outside, did ex-
perience at least a sense of their own future with goal-oriented
planning, such as joining the Sheltered Workshop or re-
instituting family contacts.
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design a specific program of one, or both, methods at any
given time.

The actual program experience began for both Case Aide
and patient with their first meeting, always an awkward moment
since each knew little or nothing about the other until they
were introduced. We deliberately withheld information, such
as diagnosis or symptomology, from the Case Aide at this early
stage. They had to begin to know one another as two human
beings, anxious and unsure but immediately sensing the com-
monality of feeling that they were experiencing. Thus, the best
way to avoid stereotyping and playing psychiatric games was to
offer no alternative other than relating to each other as people.

New Case Aides, immediately after their first individual
patient meetings, joined their training seminar of 10—12
other case aides who had volunteered that year. These groups
were organized around particular days of the week. For ex-
ample, if 12 people expressed interest in volunteering on Tues-
day evening, the seminar met at that time. Once the groups were
formed, both membership and the meeting time remained con-
stant. We had a seminar on almost every day, one evening group,
and one seminar for senior case aides.

The training seminar continued to meet weekly during the
year and was the vehicle that the supervisors used for initial
orientation, on-going training, and group supervision. In
addition, each supervisor had primary responsibility for the
continuing individual supervision of one half of the Case
Aides in each group. Individual supervision schedules were
shared with Case Aides at the first meeting, as well as time sheets,
activity report forms, Case Aide manuals, etc.

The early weeks of these various Case Aide/Patient rela-
tionships were used to clarify patient goals, be it de-hospital-
ization, change of medication, greater family contact, or help
in finding a job. These goals continued to be evaluated, accomp-
lished, refined, or abandoned as the relationship between the
two developed and planning could be made more specific
and realistic.

Case Aides, on behalf of their patients, met with hospital
staff, community service personnel, and families of patients.
They also worked actively to raise the consciousness of their
communities about the needs of their patients.

Many of our Case Aides elected to stay more than one year in
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Two percent in addition, had obtained graduate degrees.

. . . 75% of them went on to other programs, further edu-
cation, or jobs—all in the mental health or related fields
—when. they left the Case Aide Program.

About their experiences as Case Aides, in particular:

. . . 33% spent one year in the program, which was the

minimum time required; 40% stayed two years, and 17%
gave three or more years to it. In other words, 57% of the
Case Aides chose to remain in the program beyond the
required time. In the eight years of the program’s his-
tory, the total drop out rate during the first year of their
commitment was only 7% (or21 individuals).
. . 65% of the Case Aides had only one patient. During the
later years of the program, when we began to build in
skill development opportunities beyond the first year that
the Case Aide spent with the program, 29% became in-
volved with several patients simultaneously. 10% con-
ducted patient groups. 8% carried both individual patients
and a group. (There is some overlapping of Case Aides
in these last three percentages.)

. 15% of the Case Aide population was also involved
in special projects, under the Case Aide umbrella, in addi-
tion to their individual and/or group patient responsi-
bilities.

That these people came to the hospital to volunteer their
energies, talents, and selves to help their fellow men was a con-
stant source of inspiration to us. We at least, had some reasons
for being there that did not involve altruism. However meagre,
we did get paid for it. They didn’t.

Why they came is a question that we cannot really answer
because there were so many reasons—conscious and uncon-
scious. We always asked people, in our initial interviews,
“why?”’ and we asked the same question as their year in the pro-
gram concluded. Here are some of the answers:

“I feel a responsibility, moral and religious, to do some-
thing for those less fortunate than I.”

“I have an aunt who is mentally ill. I feel that I under-
stand these problems.”
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“I was a nurse’s aide before my marriage; I'm not ready to
go back to work yet, but I'd like to get back into this
field someday.”

“I'm going to graduate school in psychology next year
and I'd like the experience.”

“A friend of mine was a Case Aide two years ago and rec-
ommended the program to me.”

“I don’t really know, but I'd like to try and see if I can help
someone else.”

“My father is in an institution in another state; I'd like to
help someone like him.”

“I’'m very interested in mental illness and have done other
volunteer work.”

“I have some time beyond my job and my family and I'd
like to do something for someone who needs a helping
hand.”

And so on and on and on with responses that indicate main-
ly a desire to help, a certain curiosity, and perhaps a sense
of *“There but for the grace of God go I, my friend, my fam-
ily.”

In the long run, their reasons for being there did not matter
as much as what they accomplished once they were there. Based
on an analysis of the time that they spent at the unit, they were
involved in face to face contact with their patients an average
of 3.7 hours per month, a fact which shows that they actually
lived up to the terms of their commitment. This investment on
their part enabled 50% of the patients to be discharged from the
hospital into independent living situations, family care homes
or other alternatives.

What did we do to attract their attention to us? How did
we get them to volunteer for this particular program? First
of all, we used all the resources of the media to which we had
access. We wrote letters to the editors of local newspapers, as
well as feature articles on items of special interest to the public,
such as state-wide Case Aide conferences that we co-sponsored.
Another publicity item was the visit to the unit of a company of
actors appearing in a play known for its forthright opinions on
the care of the mentally ill. We also used the brief public service
announcements available on radio and television. We appeared
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on guest spots and news features on major television and radio
networks. For example, in conjunction with the State Employ-
ment Rehabilitation staff assigned to the hospital, we organized
a panel discussion with patients who had ‘““made it”’ on the out-
side which was covered by a T.V. news team. We appreciated
their interest in a ‘‘success’’ story which, we felt, went a long
way toward changing public attitudes about ex-patients. We
also availed ourselves of programming slots on the public
broadcasting channels.

Most important, though, in attracting qualified people, was
the personal salesmanship of the Case Aides themselves and
others who had contact with the program. If a Case Aide had
a good experience in the program, he or she usually involved
others. Many of the Case Aides were referred to us in this manner.
Such solicitation on the part of our volunteers was ideal since
this potential volunteer had already participated in a form of
self-selection, or informal screening process. They tended to
have a reliable and realistic idea of what they could expect,
what would be expected of them, and, -as a result, they usually
made excellent Case Aides.

We found that our own participation in the organizational
life of the communities that the hospital served was another
way of advertising the program and keeping it responsive. Some
of the methods we used included appearing on panel dis-
cussions, speaking at church and community groups, and
liaison work with mental health associations and agencies.

We also made a special effort to work with organizations that
were attempting to raise the social awareness of their member-
ships, such as community based mental health associations, the
League of Women Voters, the National Organization for
Women, and local community colleges. Such groups have a
natural affinity for programs such as ours, since we could pro-
vide opportunities for training and career testing, as well as per-
sonal involvement and active participation.

The psychology, sociology, and counselling departments
of the colleges in the area were also attracted to the Case Aide
program because it could provide undergraduates and graduate
schools with a relevant and practical experience in their chosen
fields. In the 1972-73 program year, eight colleges and uni-
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versities had arranged formal placements for their students. For
some of these placements, the time commitment had to be
limited to the academic rather than the calendar year.

All of our potential applicants were screened in a personal
interview with one, or possibly both, of the social work super-
visors. We also required character references. One of the most
frequently asked questions about the program was, “What did
you look for in a potential Case Aide?”” We found that our
first impressions were usually a significant indicator of an
applicant’s potential success. Does this person’s appearance
reflect a positive image about himself? How does he handle the
initial few minutes of the interview? We wanted someone who
had a fairly positive outlook about himself and others and who
would be able to cope with his own anxieties in an open man-
ner. For example, the applicant who walked into the office
complaining about the directions given, and making other
negative comments was less likely to succeed than the person
who came in smiling and, although nervous and somewhat
thrown, perhaps, by his first encounter with the inside of a
chronic back ward psychiatric facility, was able to say, ‘I hope
I can be helpful.”

We found that certain qualities counted a good deal and that
Case Aides needed the ‘“‘three R’s’’—reality, relationship and
resourcefulness. By reality, we mean a large dose of common
sense, an ability to maintain perspective and proportion, and
a capacity to “‘see it like it is”’, while still keeping a sense of
humor. When we talk about relationship, we are saying that
we expected a Case Aide to care enough to respect the patient’s
right to grow in his own way and to be friendly without smoth-
ering. Resourcefulness encompasses the ability to put it all
together—hospital facilities, supervision, community services,
and self—on behalf of the patient.

We also found that we made judgments concerning an ap-
plicant’s motivation for wanting to join the program. There
seemed to be, in our experience, three categories of people
who did not make effective Case Aides, which we tried to screen
out although they might have been fine people in other situa-
tions. The first type may be described as the ‘“‘super-intellec-
tualizer”, usually extremely well read in the psychiatric litera-
ture and fascinated by the vagaries of the mind. These people
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were usually too clinical and detached to be able to relate well
to a patient. They wanted to meet a ‘““catatonic schizophrenic”,
not Joe Smith who really didn’t have any “interesting hallu-
cinations’” but who desperately needed someone to help him
cope with a life situation that was too much for him.

A second category that we tried to avoid was “Mrs. Goody-
Two-Shoes” who wanted to help “those” people. A Case Aide
needed, first and foremost, to identify and empathize with his
patient. They needed to see themselves in others and to see
others in themselves. Case Aide language had to be “we’” and
“us”, not “those” and ““them.”

The third category, perhaps the saddest to turn away, were
those people who were experiencing emotional difficulties
themselves and saw their involvement with patients as a means
of getting vicarious therapy for their own personal problems.
Our raison d’étre was to treat patients. With that, everyone
had more than enough to do; we really did not need to take on
volunteers who were also in dire need of help.

As mentioned before, the core of the Case Aide Program was
the relationship established between the Case Aide and the
patient to whom he was assigned. After the inital screening and
acceptance of the Case Aide, the supervisors matched the volun-
teer to a patient who had also been accepted into the program.
This matching was a complicated task; the criteria that were
used varied from situation to situation. Factors taken into ac-
count included the backgrounds of both patient and volun-
teer, the special interests of each, their personality characteris-
“tics, educational levels, and the therapeutic approach that was
initially deemed most efficacious for the patient. An important
and over-riding aspect of matching was the geographic home
of both patient and volunteer. Patients needed a community
connection; thus we tried to match from within the same area.
Patients needed a Case Aide who knew where their roots were
and who could help to re-establish them. Some matches were
quite conventional:

. a forty year old male self-employed engineer to a
patient in his late 20’s with an engineering background,
but with extremely low self-esteem and fears about leav-
ing the protection of the hospital.
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. a middle-aged, attractive divorcee to a woman patient
of comparable age who could not adjust to separation
from her parents, who never married, denied her fem-
ininity, and turned for solace to alcohol.

. a young housewife with three small children living in
an isolated suburb to a young housewife, an outpatient,
living in almost identical circumstances, but feeling
overwhelmed by her family responsibilities.

In these situations, the personal experience of the Case Aide
could be brought immediately and specifically to bear. The
feeling, “I've been there; I know”, was an invaluable founda-
tion for their relationships. These Case Aides needed, in their
supervisory meetings, to be helped to maintain their balance
and perspective as the problems they encountered with their
patients came close to home. The line between the sane and the
insane is awfully thin. Additional stress—the proverbial straw—
might break anyone’s emotional back. The knowledge that this
person ‘“‘made it”’ gave the patients hope—a tremendous ad-
vantage—as they fought their way towards a more satisfying life.

In other situations, we tried different combinations with
sometimes dramatic results:

. a female college student with an exceptionally mature
and accepting manner to an older man without family
who was unable to find a place in the world after fight-
ing in World War II, and was therefore restless, and with
a long history of negativism, hopelessness, and alco-
holism.

. a college student named Lisa, who looked much
younger than her 21 years, to a woman, Mrs. Johnson,
with a twenty-year history of severe marital difficulties
and an inability to relate successfully to her five children.

These situations were unconventional in that lay people—
Case Aides—became directly involved in the psychiatric diffi-
culty. The Case Aide represented an area of the patient’s life—
still problematic, unresolved, and coped with unsuccessfully.
In the first situation mentioned, the older patient had never
resolved early adolescent conflicts surrounding his relation-
ship with women. In the second, the young Case Aide was
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symbolic of the patient’s children who had become all wrapped
up in the marital mess. As the relationship between the patient
and the Case Aide developed, in a healthy manner, with super-
visory assistance, there were immediate improvements in other
areas of the patient’s life. The important factor that made the
difference in these relationships was the emotional courage of
the Case Aides: their ability to recognize and accept their feel-
ings—no matter what they were—and those of their patients.
At times, this honesty and spontaneity made us flinch, as we
did when Lisa related to the seminar group a conversation that
she had had with Mrs. Johnson over the weekend. Mrs. John-
son’s daughter had telephoned the hospital, inviting mother to
lunch in town—an unusual gesture from a girl previously
withdrawn and rejected by a sick mother. Mrs. Johnson was
unable to cope with her daughter’s overture and refused the
invitation; however, it disturbed her enough to discuss the inci-
dent with Lisa when the pair met later that day. Lisa instinc-
tively blurted out, “That’s terrible! You call her right back and
accept her invitation! If you don’t, I'll drag you there myself!”
As social workers, we might have recommended the same ac-
tion, but would have been more delicate and ‘‘professional”
about how we expressed it. However, it worked; Mrs. Johnson
had a marvelous time, and the luncheon was the beginning of
amother-daughter rapport.

Once Case Aides came into the program, why did they stay?
Each had his personal reasons, but we tried to build into the
program components that we hoped would enable them to stay
should they desire to do so.

As a practical consideration, for continuity and quality of
service to patients, Case Aides had to make a commitment
which gave them a sense of purpose. The terms of this con-
tract were spelled out during the screening process and was an
important factor in our combined decision—for us to accept
the volunteer; for the potential Case Aide to join the Program.
This contract, limited and specific, also enabled the Case Aides
to volunteer with ease of mind. They could leave with grace.
Many volunteer programs ask too much for too long because
the terms under which a volunteer offers his services are un-
clear. The commitment required that the Case Aide must:



56 The New Volunteerism

1. remain in the Program at least one year,

2. meet with his/her assigned patient once a week, prefer-
ably on the same day of each week, for at least one hour;

3. submit weekly written reports on their feelings about these
contacts. These reports were the basis for individual supervision
including diagnostic evaluation and treatment planning. They
were also used in assessing the present and potential skills of the
particular volunteer.

4. attend weekly training seminars with other Case Aides.

On the other hand, the Program—or the social work super-
visors—had certain obligations to the volunteer. We, in turn,
committed ourselves to assist them to do their job. The vehicles
that we used were threefold:

1. supervision (further discussed in Chapter 4) of their work
with patients on an individual basis and within the context of
a group;

2. training seminars;

3. full time availability of the supervisory staff.

These obligations on our part were made specific—indi-
vidual supervisory conferences were clearly and regularly
scheduled; training seminars met weekly for about 90 minutes,
and the unit was covered about 45 hours per week.

One of the most important factors that kept Case Aides in
the program was their direct work with the patients. Although
we tried on several occasions to interest Case Aides in the
administrative tasks, such as Senior Case Aides undertaking the
individual supervision of the newer volunteers or research
projects on Program effectiveness, it was no use. Most of them
refused and continued to refuse because they were sustained,
exhilarated, and motivated by personal, direct involvement with
people. They were making a purposeful contribution and were
emotionally connected to their patients and the program.

This emotional connection was so strong that the actual
program operations—formal meetings between Case Aides and
patients—could not absorb it all. Thus, it spilled over, like
capital that could be re-invested—into informal contacts that
became part and parcel of the unit’s spirit and special-ness.
Thus, interest in each other’s patients became group outings;
wanting to share this experience became evening parties where
families of Case Aides and patients got to enjoy each other’s
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company. Or, the desire to assist a patient leaving the hospital
after a prolonged stay became a ‘‘going-out” luncheon with
gifts for the new home.

Instant feedback and recognition played important roles in
our success in having Case Aides remain with the program.
The volunteers worked hard, often doing unrewarding, dirty,
and difficult jobs. They really didn’t expect kudos, but we felt
that such recognition, from outside the unit, was well deserved
and we tried to reinforce the development of relationships with
hospital personnel via social get-togethers and conferences.
Criticism was, of course, discussed and worked through; how-
ever, we often filtered out the defensiveness and hostility of the
hospital’s bureaucracy about volunteers or about anyone who
accomplished anything!

They also stayed for another reason. As the Program grew
and developed during its eight years, processing and evaluation
made it more sophisticated, therapeutic and professional. As
it grew away from its modest beginnings, it became more or-
ganized and structured. Thus, the program constantly chal-
lenged the Case Aides to develop new skills, to push out the
limits of their experience, to try new approaches. We dis-
couraged the volunteers from having the same experience re-
peated for yet another year. If a Case Aide worked with one
patient during the first year, she might work with even two or
three or even a group the second year.

In our supervision of these volunteers, we could see clearly
the tremendous impact that this program had on them. Their
families and friends were enlisted. Husbands or wives, ini-
tially doubtful about their spouses spending time at a mental
hospital, quickly became a part of the program. They became
involved with the program’s concern at the waste and the degrada-
tion of the hospital population and they identified with its
enthusiasm to change this situation.

Having experienced the problems and difficulties of the
mentally ill, Case Aides were more informed citizens and, there-
fore, more thoughtful planners of mental health programs for
their communities. Many were able to establish much needed
programs through the skills developed while “Case Aide-ing”.
They could also make more intelligent career choices based on
their experiences as volunteers.
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Perhaps, however, the most significant impact of the Pro-
gram was on Case Aides as people. All of them, without ex-
ception, were touched and changed by what they were doing.
They grew over and above the addition of these new skills and
challenging experiences. They learned about themselves, their
relationships to others, and their ability to make a difference.

For Ellen Carson, making a difference meant helping a lone-
ly, frail, and elderly woman move into a pleasant nursing home,
watching her walk down the hall with her new cane and
carrying her brand new suitcase. This was a special and private
satisfaction unlike any that she had never known before.

Jean Statler came to the program with years of church volun-
teer work behind her. Her husband was a minister in a small
town and she had always been deeply involved with his work.
Yet, she found something new in her Case Aide experience—a
personal, individual relationship. She also felt a “‘freedom’’in
being Jean Statler—not Mrs. Statler, the minister’s wife. Her year
in the program was unique; she met other volunteers from a va-
riety of towns and backgrounds and also was the special person
in Helen Carter’s life. Helen was a 50 year old depressed woman
who had been hospitalized since her husband’s death a year be-
fore. The two women went shopping together or out for lunches
and matinees. Soon Helen began dressing and primping for her
afternoons out. In less than six months, Jean helped Helen to
move to an apartment, and it was difficult to know who was more
excited on that happy day. The ladies continued to visit for the
full year, and Jean had the gratification of seeing Helen start
a part-time job and meeting new friends at a local widow’s club.

Sheila Bryan was a quiet, serious young woman who was a
Case Aide for four years, including the three years when she was
in graduate school. Feeling that her volunteer work was so
special, she continued her commitment despite the heavy
schedule that graduate school imposed. Presently, she has a full
time position as the director of a volunteer program in a com-
munity agency.

Ann Carlton had a daytime job, but still found time to share
one cvening a week. This attractive, single woman found patients
on her client’s ward so responsive to her that she came an extra
evening a week to play her guitar and socialize with them. Soon
she had interested a few of her friends in dropping by with her,
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and thus a spontaneous social club evolved which continued
long beyond the Case Aide year.

Harriet Stein was perfectly honest in telling us that her son’s
recent death was the motivating factor in her joining the pro-
gram. Her friends told her, “You've got to get involved in
something interesting and worthwhile.” Her therapist said,
“Get out of the house and into a new situation—new people,
new challenges.”” Harriet came to us and said, “‘Give me a tough
case, but not a young man.” We assigned her to Linda Stone,
a 14 year old girl who had been hospitalized for only a few
months and was an angry and outspoken adolescent. Linda
heard voices which told her to hurt herself and run away;
medication helped her to control her behavior, but her family
situation was chaotic. Her mother was an alcoholic, her father
a passive man who worked two jobs to make ends meet, and
probably also to stay away from an upsetting home. Harriet
had to work hard and long to develop a trusting relationship
with this sad and volatile girl. Somehow, in spite of the dif-
ficulties and the up and down nature of this experience, Harriet
felt that she had also gained a great deal. To give and receive
trust and love helped her to deal better with her grief and to
“move on’ in her life. The benefits to Linda were enormous
as well; she had found a true friend.

Some of the smallest details and gestures were significant
in our work with the institutionalized person: the first time
Peggy’s patient wore a colorful scarf (like the ones Peggy wore
each week) and some lipstick; or the first time that Mary’s
patient said “‘thank you’ after their hour’s visit and car ride;
or when stiff, anxious 16-year old Deborah rolled on the grass
and laughed out loud.

Anna Smith literally took on the world for her patient,
Joanna. The hospital said, ““She’s too sick.” Her husband-said,
“Don’t you dare embarrass me by volunteering in a looney
bin!” But Anna said “Yes! She’s a lovely person—she deserves
a chance; and yes! I will help her in spite of what other people
might think””. And yes—she did! Joanna left the hospital and,
with Anna’s determination and realistic planning, found a
room and a job. The hospital staff shook their heads with dis-
belief and a grudging admiration. And Anna’s husband met
Joanna and began to soften his attitude toward ‘‘crazies’’.
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Sometimes Case Aides became overwhelmed and had to stop
for awhile. Paula became frightened when her patient, Mari-
lyn, began to call her at home each day and beg her to visit her
more than once a week. We helped Paula to say “no”” and to set
other realistic limits, as well as to deal with her own guilt and
anger toward this demanding woman.

We have seen people on the street and in the supermarket who
had been in the program 1, 3, or 5 years before, and they say,
“It was one of the most difficult things I ever did, but it was
also one of the most worthwhile,” or, “I'm now a social worker
myself and I can’t tell you how much I learned from you and
from my experience as a Case Aide.” Or “My own mother be-
came mentally ill, and although it was terribly difficult and
painful, I felt as though I really understood what she was
going through and how to be helpful.” Or, “You really let us
do something; the Case Aide Program was the only program
in which the volunteers actually did the ‘work’ and not the non-
sense stuff, like addressing envelopes, making coffee, or just
standing around feeling embarrassed’’.



CHAPTER 1V
THE BACKBONE: SUPERVISION

“

. to extend the treatment reach of the social
worker through the use of competent paraprofes-
sionals . . .”

The component that brought the various pieces of the Pro-
gram together was supervision. This interface occurred for two
major reasons: supervision was an intrinsic part of our own
professional training, and since it was the organizational model
with which we were most familiar, we naturally adopted it when
dealing with Case Aides.

In addition, we found, as time went on, that this supervisory
role brought us into a constant relationship with Program
components. It reflected the Program in an immediate and daily
way, providing us with instant feedback about what we were
doing. So, we kept broadening this arena until we were using
this role for a vehicle to accomplish other tasks like training,
program planning, evaluation, and consultation.

61
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I. WHAT IS SUPERVISION?

Our own supervisory style has evolved out of our particular
experiences and particular professional training. In spite of
differences in styles and personalities, we do share a unity of
ideas about social work supervision. Most basically, we feel
that it is a practical method of telescoping expertise, experience,
and knowledge through various professional levels to the con-
sumer of the service. Thus, supervision is an integral part of
the agency’s service, a means to an end, an on-going and
dynamic educational process. It is contiguous to agency poli-
cies, in-service training, as well as social development programs.
These pieces must be intrinsically related to each other in order
to have credible supervision.

Let us also say what, in our opinion, supervision is not.
Firstly, it is not therapy. Both in social work literature and its
practice, there is a great deal of controversy about this aspect of
supervision and there are many inconsistencies, both in philos-
ophy and standards.

We brought to our own supervisory experiences a sense of
discomfort and dissatisfaction with the practice of supervision
as we had known 1it. We felt that the ‘‘supervisor/supervisee’’
relationship 1mplied a superior/inferior hierarchy which
created an artificial barrier to real learning, creative thinking,
and independent functioning. There is also disagreement
among social work professionals as to whether or not one kind
of supervision should be provided for volunteers, another for
paraprofessionals, another kind for people with advanced
degrees, and perhaps another for students in professional
programs. We did not respect this ranking based on such arti-
ficial labelling. Rather, recognizing that there are people who
are at different levels of education, experience, motivation,
ability, and interest, we individualized our response to different
needs.

Our guiding principle was that the purpose of supervision
was, in the final analysis, to deliver quality service to the
patients. To this end, we saw ourselves, the supervisors, as the
“enabling partner” of the Case Aide. It was our responsibility
to provide him with the tools and the climate in which he could
help his patient. And, we tried to implement this ideal in our
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supervisory contracts. We specified expectations and responsi-
bilities with respect to both partners as clearly as possible—
“who does what, when?”’ Part of the contractual responsibility
was a constant evaluation, modification and refinement so that
the teaching and learning processes were both viable and concrete.

II. METHODS OF SUPERVISION

In order to avoid a repetition of some of our own unsatisfactory
experiences in supervision, we found ourselves both using tradi-
tional modalities in flexible combinations and developing new
approaches in our work with Case Aides.

The most traditional and formal of the supervisory methods
1s individual supervision. In the Case Aide Program, the initial
phase of individual supervision can best be characterized as
an exploration and assessment of both Case Aide and patient.
There was an initial *“‘getting to know one another” period
which lasted a few weeks. During this period, each Case Aide
was assigned to one of the two supervisors who was primarily
responsible for this person and his caseload.

The first steps in working with new Case Aides were quite
concrete and practical, since the anxiety level was usually at
its peak. To avoid a build-up of such tension, we had cach
Case Aide mect his assigned patient immediately, which ef-
fectively dispersed the anticipatory anxiety. We also gave them
material, such as a Case Aide Manual, individual supervisory con-
ference schedules, and reading material that they could hold onto.
In addition, they were immediately introduced to their training
seminar where the process of group support was begun with a “How
did it go?” meeting.

We started with simple and visible goals such as: “*'Can we
help John to meet you outside the ward instead of in his same
“chronic” chair on the ward?” Or, the Case Aide might suggest
a walk first, then a trip to a nearby shopping center. As we got
to know our supervisees, we began to utilize their own case
material in the form of brief weckly written reports. Although
they are often a bugaboo in social work, written records of what
was happening between patient and Case Aide were necessary,
and we planned them carefully to avoid much waste of time
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with clerical details. After about six weeks, an initial and
tentative assessment of the situation was developed in a written
form. This procedure was used to assist the Case Aide to evaluate
with his patient realistic plans and goals in terms of present
functioning.

After this stage, recording was only relevant depending on
what was happening in terms of the initial assessment. Sup-
pose the original plan was not working. Why? New facts have
changed the situation, perhaps, or our thinking had been
quite erroneous. We were always relating to the now, the specif-
ic, and to our own activity which could be updated easily.
On the other hand, if the plan did work, we were then able to
tackle newer and more complex plans. Conferences tended,
therefore, to be goal-oriented and practical rather than the-
oretical and analytic. We also kept in mind that this Case Aide
patient relationship would last for one year. Qur goals were
usually based on time-tables of three month intervals, which
allowed us to maintain a ongoing evaluation of our progress.

As the Case Aide and supervisor became even more familiar
with each other, the structure and frequency of the conferences
became more individualized. We did not believe that the actual
time spent in supervision was the important factor, but its
quality and relevance. Supervision could occur at lunch, on the
clevator, etc. It was the atmosphere of learning, thinking, and
discussing that mattered. Some people needed less direction
in their weekly planning and could eventually utilize and
integrate more complex, theoretical material. Others preferred a
more subjective look at themselves and their relationship
to their client. Although we did not encourage a *‘spilling” of
personal feelings, the nature of the situation often triggered
such out-pourings, and we certainly saw ourselves as responsi-
ble professionals as well as compassionate and understanding
human beings who would listen. There is a difference between
“therapy”’ and being therapeutic; one of these differences was
our ability to set appropriate limits, helping this individual
recognize and deal with his or her own problems, and, if
necessary, referring this person to an appropriate ‘“‘helper”.

Or, as more importantly and frequently was the case, we
began to recognize the Case Aide’s and patient’s strengths. We
tried to organize our work to maximize these advantages rather
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than spending a great deal of precious time “working through”
material that was irrelevant to the task at hand. Why try putting
a square peg in a round hole, if, perhaps, you can create a
square hole? We could supplement individual relationships
with patient groups that were in operation. Or, if Mrs. Jones,
a Case Aide, with a particularly mothering manner, was ex-
cellent in building trusting relationships with dependent and
withdrawn chronic patients, but had difficulty encouraging in-
dependent functioning  patients, it was possible to switch
Case Aides. Mrs. Jones could continue operating with another
chronic patient while a more peer-oriented Case Aide was as-
signed to the original patient.

The termination phase, for both the Case Aide and patient,
and the Case Aide and supervisor, was a diflicult time. There
were two kinds of termination that had to be dealt with; that of
the patient and that of the Case Aide. These two usually co-in-
cided, but they might not. The patient may not have been ready
at the end of only one year, or he may have been ready before
the year was over.

Since the goal of the Program was to de-hospitalize the
patient, we used this “year’” as the frame of reference in which
to accomplish this task. We concentrated our efforts during the
last several months on helping both people to work through the
separation process. The termination was one of the most dif-
ficult and complicated aspects of our Program, as it is in any
therapeutic relationship.

For the most part, when the patient was out and beginning
a new life, he no longer needed the Case Aide in the same way.
The gradual separation was a good thing for the patient who
had begun to develop more independent modes of functioning.
The Case Aide, having accomplished the assigned tasks was
often ready to move on as well,

The Case Aide was asked to write a final summary of patient
contact for the hospital and Case Aide Program records. This
summary was often the only and/or the most complete per-
sonal and social history of the patient, which made it a valuable
and relevant task. Simultaneously, the supervisor was also
writing an evaluation of the Case Aide, which would be avail-
able to that individual and was often useful for future educa-
tional or employment applications.
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Should the: patient not be ready for discharge at the point
of the Case Aide’s termination, we had to review what alterna-
tives would be most useful to this patient at this time. Do we
assign another Case Aide or do we use the information. already
gleaned to make recommendations to hospital staff about other
services that could be utilized? We found it helpful, in those
situations, to emphasize the over-all relationship of both Case
Aide and patient to the Program, in toto, in the iniual con-
tacts. We also achieved such an effect via the availability and
back-up of the supervisors. We thought it important to meet
each patient and to plan joint interviews periodically; these
activities fostered a familiarity with the Program on the part
of the patient over and above his relationship with a particular
Case Aide. Then, if the termination process was not mutual,
the patient still could have a sense of contact with the Program
in general, which could support him until a decision was made
about re-assignment.

Concurrently with the individual supervision, there was also
group supervision. Each Case Aide belonged to a Case Aide
training group which met weekly for approximately 1% hours
under the co-leadership of the authors. Case Aides were as-
signed to these groups based on the community in which they
(and: their patients) lived.

This training group was the vehicle that the supervisors used
to impart specific information that the Case Aide needed to
know. For example, they had to become familiar with the
hospital, its staff, and its structure. In addition, they also needed
0. begin o know and to relate to one another as well as to the
supervisors. And, equally important, it was necessary for the
Case Aide to talk about his initial experiences and impressions.

The meetings needed to be most carefully structured during
this orientation stage. The Case Aide’s anxiety was extremely
high and his main support, at this point, came from his sense
of commonality with the group. Patient interviewing times,
group. hours, and conference schedules were firmly maintained.
Technical material had proved helpful and reassuring, so we
gathered together much of this material into the Case Aide Hand-
book which was the basis for our inidal discussions. It con-
tained topices such as:
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Objectives of the Program

Who is the Case Aide?

Responsibilities of the Case Aide—"the Contract”
Some Rules of Thumb: “'do’s and don’ts”
Relationship

Interviewing

Medication

Classifications of Mental 1llness

Steps 1n Readiness to Leave

Hospital Procedures

Commitment Laws

Hospital Facilities

Readings of Interest

Map of the Hospital

We felt that it was important for all volunteers to have this
kind of guide, which was covered in group meetings for the
first several weeks. Within this period, there was variation
within each wraining group reflective of the group composition.
For example, some groups preferred focusing on the patients, on
theories, and on intellectual discussions, while other groups
seemed more concerned about relationship. These ditferences
indicated to us the type of techniques that we would use in
teaching the individual seminar group. We related to each
group where they were. For example, the more “intellectual”
groups responded better to formal lectures, reviews of the
literature, “‘professional” guest speakers, and prepared case
presentations; whereas the “‘relators” were more comlortable
with movies, low-keyed group and peer supervision, and re-
source oriented guest speakers.

It was impossible 1o always have such homogencous training
groups. Yet, our experience has proven that there was usually
a dominant faction in the groups, although we certainly
respected and tried to respond to the needs of the minority. The
training seminar was as already stated, always supplemented
by individual supervision.

In the orientation stage, the group was evolving an identity
with the Program and with each other. They also became
familiar with the facility as they established relationships with
their patients. It is important to note that, if the Case Aide had
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not accomplished all three tasks, but more especially his patient
relationship, he would have difficulty persevering in the diffi-
cult, demanding, and somewhat unrewarding role as a volunteer
in a hospital where he was low man on the professional totem
pole.

These groups soon developed into true supervisory seminars.
The Case Aides were asked to take more and more responsibility
for their own learning as they become more cognizant of the
Program’s opportunities, their patients’ needs and their own
goals. They shared more of their own case material with the
group, and consequently such group supervision became the
vehicle for providing group members with creative new ideas
and with tried, successful plans.

Thus, we all moved from the initial stage of establishing a
relationship to the gradual use of that relationship on behalf
of the patient. This process was expedited within the groups by
frequent case presentations and constant evaluation of treat-
ment goals. We also encouraged patient-focused *‘putting-it-
together’ sessions, such as, “How can we handle a family who
sabotages?”’, “How do we get John’s teeth fixed so he can look
for a job comfortably?”, “What is a good way to approach Dr.
Jones?”. The Case Aide has grown beyond a friend/relator
to an ombudsman.

As part of this new focus, the supervisors tried to reflect some
of the commonality among the diverse patient situations. For
example, if one Case Aide group had several patients with
problematic family involvements, then we would organize a
series of meetings around topics like family dynamics, family
therapy, family service resources. Perhaps another area of focus
might be community mental health facilities (or lack thereof)
including problems of alternative living situations, job op-
portunities, and after care services. If, to give a very different
example, in-hospital situations were the theme, then discus-
stons might concern the hospital’s internal power structure
and how, if possible, to deal with it, or the integration of the
Case Aide into hospital treatment decision.

At the real heart of the training program was this implemen-
tation period where the volunteer “‘made it happen.” The
supervisors had to maintain a great deal of flexibility in re-
sponding to the group needs during this period, as contrasted
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to the more structured orientation phase. Although we did pre-
pare a monthly plan for each of the different seminar groups,
we had 1o be prepared to dispense with this agenda on short
notice. We had to respond immediately to crisis situations and
scrap the planned agenda.

During the termination phase, groups served to generalize
the experience making it an opportunity for personal growth
and an invaluable decompression chambers for emotions like
loss, anger, guilt, and relief. The sense of community—one to
another—that developed during the year provided each Case
Aide with a remendous amount of support, sustainment, and
assistance that contributed to the program’s “specialness”. The
“caring”’ and “‘sharing” were so evident that Case Aides’ smiles
and greetings often met with instant recognition from patients:
“Hi, Case Aide. Can I have a Case Aide, too?”’

Peer Supervision is a modality that evolved as we matured
as a Program. Although we felt that this was an extremely valid
and practical technique, it was not as highly valued by Case
Aides, especially the newer ones, who were often not secure in
nor as appreciative of their special skills and talents as we were.
There was still some idealization by many volunteers of the
“all-knowing” professional. Peer supervision was fostered
among Senior Case Aides and was an important part of their
training to lead patient groups. As concerned and motivated
paraprofessionals, they could not help but discuss alternatives
to what they were doing in order to do it better.

Because of the nature and structure of the Program, we were
able to use two techniques—co-therapy and co-supervision—
that proved to be invaluable teaching and learning tools.

In order for people to develop new skills, they need to practice
these new acuvities themselves. What better way to learn than to
be able to do? Co-therapy, where both the supervisor and super-
visee meet conjointly with a patient, enabled the supervisor to
treat, to teach, to learn, (o observe, to participate, to evaluate,
to demonstrate—all at the same time. This procedure imme-
diately placed the Case Aide in a “partner’”’ relationship where
he was responsible, participating, and involved in the super-
visory process in a way not otherwise possible. The extremely
practical advantages to co-therapy were: the client gained from
dual input, it cut down on the tme spent in “formal” super-
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vision, and it maximized the contribution of the Case Aide
during the early stages of his involvement. Co-therapy also
demonstrated the humanness of the supervisor who also made
mistakes, hesitated, and made choices that seemed less than
satisfactory. This process i1s the most realistic and honest
approach to teaching social work that we have experienced.

Co-supervision evolved from the interest and need of both
supervisors to provide support to each other, to learn from
one another, and to provide continuity and quality of super-
vision to all Case Aides. It was also a way of building some
accountability and objectivity into a large and dynamic pro-
gram. One of our major concerns was, “Who supervises the
supervisor?” We have some misgivings about the authoritarian
quality so prevalent in the practice of supervision and wanted
to establish a system of checks and balances. By collaborating
with a colleague, the impact of any particular biases we might
individually have would be minimized.

By the same token, co-supervision enhanced our supervisory
input because each brought a variety of information and skills
to the process. We found that, by sharing the leadership in
group seminars, we could free up one person to be the ob-
server while the other could be more active. We could also rely
on one another’s particular expertise simultaneously. For ex-
ample, when questions about family dynamics came up, Cathy
was the “expert’’; when questions about hospital or community
resources were asked, Barbara was the “expert”.

Another use of co-supervision was our joint meeting with a
Case Aide when one of us felt that there was not enough pro-
gress on a particular case. Also, there were times when one of
of us felt uncomfortable with a supervisor/supervisee relation-
ship but could not quite pinpoint the reason. We two might pri-
vately discuss our difliculties in working with certain super-
visees and thus help each other to overcome them. Or, we might
discuss these issues directly with the Case Aide and agree to chang-
ing the supervisors.

Such a supervisory team is not more expensive, as might he
thought, and is possibly even cheaper than the more commonly
used individual system because both supervisors do not have to
be always available. A Case Aide could call upon the expertise
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needed at any particular time and problems can be shifted to
the team member available or most able to cope with them.

Heretofore, we have described our use of five modalities of
supervision:

1. Individual Supervision
2. Group Supervision
3. Peer Supervision
4. Co-Therapy
5. Co-Supervision
which shared some common characteristics:
a. they were all personalized and reflective of the needs
of the individual supervisee;
b. they were all goal oriented;
c. they all sought to educate the individual and to en-
hance individual’s skills. and special abilities;
d. they were all based on a *““contract” between the Case
Aide and the program.
These modalites were similar in their continuity and flexibility.

There were distinct advantages and disadvantages to each of
the methods we have described, but unquestionably they all
worked best when used in some combination, such as individual:
and group, or individual and co-supervision, and so on. We did
find that there needed 10 be some individual supervision for all
Case Aides, especially in the inidal period of involvement, but
that it could later be reduced or de-intensified if too much
dependency was developing. :

By combining these modalities, the supervisors gained new
and clearer perspectives and learned from ecach other and from
the different Case Aides. A third and even more important
benefit was that the patient got a consensus of planning from
these concerned “helpers”. And a fourth advantage was that
the diverse modes of supervision prevented the growth of un-
healthy dependencies on the supervisors and vice versa. How-
ever, this diluting process did not mean a lack of personalness,
warmth, friendliness, or nawural affinity.

Our respect for the Case Aide permeated our philosophy of
supervision; it allowed the learning person to take responsi-
bility for his own development. He was expected to make
decisions, to develop his own style of relationship, and to
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participate in evaluating his own work. He was treated as an
important and worthwhile person with a right to good super-
vision; this in turn freed him to give even more to his patient.

III. PROBLLEMS IN SUPERVISION

It is important to deal also with the problems that we en-
countered in supervising the Case Aides. Some of the problems
are generalizable to any agency setting, while others are only
pertinent to this particular Program. The difficulues fell into
four broad categories: personalities, the situation, conflicts in
values and philosophy, or the style of the supervisor.

In spite of our screening procedures, we sometimes encoun-
tered unforesceable personality difficulties. Case Aides, once
they had become involved with the Program, developed a
variety of ways to deal with their confrontation of both the
awful conditions of the hospital and the intimacy of the rela-
tionship. Some of these coping mechanisms became problem-
atic and had to be dealt with in supervision. The proximity
to the emotional and psychological difficulties of the patients
triggered, for a few Case Aides, emotional and family problems
in their own lives. This category accounted for some Case Aide
drop-outs, especially if the Case Aide was unable o recognize
what was happening and get to the appropriate help.

Some Case Aides, particularly the younger ones, became overly
intellectual in their need to “‘cut-off” the pain around them.
They took to voluminous reading—the more erudite the better—
and tended to become overwhelmed by the psychiatric import
of what their patients were saying. Or, they became frightened
by a sense of responsibility to “do” something—anything—
thereby paralyzing themselves with their obsession to define all
their activity as the “right” psychiatric technique. They needed
help to recognize that a smile might be more therapeutically
important than an “interpretation’, or, that getting to know
Mary as a person, a woman, with wishes, hopes, and dreams
would do much more for her than finding the *correct”
diagnostic label.

The opposite reaction also occurred. Some Case Aides over-
identified with the emotionality of the situation. These
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volunteers needed help to develop some distance, to temper
their somewhat desperate desire to help with rational thought.
In these situations, the supervisors had to enforce limits, to
encourage careful analysis, and to be ready for emotional crises
at any time. A variation on this theme was the person who
became hostile and withholding to everyone except his patient,
as if he were encouraging a ‘‘you and me against the world”
conspiracy with his patient. This stereotype had to be un-
covered and squelched very early in its development since it
was unreal and regressive for both patient and Case Aide. Group
supervision usually brought this behavior most clearly and
quickly to the surface where it could be handled. Fortunately,
we did not have many Case Aides who resorted to this way of
coping, since it was so very destructive.

The “‘Case-Aide-ing” situation seemed to bring out some
problems related to the sex of the volunteer. As mentioned in
an earlier chapter, most of our volunteers were women. For
many of them, the Case Aide Program enabled them (o find an
outlet, an expression of themselves as worthwhile human
beings that they did not seem to have in other aspects of their
lives. The ensuing growth of self-confidence, the beginnings
of career goals, meant inner changes that were sometimes dif-
ficult for their families to understand and accept. For some,
old and new contflicts about women and their “‘place” came
into the situation with a vengeance.

To complicate matters even further, both supervisors, as role
models, were young, married, with careers, and Barbara, in
addition, was the mother of two children. As program direc-
tors, aside from having definite opinions about being women
ourselves, we were concerned about these conflicts—not so
much about how they were resolved, but that they were resolved—
so that the energy being thus diverted could be channeled
back to the pauents. Therefore, while the Case Aide Program
did not pretend to be, or aspire to be, a “‘consciousness raising”’
group, we did feel a responsibility to provide a forum for dis-
cussion. We found that our own leadership and the support
of the rest of the group was extremely helpful to many women
in moving forward in their own self development. As is ap-
parent from our statistics, many Case Aides went on to schools
and jobs.
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Although, over its eight year history, the Case Aide Program
was comprised of only 9% men, this figure had grown—to 16%
—by 1972. Used to a “'time-is-money’’ way of operating, we gen-
erally found that male Case Aides tended to get to the meat of
issues more rapidly than their female counterparts and were
more interested 1n results than in the process used to accomplish
them. They, in general, wanted to ““do’’ rather than to “‘learn”
and had less of a vested interest in being there than the women.
The youth of the two supervisors and the fact that we were
both females presented some role conflicts and thinking ad-
justments for a few. The beginning period of their involvement
was difficult for them and for us. Some tended to be embar-
rassed and uncomfortable in this situation and it took them
awhile before they developed confidence in our expertise.

Another, and much more crucial difficulty was the inability
of some of them (as with those women who had careers) to
tolerate the slow moving and often inane bureaucracy of the
msttution. Too many head-on confrontations with this red
tape craziness tended to create dissidence, anger, defensiveness,
and backlash from the hospital which, more often than not,
made the patient, not the Case Aide, the scapegoat. We, as
supervisors, were in a difficult position: leashing or muzzling
the volunteers was unworkable because their perceptions were
usually right on the mark and we agreed with them; however,
we had to continue to operate within the system, to some degree,
in order o protect the patient. Interestingly, male Case Aides
were often taken more seriously by the hospital staff simply be-
cause they were men.

Variety, as they say, is the spice of life; with the diverse Case
Aides in the Program, life sometimes got quite peppery as
values and philosophies clashed. We really ran the gamut. On
the one hand, there were some people who took our “rules of
thumb” so much 1o heart that they become over-zealous. For
example, we strongly emphasized that what happened between
the Case Aide and the patient was confidential and that this
material would not be shared with family or hospital unless
the patient wished it to be or unless there was a.clear danger
to the patient if such information was withheld, like suicidal
threats. Some Case Aides would not even share this informa-
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tion with us—and we had to know. Our judgment, after super-
visory discussion, had to prevail in such a situation.

Other Case Aides, either because of too sheltered lives or
fanatically religious beliefs, were too naive, which prevented
them from recognizing—and accepting—the basic humanity in
all of us. A Case Aide like this often encouraged patients to
play prolonged games of “*Ain’t it Awful” or “Why don’t you
. . . Yes, But” (Erie Berne, MD Games People Play: The Psy-
chology of Human Relationships, (Grove Press, New York:
1964) pp. 110-116) accomplishing nothing except keeping the
Case Aide on the hook. This type of volunteer was rather
sticky to handle because he was too interested in “doing for’’;
they had to be helped to connect on a more personal level—
“Hey, you're putting me on”’, or “Yes, it is awful, but what are
we going to do about i?”

Such conflicts could occur between patient and Case Aide as
well as between Case Aide and supervisor. For example, like
people everywhere, patients and Case Aides sometimes had
difficulty accepting the differences in each other, or these dif-
ferences became more significant as the treatment needs shifted
in the course of the relatonship. We had to use the strengths
of each Case Aide to accomplish the overall purposes of the
Program.

While the authors were remarkably similar in some aspects,
we did have totally different personalities and styles of oper-
ating which tended 1o cause conflicts with some of the Case
Aides. Cathy 1s quieter, more intellectual, while Barbara
exudes energy and immediacy. Simply because we are what we
are, we could drive o distraction some Case Aides assigned to
us for individual supervision and vise versa. Luckily, how-
ever, opposite numbers were usually complementary, so, with
flexibility and honesty, most Case Aides could get the kind of
supervision that they needed at any particular time.

IV. ADMINISTRATION IN SUPERVISION

In the Case Aide Program, we were also program directors
and were responsible for the over-all administration and man-
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agement of the Program and its resources—time, limited money,
and manpower. In this sense, we were program Supervisors.
This role, initially unfamiliar to us as social work practition-
ers, fit well with our other responsibility of training the Case
Aides. One part of our job could grow and develop from the .
other, constantly responsive one to another.

We developed several tracking systems by which we could
evaluate our return on investment ratio. We did this to constant-
ly extend our services as far as possible without sacrificing the
quality of those services and to keep those services responsive
to the needs of our consumers.

One of these systems was an evaluation of how we all spent
our time. What were we doing and how much time was invested
in doing it?

From these tables, it can be seen that the supervisors spent
approximately 1,558 hours, or 41.2%, of their time directly

USE OF SUPERVISORY TIME—1972-1973 as tabulated for
the Handbook:

Activity Hours Percentage

Administrative Recording,
Tasks Research, Evaluation . . . 339 9.0
Telephone 434 11.5
Staff Meetings 272 7.2
Program Planning 731 19.3
Screening 379 10.0

Supervisory Individual
Tasks Supervision . . . 726 19.2
Group Supervision . . . 278 7.3
Consultative With Hospital Swaff . . . 277 7.3
Tasks Community Education . . . 245 6.5
Special Activities 101 2.7
3782 100.0

*This figure includes hours spent in supervision as well as half of our
planning and screening activities. The other activities listed we would
have had to invest anyway if we were doing the actual treaunent work
ourselves.
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HOW CASE AIDES SPENT THEIR TIME—1972-1973

Activity Hours Percentage
Administration  Recording 609 10.3
Planning Staff Meetings 196 3.3
Supervision Individual 569 9.6
: Group 1195 20.2
Patent PatientInterviews . . . 2417 41.0
Contacts Staff Consultation . . . 925 15.6
5911 100.0

involved with Case Aide activities. For this investment, we
received a total of 5,911 hours that Case Aides gave to the
hospital. This is a return of four hours for every one that the
supervisors put in. Not all of these 5,911 hours that Case Aides
donated involved work with patients, since they also had ad-
ministrative responsibilities or supervisory conferences that
took them away from their main task. However, for the 1,004
hours, (or the 26.6% of our time) spent directly in actual
supervision, we received 3,342 hours (or 56.6% of Case Aide
time) in face to face interviews with patients or with others
directly involved in their patient’s care and treatment. This
was a ratio of three hours for every one that we gave them. In
cffect, using the Case Aide system enabled us to quadruple our
time input, in general, and to triple our investment in patients.

These ratios were also constantly improving. When the Pro-
gram first began, for every hour invested in supervision, the
Program received only about 1.5 hour return because of its ini-
tial reliance on the individual relationship, e.g. each Case Aide
had only one patient. For each new patient, a new Case Aide
had to be added. When we began encouraging those Case Aides
who volunteered for a second year to take on a series of indi-
vidual patient relationships or a group of patients, we could
reach many more who could benefit from our service without
increasing our investment or decreasing the quality of the ser-
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vice. As the Program developed a larger and larger cadre of
these senior and experienced Case Aides (remember that 57%
of the Case Aides stayed longer than the one required year),
the extension of the social worker’s experience would have
become greater and greater.

Thus, you can see the investment in time and manpower
to accomplish program goals. What about money? The only
money involved was the salaries of the two social workers and
their secretary, in addition to supplies, like paper, telephone,
electricity, etc. which was a minimal drain when viewed in the
perspective of the entire institution which had to be heated and
lit anyway. Everything else was FREE; Case Aides were volun-
teers.

Another aspect of administration, as we saw it, was a con-
stant awareness of issues. We continually searched for com-
monalities by which we tightened our organizational structure
and provided more relevant service. If a number of patients
could not realistically plan a life outside the hospital because
they had no shoes except bedroom slippers and no warm winter
clothing, it was incumbent upon the Program to deal directly
with the clothing issue. If a number of Case Aides felt that
the civil rights of patients were being violated, it was necessary
to obtain legal consultation for the Case Aides and their patients.
Such common threads often became outgrowths and offshoots
of the Case Aide Program developing into ancillary services like
a pauents’ rights group, a clothing boutique, etc. We tried, as
much as possible, 10 screen problems in and deal with them
directly because we felt, quite frankly, that, if we screened them
out by limiting what services we provided, they would just
continue to fester and grow.

Supervision of the Case Aide Program was one of our most
important “‘tools” in helping the patient to function better and
leave the hospital, and it also helped the Case Aide to under-
stand the hierarchy of the hospital in order to manipulate it
and to operate within it for the benefit of the patient. Also, the
diverse modalities of supervision offered the Case Aide emo-
tonal support, skills, and an individual and group identity.
We feel that much of the strength of the Program was derived
in this manner and also in the structure it provided for all of
us—purpose, goals, continuity, and mutual support.



CHAPTER V |
PARAPROFESSIONAL GROUP LEADERS'

Re-evaluation of Individual Treatment

The traditional modality for the relationship between volun-
teer and patient in the Case Aide Program had been individual
one-to-one meetings. While this mode of contact had been
markedly successful in past years, it did present certain draw-
backs. The relationship, because of the frequency and the
duration ol the contact, was necessarily intense. Therefore,
patients who did well in the program had to have the ego
strength to cope with such a relationship. More withdrawn
schizophrenic patients, paranoid personalities, and extremely
institutionalized patients were unable to utilize the service;
they were “included out’” by the nature of the service offered.

Secondly, the terminaton of this relationship was often
quite traumatic for both the pauent and the volunteer. Since
one of the primary goals of all these relationships was the
eventual discharge of the patent back to his community, the
termination of the individual relatonship often occurred when

'Much ol the material contained e this chapter has been published separately in the
Journal of Group Psychotherapy, Vol 21, Oct. 1971 “"Ticaunent ol Long-Term 1los-
pitalized Mental Patienis Through the Use of Volunteer as Group Leader™

79
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the supports of the hospital environment were also withdrawn.
To prevent the desolation of the patient, these relationships
were often extended indefinitely. The dependency needs of the
patients were overwhelming in many cases and the very
presence of the Case Aides precluded the making of new,
healthier, and more independent relationships.

Several external factors also occurred in the spring of 1972
that made us re-evaluate the individual treatment form. Firstly,
the demand for the services of the Case Aides throughout the
hospital was growing steadily. From 12 volunteers in 1965,
the program had grown to include 65 volunteers in 1971. Should
this growth continue, the individual supervision of the volun-
teers would become an impossible task. We wanted to respond
to the needs of the hospital without adding additional volun-
teers, while at the same time maintaining the quality of super-
vision.

A second factor was the impact of the community mental
health movement. Dehospitalization of the chronic patient, as
well as briefer stays for the newly admitted patients, were be-
coming more common goals than in the past. The “back ward”
patient was coming to the fore. New modalities had to be
developed to work successfully with this population.

In the spring of 1972 we decided to try small groups on a
limited scale in an attempt to resolve our own manpower
dilemma and to respond to the new type of patient that we
were being called upon to help, especially the chronic, “‘back
ward”’ patient.

Purposes of the Group Project

We knew that a placement in a nursing home was, at this
point, the only alternative living situation that could be ar-
ranged for many of the extremely institutionalized patients due
to the dearth of halfway houses, foster care placements, and
state supervised and sponsored apartment dwellings. To be
relocated at age 65 in a nursing home, away from a hospital
that has been a permanent residence fo 30 years, was a devas-
tating experience. Thus, three purposes became discernable for
our group work project:
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1. We were hopeful that some patients could learn to socialize
before the situation was imminent. If they could relearn the
rudiments of social interaction, they could develop social net-
works that could be transplanted or remade, regardless of where
they were living.

2. We also felt that the group might dilute the intensity of
the relationship so that more regressed patients might be able to
take advantage of the service.

3. We also hypothesized that the group might be a good ve-
hicle to prepare patients for one-to-one relationships.

Training Group Leaders

A. Seminars: As a first step in the establishment of small
groups within the Case Aide Unit, we approached volunteers
who had been in the program for more than one year, who had
shown evidence of skill in a therapeutic relationship, and who
were able to use supervision in a sophisticated and constructive
manner.

CHART 1
PROFILE OF TEAM LEADERS
SEX: 15 female
AGE: 20-29 30-39 40-49 50-59
5 3 4 3

MARITAL STATUS:

Single Married Divorced Widowed
4 8 2 1
EDUCATION
LEVEL.: High School Bus. College
4 1
Some college B.A. Some Grad M.A.

5 3 2 1
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FIELDS OF STUDY:
Undergraduate Work: 2 psychology, 2 sociology, 1 art
B.A.: 1 art, | history, | unknown
Graduate Work: 2 social work
M.A.: ] sociology
PREVIOUS VOLUNTEER EXPERIENCE:
Little or none Uptolyr. Over 1 yr.
1 14 13

PLLANS FOR CAREER IN MENTAL HEALTH FIELDS:
Yes No Undecided

9 5 1
LENGTH OF SERVICE IN CASE AIDE PROGRAM
Range Average

1-6 yrs. 2.7 yrs.

NUMBER OF ONE-TO-ONE RELATIONSHIPS WITH PATIENT:
Range Average
1-9 2.3 patients

Thus, a core group of fifteen women was brought together for
a training seminar in group process during the summer of 1972.
The seminar was conducted by the two social work supervisors
within the Unit.

The major requirement for participation in this summer
training was that each of the Case Aides involved be willing
to become responsible for the organization, screening, and on-
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going work with an actual group of patients. Meetings were
held weekly from the beginning of June through the end of
August 1972, and continued thereafter on a bi-monthly basis.
The content of the seminar was organized to correspond closely
with the specific tasks that the leaders were being called upon
to perform.

B. Team Leadership: As a first step within the training
seminar, we divided the group into teams of two or three leaders.
The team leadership approach was judged most useful for the
following reasons:

1. Mutual support and assistance—we felt that the responsi-
bility and the actual work involved would be too over-
whelming and time-consuming for a single volunteer.

2. Complementarity of personality and skills—we tried to
match team leaders to their strengths. For example a quiet,
more intellectual person with a more spirited, “down to
earth’” one; or a Case Aide with the skill and sense of timing
to “‘tell-it-like-it-i1s”” with a more supportive and motherly
volunteer.

3. Check and countercheck—this aspect of multiple group
leaders served to handle our own anxiety at beginning a
new mode of intervention and to provide us with a multiple
viewpoint of what was happening within the various
groups.

4. De-intensification and decentralization—In keeping
with the philosophy and purposes of the group approach,
having team leaders prevented too much dependence by
group members on one leader; it also encouraged a sense
of group membership in that the leaders shared responsi-
bility and were able to participate in the groups more fully.

C. Contentof the Seminars:

Week 1. After designating the various teams, we discussed
their anxieties and concerns about working together as well as
with a new modality. These feelings were expressed as pro-
cedural questions, such as: who do we work with, how, where,
who does what, and how often? We delineated together plans
of operation. To correspond with the weekly seminars, it was
decided that weekly supervisory conferences would be held with
each team, each supervisor taking half of the teams. We arranged
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appropriate negotiating meetings between team leaders and
hospital staff to discuss possible patient referrals. All patients
referred by staff for this project were interviewed by the Case
Aide group leaders. In order to facilitate this screening of
patients, we developed guidelines for interviewing potential
group members.

The guidelines included the following areas:

1. an introduction and statement of purpose by the Case
Aides;
2. a brief get-acquainted period including some informa-
tion about the patient, such as interests and activities, plans
for the future, and their ideas and concerns about their
hospitalization;
3. feedback from the patients; their questions about group
membership.
It should be noted that all patients joining the program did so
by their choice aswell as ours.

Week 2. By the second seminar meeting, team leaders, for the
most part had interviewed prospective group members. The
supervisors had reviewed the screening notes. By discussing the
idea of a “group contract”’, the supervisors were able to help
the team leaders make decisions about who was appropriate
for the group. For example, Mary M., able to work in a
sheltered workshop on the hospital grounds, was more com-
fortably placed with other patients at a similar level of func-
tioning; whereas Joan L., a potential nursing home candidate,
would fit in better with more withdrawn and chronic patients.

It was necessary, in this meeting, to reiterate the general
philosophy behind the group project: resocialization of chronic
patients. Thus, the overall contract for each particular group
had to include:

1. group mecetings that were held weekly on a consistent
basis with the same membership;

2. meetings that were held off the wards, on the Case Aide
Unit, where there are gaily painted walls, homey furniture,
and where coffec is always hot.

3. Full names were extremely important. Initally, every-
one, including team leaders, was given this courtesy.

At this second meeting, to provide additional support, the
team leaders were given a bibliography.

Week 3. At this point, team leaders had concluded screening
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and membership had been determined (clarified later in chart
2). To coincide with the first meeting of the various groups,
the third seminar session was devoted to meeting content. We
used mimeographed material that had been compiled on the
actual meetings of a pilot group held earlier that year.

We formulated certain questions to help the team leaders
focus on the following principles of group work:

1. Contract: Did the group members and the leaders have
the same purpose for being together?

2. Leadership: What was the role of the leaders? How did
they relate to each other?—to the group?

3. Group Techniques: How could seating arrangements,
absent members, etc., be utilized to foster group cohesive-
ness?

Week 4. To validate the group leaders’ experiences to date, a
well-known group leader was invited to address the seminar.
She spoke in a general way about the three basics of any group
experience: (1) know your members (patients); (2) have a con-
tract; and (3) try to accomplish the agreed-upon goals. Some
of the questions raised by the team leaders included: ““Can we
really have as a goal helping a patient leave the hospital when
we know there are no good alternatives? (the dilemma of the
hospital care versus nursing home care)”’, “How do we handle
feelings in the group, both the patient’s and our own?”’, ““How
does one develop a group feeling among diverse individuals,
many of whom are at different levels of functioning?”, and
“What if a group or a group member isn’t working out?”’

She was reassuring when she addressed herself o these con-
cerns by stating that even well-trained professionals make mis-
takes and are concerned with these same problems. She recog-
nized the limited community resources and the particular
problems of a state hospital system. And she emphasized the
need to be flexible and to re-evaluate the “contract” continu-
ously. We found that such an “outside’” validation of what had
been occurring for the past few weeks to be a tremendously
freeing experience for the somewhat apprehensive group leaders.

From approximately Week 5 and thereafter, the seminar mem-
bers were a cohesive group themselves, and they utilized the
sessions for the sharing and discussion of their actual group
experiences.
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V. OPERATION OF THE GROUPS

There were eight groups planned and developed. For the sake
of clarity and comparison, we have outlined each group in
Chart 2. Early in the fall, each group was asked to name itself
to encourage a group identity. These names are quite reflective
of the group’s personality and perception of itself. Three names
are particularly distinctive and deserve a more detailed descrip-
tion:

1. “Sam’s Early Birds”; they decided to be ‘“‘early birds”
because they wanted to have time for both a group meeting and
possible job opportunities. Later, this group adopted a mascot, a
fat Daschshund named Sam who belonged to one of the super-
visors of the Case Aide Unit. Sam’s presence seemed to trigger
important feelings and thus was used by the team leaders to
encourage verbalization.

2. “The Closet Group’’: The group originally met in a small
room, tucked away in an isolated corner of the Case Aide Unit.
The five group members, timid and withdrawn, were particu-
larly impressed with and happy about the lack of bustle and
noise so prevalent on their ward. This room quickly came to
symbolize, for them, calmness, a more leisurely place in which
to think and a place where they could be special.

3. “The Apartment Group': This group derived its name
from the goal of the membership, a goal which evolved later
in the development of the group. The seven women members,
with the help and support of the two leaders, decided to find
an apartment for themselves in a nearby community.

A. Content of the Patient/Case Aide Groups: As can be seen
in Chart 2, manifested especially in the number of years of
hospitalization and the nature of the patient’s illnesses, we
were dealing with a middle-aged, extremely institutionalized
population of chronic patients. The typical group member
was often inappropriately dressed, unkempt, apathetic-looking;
they tended to shuffle rather than walk; their overall bearing
was whipped and hopeless.

The first task of the team leaders was to encourage interac-
tion among the members. The keynote of these initial meetings
was the imaginative style of each of our leaders. Their tech-
niques ranged from the simple, like name tags, to the subtle
device of tape recordings to validate the patients’ sense of



Paraprofessional Group Leaders 87

“being there”. All the team leaders quickly learned the value
of serving food (coffee and cake) as both a communal experi-
ence and a non-verbal demonstration of hospitality, concern
and respect.

Since the goal of the groups was re-socialization, the focus
was on the present and future. Discussions pertaining to diag-
nosis or illnesses were discouraged and rarely came up. The
members’ social and communicative skills were truly rusty.
Most of these patients, for at least twenty years, had had no
opportunity to be individuals with likes, desires, or interests.
Even in social activities sponsored by the hospital, the parties
were organized for them as patients, not people. These patient/
Case Aide groups were different:

The Merry Group supported William’s difficult struggle
to voice one sentence, “‘I like oysters!” He glowed . . .
from a sense of accomplishment. The other members began
to applaud because they had heard him; they knew what
an important moment this was.

The first time Robert spoke in his group was to describe a
poignant moment in his past. This disheveled, toothless
45 year old man gently evoked an image of ice skating alone
on a moonlit pond with his girl friend of 25 years ago.
Other group members and leaders alike sat silently; their
faces reflected his own sadness and loss. Though it was
not stated, all appreciated his entrusting to them this spe-
cial and beautiful memory.

To enhance the interaction, all team leaders helped their
members to plan a group activity. Sharing an experience
together was an important dimension in the development of
group cohesiveness. For example, Sam’s Early Birds went bowl-
ing, the Social Group made brownies, the Merry Group
planned a complete luncheon, the Closet Group went to
dinner and a show, the Family Group had a barbecue, the
Ivory Tower and Apartment Groups helped a member apart-
ment hunt.

After approximately 10-15 meetings, certain goals had been
accomplished. They were groups: people were talking to each
other, not just to the leaders. Discussions were spontaneous,
real, and at times heated, including themes like the elections,



COMPOSITION OF CASE AIDE-LED GROUPS

The The The The
Apartment Closet Family Ivory
Group Group Group Tower
Average age: 40 years 58 years 51 years 54 years
Sex: 7F 5F 3F 3F
— — 5M 5M
Average
Stayin
Hospital 9years 23 years 19 years 16 years
Family
Visits:
Regular 4 1 — 3
Irregular 3 3 3 -—
None — 1 5 3
Diagnosis: 5 Chronic undifferen- 3 Chronic undifferen- 5 Chronic undifferen- 5 Chronic undifferen-
tiated schizophrenic tiated schizophrenic tiated schizophrenic tiated schizophrenic
2 manic depressive I manic depressive 1 mentally deficient 1 mentally deficient
1 mentally deficient 1 organicbrain syn-
drome
Hospital 1 alcohol addiction

Staff Goals

Placement off ward,
relating.

Refer to nursing home
at age 65

Placement off ward

Placement off ward

¢ LIdVHO



The Sam’s The The
Merry Early Social Sunshine
Group Birds Group Group
Average Age: 57 years 43 years 53 years - 54 years
Sex: 7F 3F 5F 14F
4M 3M 4M -
Average
Stayin
Hospital: 28 years 19 vears 23 years 20 years
Family
Visits:
Regular 2 4 3 5
Irregular 6 1 3 1
None 3 1 3 8
Diagnosis: 10 Chronic undiffer- 4 Chronic undifferen- 5 Chronic undifferen- 11 Chronic undiffer-
entiated schizophre- tiated schizophrenic  tiated schizophrenic  entiated Schizophre-
nic nic
1 mentally deficient 2 mentally deficient 4 chronic brain syn- 2 mentally deficient
drome 1 chronic brain syn-
drome
Hospital
Staff Goals: nursing home—so- socialization, job social experience placement off ward,
cialization support, group sup- social experience,

port communication

make friends.
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literature, music, and the hospital. Appearances were improved
by smiling and a sense of alertness; members ““‘dressed up" for
meetings. This was the point where the groups named them-
selves. It was evident to us that the goal of the re-socialization
was being accomplished.

B. Change of Contract: After about 12 meetings, the team
leaders began both in the seminars and in individual supervision
to become uncomfortable and uncertain about changes oc-
curring within the groups. It became obvious from their
material that the patients were beginning to use the group
meetings in a very different way.

The Social Group, in spite of their name, said it for all
groups when they decided that they did not want to do anything
or go anywhere. They just wanted to “talk”. “To talk” meant:

1. Personal and particular discussions: Dorothy said to Alice,
“It’s your fault. You don’t try to do anything about yourself.”
George said to Charles, “You're talking too much. Give some-
one else a chance.” And Harold said to the group, ‘“Guess what
happened to me today!”

2. More universal feelings: Janice expressed anger and pain
at not having been invited to her sister’s wedding. Paul said,
“Working and making money aren’t enough. You need some-
thing else. You have to be told by someone you care about that
it matters.”” And Ellen said, ““Hey, I'm me!”

To generalize, there were certain themes that evolved in all
of the groups, although they were expressed at different times
and in different ways. The most prevalent of these was the sense
of loneliness, loss, and fear of the future. As can be seen in
Chart 2, the majority of the patients had little or no family
contact, and they began to express their feelings of pain and
anger at this rejecton. The realistic side of these feelings is
that 1t is very difficult, almost impossible, to become again an
active communtity person with no one ““on the outside” who
cares.

C. The Team L.eaders’ Response: At first, the team leaders
questioned their ability to cope with the raw feelings that were
coming out. They were afraid of not going far enough, of going
oo far, of making things worse. As one leader put i, “Is it
really fair to allow such heavy discussions in a one-hour week
meeting. Then they go back to the ward where there is no one
who has the time o listen?”
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In the training seminar for the group leaders, we helped them
to verbalize and examine their fear of this kind of responsi-
bility and their lack of self-confidence. Again, the close correla-
tion between the content of both the training seminar and the
patient/Case Aide group meetings was critical. The leaders were
helped to utilize the seminar to discuss their own feelings; this
“group”’ experience freed them. When they understood the value
of sharing and support for themselves, they were able to allow,
encourage, and handle this material in their groups.

Some of the leaders were more able to grow and accept these
changes than others. It was at this point that they needed much
more individual supervision, especially when different growth
rates occurred between team leaders. We found that we could
identify three models:

1. Some team leaders used their differences consciously and
in a constructive manner. They maintained a clearer role
separation purposefully. For example, one leader might be
more supportive or ‘‘mothering”’, while the other could be
more interpretive, or “‘fathering”.

2. Some team leaders experienced conflict among them-
selves and became paralyzed or angry; these leaders needed
a great deal of help and basically had to “fight it out”.

3. In certain instances, where there were three leaders, two
became polarized as above. The third was more neutral and
evolved a new role as the mediator.

D. Implementation, or “Putting it Together”: The direct
result was an enormous opening-up of the whole project; we
saw real changes in all the groups. Some of these changes were
superficial but valid, such as:

1. Most patients were arriving earlier for group meetings
and staying later.

2. Patients initated their own devices for providing re-
freshments via bake sales, barter, etc.

3. They were referring other patients to the project.

4. Patients were becoming interested in exploring job op-
portunities even if they would be starting the job on a vol-
unteer basis.

Out of the 66 group members during the period from 1972-
73,

19% were discharged from the hospital during the first year;
of these, 6% obtained employment in the community;
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20% went to work in the.hospital’s sheltered workshop for
pay; )

23% went to work in the hospital without pay;

less than 1% dropped out.



CHAPTER VI

BRING ON THE DANCERS: THE FALLOUT

1972-1973 was truly the apex of the Case Aide Program — a
wealth of quality Case Aides doing quality work which resulted in
50% of the 120 patients involved in the Program leaving the hospital
in less than a year. Here is an example of our weekly calendar:

1.
2.

3.

Sixty patients being seen individually by Case Aides;

Five groups of Case Aides meeting with the supervisors on four
different mornings and one evening per week;

Individual supervision — approximately 22 Case Aides for
each supervisor;

. Sixty patients being seen in eight different groups at regular

weekly times on the Case Aide Unit — all eight groups led by
two or more Case Aides;

. The eight teams of group leaders of patient groups receiving

intensive supervision of their work, both in individual weekly
conferences and in bi-monthly seminars;

. Supervisors attending at least one staff meeting of hospital unit

personnel per week;

. Supervisors also involved in writing, community meetings,

publicity, consultations, planning of seminars, recruiting,
screening, ete.;

93
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8. Community groups, dance and music groups, and others.

The Case Aide Unit was rarely quiet; there was always a buzz of
voices, laughter, people coming and going; food being prepared or
eaten in the kitchen; the smell of coffee, a dog barking happily when
a familiar form came into view . . . a true sense of vitality and
purpose.

The positive feelings being generated by Case Aides, patients and
ourselves resulted in a spiraling of new activities and new dimen-
sions for the Program. It might be simpler to use an historical order
to describe the diverse new programs and projects that evolved over
the eight years of the Case Aide Program’s life. Each of these
satellites developed a personality and often a life of its own, but all
were in response to the needs of the hospital population.

I. FAMILY CARE

The first of these programs was Family Care, mentioned briefly in
Chapter 2, which was an alternative to hospitalization. When we
first began working at the hospital, we really did not anticipate the
possibility of long-hospitalized people leaving the hospital. Our
initial goal was to help improve the life quality of these people, to
bring them some friendliness, to re-introduce them to a more
“normal life”. Even after a few months of Case Aide visits, we
noticed remarkable changes in people’s appearances and attitudes;
and, we soon realized that we had a responsibility to take the next
step with those who were ready . . . a move out of the hospital and
into the community. In some instances, a nursing home was a
satisfactory placement if the individual were quite elderly and pos-
sibly had some physical infirmity. In other situations, the person
was too young and too active to fit into such an environment. What
then? We learned from discussions with other state facilities, as well
as from the administrator of this hospital, that there was already a
foster home department in the Department of Mental Health that
provided money and guidelines for the establishment of state foster
homes for adults, as well as children. In this particular hospital, this
funding had not been used nor had any administrative structure
been established to find the homes and supervise them. For almost
two years, a volunteer filled this position under the supervision of
the Case Aide Program’s two social workers. This particular woman
was uniquely qualified; she was a retired psychiatric nurse who was
also very active in church and community work. Together, we did
the publicity to attract people to this kind of job, that of welcoming
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former mental patients into their homes. Via newspaper articles,
speaking engagements, radio and television spots, and informal
contacts, we managed to find the initial eight homes that received
more than a dozen men and women during the first year of the
Family Care Program. The volunteer nurse visited each home
several times with the prospective resident so that the families and
new resident could get acquainted. We had a formal screening
process for these foster families to determine their sincerity and
ability to deal with former mental patients; we also provided on-
going support both from the nurse and the Case Aide staff. We made
every effort to make a good “match” between the home and the
special resident. Over the years, we learned a great deal about the
qualities that proved to be the most important for good family care
homes, and we also learned that, whenever possible, it was best to
place more than one patient in each new home. Good family care
homes often involved people who were accustomed to a large fam-
ily, people who had a need to be helpful to others, or who were
lonely, or who had experienced illness themselves, either directly
or via another family member. There was a financial need met and
formal guidelines established which helped to protect both parties
in this arrangement. We provided social services and medical ser-
vices to the ex-patient as well as a modest financial stipend every
month to the “foster parent”. In return, we expected that the foster
parents would provide a decent room, with no more than two
persons to a room, adequate meals, and laundry facilities. We
generally tried to find homes that were neither isolated from com-
munity facilities nor far from good transportation so that it would be
possible for these residents to get out by themselves and with
friends. We found that when two or three people moved out to-
gether or within months of each other, the adjustment was much
easier. There was a real rapport among people who had shared the
hospital experience.

Naturally, there were good homes, adequate homes, and bad
homes. We had, on some occasions, to move patients into other
homes. Of course, there were similar contrasts in the individual’s
ability to deal with his new home and new “family”. Some could
adapt amazingly fast to a whole different set of values, customs and
expectations. Others had more difficulty and needed more support
and time to make the leap. John B., who had been hospitalized for 45
years, had some problems adapting to his first “home”. He was
accustomed to getting up at 6 a.m. and now was living with a retired
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couple who liked to sleep in until at least 9 a.m. They were annoyed
to hear him whistling in the shower at such an early hours. When we
got together to talk about the conflicts on both sides, these problems
were ironed out as each became more understanding and consider-
ate of the other. They needed to learn more about John’s former life
to appreciate what it meant to him to sleep in a room with only one
other man, to be able to use the toilet alone, and shave and shower
when he felt like it or needed it, to eat at flexible times, and to be
able to go into a kitchen and have a cup of coffee — not only at meal
times. John also had to learn to use the most common of household
tools, such as an electric can opener, blender, modern stove and
oven, and the washing machine and dryer. Fortunately, Mr. and
Mrs. Smith were understanding and had a good sense of humor, as
did John; so, they learned to live together. Like several other foster
parents, they soon invited two other men to join them. John became
their assistant in helping these newcomers to “learn the ropes” as he
had. And, after two years, John moved out into his own apartment,
supporting himself with a part time job and his social security
benefits.

John was more fortunate than many other people who had been
hospitalized for so much of their adult lives; he had marketable
skills. Most of the people that we dealt with had no financial re-
sources at all — they were penniless. The Family Care Program did
not provide any money for the ex-patient, only a monthly payment
($7.50 per patient per day) to the foster parents. Thus, most of our
clients were totally without resources, unless they were lucky
enough to find some limited employment in the community where
they lived. For most of them, though, finding and keeping a job was
extremely difficult since they had not had any job training or experi-
ence in many years. Also, there was frequently a lot of discrimina-
tion within small towns against the stranger from the state hospital.
It was frustrating for many of our ex-patients to have no money and
to be exposed, for the first time in years, to all the consumer
merchandise and services that are now available, such as beauty
parlors, stores, restaurants. Again, the Case Aide Program took on
additional responsibilities, such as: providing money, or helping to
find jobs, or pleading clients’ cases to community resources.

One important development that we have not touched upon was
the administrative changes that occurred in Family Care over the
years. After the Case Aide Program had demonstrated the effective-
ness of this type of housing, as well as having provided the homes,
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the Family Care Program was integrated into the nursing depart-
ment of the hospital. We worked with the nursing supervisor who
was assigned to this position during the next two years. Although our
relationship was informal, it was pleasant and efficient. We con-
tinued to help with home finding via our publicity and community
contacts as well as the screening of the homes and the matching of
patients to appropriate families. The nurse was responsible for
medical follow-up, the contacts with the family care “parents”, and
was the liaison between the patient and the hospital. In cooperation
with the Case Aide, who usually remained involved for at least
several months after a patient was placed in a Family Care home, the
nurse also made the necessary community contacts for the patients.

Unfortunately, in the next four years of this program, there were
four different nurses and each one interpreted her role quite differ-
ently. Because there was no strong leadership from the Director of
Nursing, the family care nurses were without support or supervi-
sion. They also became involved with other tasks in the hospital
itselfand devoted less and less time to the family care homes and the
patients living in them. So, the number of homes remained small
and the lives of the patients remained static. It was extremely
frustrating for us to see a potentially viable alternative to hospitaliza-
tion just stagnate. Yet, we had no administrative responsibility, so
there was little that we could do to remedy the situation.

We became very frustrated over one case, in particular. The
Family Care nurse had been unable to find a home for Don, a
16-year-old boy, who was then placed on the “acute” men’s ward.
Don was very immature for his age and was beginning to ape the
symptomotology of his ward mates — homosexual activity, transves-
titism, and self-destructive acts. Diagnosed as “Adjustment
Reaction/Adolescence”, Don came from an affluent, but broken
home. His mother, who lived quite close to the hospital, was unable
to handle him and wanted him out of her life. Don’s father had not
been involved with the family for many years and we did not know
his whereabouts. Don’s return to his mother was not a viable alter-
native; however, his continued residence at the hospital was very
damaging. Prospects for a foster care home through the child wel-
fare agencies were almost impossible at his age and with his prob-
lems.

The relationship developing between Don and Pete, his Case
Aide, was helpful in giving Don a healthier male identification, but
their once a week meetings could not possibly counteract the impact
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that the remaining hours on the ward were having. The Family Care
nurse seemed at a loss; she did not know how to find a home for him.
Having exhausted all possibilities that we could think of, we finally
wrote a letter to the local newspaper asking for a home for Don.

A family did respond: a young couple with a five-year-old son and
a strong commitment to religious principles. There were some
problems; we did not think that the wife (Kaye) was as enthusiastic
about the plan to take in Don as was the husband (Dave). Kaye was
frightened of the influence that Don might have on their son. After
several discussions and a meeting with Don, the couple agreed to
open their home to him provided that they received support and
assistance from the hospital.

Don’s situation was one where everyone did work together, in
spite of difficulties that were sometimes formidable. Pete, who
continued to see Don weekly, and the Case Aide unit acted as
ombudsmen coordinating the activities of the various people in-
volved — the school authorities, the family care nurse, the hospital
psychiatrist, the social worker, and the foster parents. Conferences
were held regularly as well as family group meetings with the foster
family. This alliance was held together until Don finished high
school three years later and became self-supporting. He now has a
responsible job at a local fast food restaurant and maintains his own
apartment.

II. ALLOWANCES

The allowance program grew out of the need for patients in family
care to have some money of their own. It soon became an indepen-
dent structure, with its own volunteer staff, bank account, and some
administrative ties to the Case Aide Program. Each year, money was
raised by church groups, student organizations, and patients, which
was used for monthly allowances for those people both in the hospi-
tal and in foster homes who had no other resources. Although the
amount was small — generally $5 or $10 per month — it was the
difference between penury and pride. For some people, it meant
paying for a movie or pack of cigarettes themselves or treating a
friend to a cup of coffee, instead of having to constantly accept the
charity of others. Most of the recipients of these monies were eager
to repay it or to contribute to the fund when they eventually got a
job. Each year, a sufficient sum of money was raised to provide
holiday gifts for every client of the Case Aide Program, as well as a
large, festive party that was usually hosted by some community
group.
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I111. SOCIALIZATION PROGRAM

Almost spontaneously, another satellite program developed
which was a social group. As people began to move into the com-
munity from the state hospital, whether they moved into nursing
homes, family care homes, individual rooms or apartments, or back
with their families, there was still a social gap. Their relationship to
their Case Aide and, to a lesser degree, to diverse community
groups, was only the first step in the re-integration to a “normal”
social life. Many of these people did not know how, or were afraid to
try, to make social contacts on their own and sat waiting in their
rooms and homes for a Case Aide visit. Some were fortunate enough
to have some friends or relatives who had remained interested in
them during their hospitalization or who had renewed their rela-
tionships when they left the hospital. Others too were fortunate in
that their foster parents included them in their own social life. But,
for the majority, there was the emptiness of the new place and many
adjustments, but no one to share these experiences.

A few Case Aides became conscious of this need and started
getting together on a weekly basis with their particular
patient/friend, and a few other patient and Case Aide teams who
were also interested. Soon, the program grew into a well organized
club with a volunteer director and assistants; these marvelous volun-
teers have met weekly with 10-20 patients for seven years. Some of
the original volunteers and ex-patients are still in this club adding
new members yearly and even raising small funds to help support
themselves. The membership includes both people in and out of the
hospital and has been extremely helpful in bridging the gap between
hospitalization and communitization. Over the years, they have
done a variety of things together. They have taken courses in sewing
and ceramics, gone to baseball games and the theatre, and given
luncheons for one another on special occasions. Each year, they hold
a reunion at the beach home of the original volunteer director. The
relationship between this club and the Case Aide Program has been
close, but informal. Although initially we helped to “staff” it, sup-
port it, and fund it, it soon became independent and developed its
own organizational structure and relied only on the Case Aide
Program to make patient referrals and to provide some help in
dealing with hospital staff. Another important dimension of this
social group was the consultation service it has provided to other
agencies that became interested in offering similar services in their
own communities. It has been a very gratifying experience to see
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other social clubs for ex-patients cropping up in other areas of the
state based on the experience of this original group. There have
been at least three such groups established by former Case Aides
that are still operating.

The value of each of these projects went beyond the direct ser-
vices that they offered. The more subtle effect of all of them was the
educational process that occurred. Many more citizens became
involved with mental illness through our efforts to obtain foster
homes, allowances, and social experiences for our clients. Even
people who could not or would not become directly involved could
feel the satisfaction of helping by buying a raffle ticket or attending a
church-sponsored social for patients. This kind of community in-
volvement had far-reaching consequences in terms of positive and
non-threatening contacts with mental hospitals and mental illness.
People who could not give of themselves, or their time, gave money,
ideas, and often job and educational resources to which we might
not have had access without these broader contacts in the commu-
nity.

The following sections are descriptions of projects, listed here in
the order that they evolved within the broad structure of the Case
Aide Program.

IV. MUSIC THERAPY

Music classes, conducted by a Case Aide who also was a talented
pianist and music teacher, started when she played the piano for
patients on the wards. Later, she was invited to work with children
who had notresponded to more traditional modes of therapy. After a
number of years as a volunteer working with dozens of withdrawn
and disturbed boys and girls, she recently became a paid staff
therapist working with other personnel on a full-time basis. Her
work is considered to be important and effective, and she is provid-
ing consulting services throughout the state.

V. CLOTHING BOUTIQUE
A clothing boutique was the result of a local high school’s concern
for the mentally ill in this nearby state hospital. These young people,
under our supervision, worked one day a week on the Case Aide
Unit. They built clothing racks, solicited attractive, clean clothing,
and staffed the “boutique” so that patients could look at the clothing
“in a private and pleasant setting. They hung mirrors and made
dressing rooms and even provided simple alterations in the clothes.
In addition to the real service that they offered, there was also the



The Fallout 101

vitality, friendliness, and joy that they brought to all the people that
they met on their weekly visits. As one patient said, “I don’t really
need any more clothes. I just enjoy coming up and having a cup of
coffee with these cheerful kids.” The improvement in the self im-
ages of countless patients cannot be calculated. Free clothing that fit
properly was important, but so was the opportunity to pick and
choose, to ask advice, and to show off a little.

Vi. THE DANCERS

A unique group that deserves special mention is the Dance Group
that was conducted by college students from a nearby university.
Based on their dance training and participation in a summer dance
therapy program at a state mental hospital in another state, they
offered to develop a similar program for a limited number of chronic
patients. It was their feeling, and ours too, that one of the gravest
problems of the long term hospitalized patient is too little exercise
— compounded with a starchy diet, over-heated wards, and ener-
vating boredom.

Therefore, we carefully negotiated with one of the unit directors
and the Director of Nursing to gain access to one of the neglected
back wards for the dancers. The ward offered to us was all men,
mostly middle aged or elderly. We suspected that the staff was
saying, “Take these rejects; you can’t do any harm and probably no
visible good”.

Two nights a week of 45-minute dance sessions for 40 weeks did 12
men a lot of good and did the same for the two therapists and a score
of friends who often came along to join in and enjoy! Admittedly, the
fact that all the dancers were extremely attractive and lively young
people could have been effective in itself, but, very obviously,
moving, touching, and expressing with their rusty, stolid bodies was
a new and exhilarating experience for these men. To see men who
had formerly shuffled with their eyes down now look at one another,
and jump, touch their toes, and take responsibility for new steps and
motions, was an exciting and rewarding experience for all of us.

As a result of careful planning and lengthy meetings with the
hospital administrators, we were able to gain permission to vid-
eotape some of the dance sessions. Our purpose was not only to
provide the patients with a concrete validation of their identity and
activity, but also to provide the hospital with a valid record (and
teaching tool) of an innovative example of non-verbal communica-
tion.
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VII. LEGAL ASSISTANCE PROGRAM

A nearby university organized this program, in which law stu-
dents volunteered to give free legal advice to hospitalized patients.
Our initial contacts with these students involved collaboration on
particular cases.

As we discussed several patients, it became apparent to all of us
that there was a gap in the knowledge of both groups. While the
lawyers were unfamiliar with both the hospital system and what
mental illness meant to the patients, we, on the other hand, as social
workers, had only superficial understanding of the patients’ civil
rights. In order to provide a better service to our clients, we de-
veloped a formal consultation/collaboration between the two
disciplines.

During the previous year, the laws governing the incarceration of
the mentally ill had changed drastically, and there was a communi-
cation gap. Few staff people took the initiative to inform patients, for
example, that they had a right to make phone calls to certain people,
such as their attorney, physician, or clergyman. Of course, there
were no free phones for this purpose, but, atleast, the statute was on
the books. Patients now had some negotiating power.

Again, civil rights were not exactly our baliwick, but not only do
patients have rights, but they also have a right to know that they
have rights. With the Legal Assistance Program, we developed
some short workshops and group meetings for patients around the
issues of their civil rights. We tried to provide a climate, on the Case
Aide Unit, where issues such as mistreatment by staff, lack of
medical or psychiatric attention, and family and financial difficulties
could be discussed without fear of reprisal and with some hope of
redress.

VIII. THE TEMPLE GROUP

Concurrent with some of the projects that we have already de-
scribed were our consultations with several religious groups. They
were interested in learning how to develop meaningful volunteer
projects in the hospital. Most had tried working with the volunteer
department but had found the director vague, unavailable, and
generally unresponsive. Along with certain members of the nursing
staff, we helped to organize holiday visits to churches and temples,
as well as special interest programs, such as excursions by patient
groups to attend local concerts, art exhibits, theatre productions and
other activities.
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A specific example of satellite community programs was the Tem-
ple Group, which developed from the interest of a Case Aide who
was very involved in her local temple. This Case Aide was in the
unique position of being able to evaluate certain of the needs of
“two” populations — her colleagues in the temple and the patients
at the hospital. She approached us to arrange a series of organiza-
tional meetings in our Unit. At the first meeting of this group,
approximately ten residents of the Jewish community of a nearby
town participated. It soon became apparent that their goals were
quite disparate, ranging from the purely religious purpose of wor-
ship shared by the Jewish patient population and Jewish community
residents, to the goals of a more social and therapeutic project.

We arranged a contract with them to help clarify their goals, to
structure their organization, and to utilize hospital resources. These
tasks were accomplished in eight subsequent meetings. They had,
by then, identified the Jewish population of the hospital, developed
and arranged a consistent Sabbath program that included both
religious and social aspects, and had become a positive and recog-
nizable resource of the hospital staff. Thus, they became an estab-
lished volunteer program independent from us. The second stage of
the consultation that we provided was twofold:

1. ongoing case consultations, concerning specific patients with
whom they were involved, within the framework of
generalized mental health practice and techniques;

2. and, liaison work between the group and the hospital system.

In all actuality, our role was that of intervener or facilitator.
Because of our established identity as social workers for “volun-
teers” within the hospital and within the communities, we were
visible and accessible for them. We confirmed such a role by rein-
forcing and supporting their project and also sharing our extensive
knowledge of resources throughout the state. This positive experi-
ence encouraged similar groups, such as church groups, high school
programs, etc., to reach out to us for guidance in organizing a variety
of other social and recreational projects.

IX. SAM

We have not yet really discussed Sam’s role in the Case Aide Unit.
Aside from being a constant and loving companion for her owner,
Barbara, and a loyal friend to Cathy, Sam, a tiny dachshund, became
a symbol of humor, “homey-ness”, as well as the general all-around
Case Aide pet. One psychotic young woman initially could only talk
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to her Case Aide through Sam. One mute man said his first “hello” to
this dog, and many others enjoyed touching her, feeding her, and
being greeted by her. She was little, she was soft, and she was
ever-loving and undemanding. She seemed to meet many needs
and elicited incredibly important material about people’s identities,
memories, and feelings. One patient group, as we have already
discussed in Chapter 5, adopted her for Thursday mornings where
she became a regular member of their group — which they eventu-
ally named after her — “Sam’s Early Birds”.

Since noticing Sam’s exceptional ability to be an “amateur
psychiatrist”, we have learned that some mental hospitals in the
West are using dogs, especially with children, as part of the treat-
ment team. Animals can teach all of us the basic elements of love;
they don’t want to love you “because of . . .” or “if youdo . . .7,
which has been the experience of most frightened and mentally ill
people. They just want to love you because “you’re you”! Animals
can also allow very regressed patients to cuddle, to stroke another
living thing, to return to their most intimate relationships, while still
behaving in an “appropriate” manner, whatever that might be!

X. THE CASE AIDE CHRONICLE

Sam also graced the front page of our Case Aide Chronicle, a
quarterly newsletter. Our purpose was to provide a “voice” for the
people involved in the Unit; we printed poems and articles by
patients and Case Aides, and a review of our current events such as:
who left the hospital, who got a job, who was accepted into graduate
school, etc. The Chronicle was just a newsy mimeographed paper to
communicate within the hospital and in the community that there
were some real live people here in the hospital doing some normal,
fun things — not weird, frightening people to match the strange
sounding diagnostic words. The patients, Case Aides, and commu-
nity residents were pleased and proud of the paper and it was an
important source of community support for us.

XI. APARTMENT GROUP

The Apartment Group began soon after our development of other
Case Aide-led patient groups. This project was a response to a
specific need that we had become aware of — the lack of alternatives
available to people leaving the hospital. We had already initiated an
evening group of Case Aides who, for the most part, were matched
up with patients who were employed or in work training programs
or educational courses. Realizing that these people would eventu-
ally need a place tolive convenient to their place of employment, we
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invited an interested staff social worker and an experienced senior
Case Aide to start an evening group with seven women who were
without individual Case Aides and who were employed or who had
good potential for both a job and discharge from the hospital in the
near future. Our hope was to help these people who had spent from
1-20 years in the hospital to form a supportive relationship which
would then be transferrable to a living situation outside the hospital.

This group met weekly, and very quickly a warm and constructive
relationship developed among the members and the leaders. They
talked about job concerns, social problems, preferred places to live,
and also learned together how to plan budgets, how to shop and plan
menus, and then, how to cook. They went bowling together and
apartment-hunting, too. Within four months, they had found a
three bedroom place, and four of the women were ready to move in
and able to pay their own way. Their happiness and excitement was
contagious; it was also an inspiration for other patients and Case
Aides, as well as a real “first” for the hospital. Up until this time, the
hospitalized person could only turn to family care, isolated boarding
house rooms, nursing homes, and a few family situations. Now, the
cooperative apartment had become a real alternative, as well.

As with so many of these Case Aide “spin-off” projects, the
apartment group provided another opportunity for community in-
volvement. To help the women in their new venture, we held a
raffle to raise extra money. This money helped to pay the first
month’s rent, purchased some needed furniture, and was a little
financial “cushion” for this courageous group. The Case Aides and
other community friends got together and gave the women a
“shower”; hospital staff was invited too, and it was a festive occasion.
Everyone brought some little household item — potholders, dishes,
towels, and sheets — some new, some old, some hand-made. Pa-
tients, volunteers, families, and staff mingled in the party atinos-
phere. Although several professional staff members were openly
dubious, most of the women have been in their cozy apartment for
more than a year, surviving illnesses, job losses, and other normal
ups and downs.

Almost as important as the success of these women is the courage
that it gave to other patients and staff members to develop other
apartment projects. There are now two more of these homes, with
others planned.

XI11. WORKSHOPS
In conjunction with our consultation and publicity projects, we
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helped to plan the first of two Case Aide conferences in the state.
The effectiveness of this particular volunteer program, especially in
relation to the institutionalized patient, had attracted the attention
of the state volunteer community mental health association. The
value of these workshops is that they provided the first forum for
exchanging information and experiences among state volunteer
program leaders. A second effect was the mutual support and assis-
tance that we could offer to one another in this often lonely and

difficult field.

XI1I. CONCLUSION

Many of these projects have become independent, have ex-
panded and reached into other areas taking on new forms. Some are
still providing services to their original clients, both inside and
outside the hospital, as well as to new clients. In a sense, they have
outlived their “creator”, which is a good and healthy sign.



CHAPTER VII
THE PLACE: THE HOSPITAL

The hospital makes us think of all the “im-" words which carry so
much more negativity than mere negatives: Immovable . . . Imper-
vious . . . Impregnable. . . and. . . Impossible! It really should be
called an “imstitution”, nota hospital where the sick are supposed to
be made well.

The Case Aide Program was situated in, but was not really a part
of, the hospital. It began as a small, community based,
“female”-oriented volunteer program. It was privately funded with
a strong community board sponsorship. The program was founded
in 1965 by the representatives of two local mental health associa-
tions. The original purpose was to provide community contact for
chronically hospitalized mental patients. The first volunteers were
generally homemakers; it was felt that their life experiences would
be relevant to this population. A five-year funding grant was ob-
tained from an area charitable foundation. The monies were to
provide salaries for a permanent staff which included two part-time
social workers and a secretary. The mental health association rep-
resentatives became an advisory board for the program. Board
members were responsible for the administration of the program, as
well as publicity, recruiting of Case Aides, and additional fund
raising,.
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A tenuous relationship between the Case Aide Program and the
state hospital system was initiated at this time. The primary objec-
tive of the board was to bring community concern into the institu-
tion. In retrospect, it would seem that, at that point, the administra-
tion merely allowed the Program to come to the hospital, rather than
to become part of the hospital.

No mechanisms were developed for the integration of the Pro-
gram into the hospital’s functioning; thus, no relationships were
developed between the respective personnel, nor a system for
patient referrals. The role of the Program was strictly limited to
friendly visiting and only with the most chronic “back-ward” pa-
tients. As aresult, the Program was either not taken seriously or was
seen as threatening by the hospital personnel.

From 1965-1970, there were a number of internal and external
changes in the Program. It had grown dramatically. There were now
two full-time social workers. The number of volunteers had more
than quadrupled, and they now represented a wider spectrum of
backgrounds and interests. The private funding grant expired pre-
cipitating a crisis that was to become a turning point for the Pro-
gram. The Case Aide board negotiated with the hospital administra-
tion and obtained state funding. Thus, Case Aide Program staff
salaries were now paid by the hospital. Since the Case Aide Program
staff was now accountable to hospital personnel, namely the Direc-
tor of Social Service, they had to take over the administration and
operation of the Program, rather than the board which had previ-
ously performed such functions. Once the Program was hospital-
based and sponsored, the role and function of this board began to
disappear. Their efforts to re-structure and to remain part of the
Program were futile and their subsequent resignation was the first
step in the loss of community sanction for the Program; at the same
time, the Program’s relationship with the hospital was still primarily
financial. It had no firm base of support within that structure.

During the time that the Case Aide Program was becoming part of
the state hospital system, other changes were occurring that had a
substantial impact. One such change was the “unitization” of the
hospital in 1970 and another was a state-wide “deinstitutionaliza-
tion” policy; both of these will be discussed more fully later in the
chapter.

In spite of its enormous potential to assist in this de-institutional
process, eighteen months later, the Case Aide Program was closed
down — both of the authors had resigned — and less than 10% of the
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Case Aides remained. Unfortunately, once the Program was finan-
cially dependent upon an administration that was not fully commit-
ted to the Program’s goals, that administration attempted to control
it. The Case Aid program supervisors had managed the Program
by their professional supervision and training of the volunteers;
therefore, supervision was the mechanism by which the hospital at-
tempted to incorporate the Program. In 1972, the hospital admini-
stration arbitrarily transferred these supervisory and training tasks
to other social work staff within the hospital. Without these func-
tions, the Program supervisors had no significant role. We felt that
the result of such an integration would be similar to the stagnation
that had happened to the family care program. Our fears and con-
cerns were justified because apathy and fragmentation overpowered
the remaining Case Aides, who were now without structure and
identity, and they had no formal support either from the community
or the hospital.

It might be useful at this point to describe how the hospital
worked and the implications of its policies and procedures for the
Case Aide Program.

I. HOSPITAL STRUCTURE

There were several forces operating at counterpoint to each
other. To understand the institution, these forces and the tensions
between them need to be examined:

A. Departmental vs. Geographical

B. Therapeutic vs. Administrative

C. Professional vs. Civil Servant
There seemed to be constant conflict between these aspects of the
hospital’s organizational structure.

A. Departmental vs. Geographical

Prior to 1970, the hospital was organized along departmental lines
and structural departments had evolved, each responsible for per-
forming one of the hospital’s necessary services. For example, there
were departments of psychiatry, of social work, nursing, house-
keeping, etc. All staff — doctors through janitors — were employed
within these departments and were responsible to the departmental
director for the performance of their assigned duties. “Who re-
ported to whom” was clearly delineated with each department
having its own professional hierarchy.

Each department was responsible for the performance of certain
necessary tasks depending upon the professional expertise of that
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department. For example, nursing performed nursing functions,
such as dispensing medication, daily ward supervision, while
housekeeping performed janitorial duties, such as cleaning and
maintenance. Thus, the delineation of “who does what” was fairly
well defined. Various special services, such as a separate ward for
the care of alcoholics, outpatient care, etc., were performed by
various departmental staffs depending upon the service to which
they were assigned.

Patients, in this organizational structure, were placed on wards
according to two main divisions: the acutely ill and the chronically
ill. Within this major differentiation, particular wards were or-
ganized according to degree of illness with free wards, semi-closed
wards, and locked wards.

This system, as described, had operated for about 35 years with
departments being added as sophistication in patient care and
treatment developed over the years.

After 1970, drastic changes were made in the hospital in keeping
with new policy throughout the state. It was thought that the
isolated, large state facility was an expensive failure, and that
smaller, community-based facilities would be more successful and
cfficient for ameliorating the problems of mental illness. So, com-
munity mental health centers were set up in the various locales with
each center mandated to provide in-patient and outpatient care,
partial hospital care (such as day care, weekend care), emergency
psychiatric care, and consultative and educational services to the
general community as a preventive measure.

At this point in time, large institutions were in existence and
community centers were in the process of development. What was
the interface between these two systems? The state-wide plan man-
dated that the major responsibility for patient care would be shifted
to the community centers as the “first-line-of-defense”. For exam-
ple, the preventive components of the community mental health
centers would be catching potential problems at earlier stages,
hopetully eliminating the need for long-term hospitalizations. Iden-
tified earlier, many “new” patients could be treated with short
admissions, partial hospitalizations, or outpatient care — all deliv-
ered within the confines of the patient’'s own community, thereby
diminishing the admission rate to the state mental hospital. Sec-
ondly, for the patients already in the state hospital, every effort
should be made to decrease the length of their stay and to return
them to the community. The hospital was re-structured to reflect
this change of thinking and philosophy. The geographic area from
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which the hospital drew its patients was subdivided into three
specific community areas — each of which was to have its local
mental health center. And, the hospital was subdivided into three
main “units” which corresponded to these same areas.

These hospital units were designed to be supplemental to corre-
sponding area comprehensive mental health centers. It should be
noted, however, that, of the three hospital units, only one had an
existing mental health facility in the community; a second was only
in the very early stages of development; and the third had nothing.
The areas were economically and ethnically quite diverse, ranging
from high income suburbs to urban ghettos.

Staff was redistributed out of the old departmental system into the
unit system. Each unit had a psychiatrist as director and included
other doctors, residents, nurses, social workers, psychologists, at-
tendants, and so on. Each unit had responsibility for delivering all
hospital services to patients from their particular assigned area. In
addition, certain special services were made into separate functional
units, not connected to the geographic system, responsible for
providing service to the total patient population regardless of geog-
raphy. Patients were re-assigned onto wards depending on their
residence prior to admission, although the chronic and acute dif-
ferentiation was maintained for management purposes.

If you think that it is confusing to read this, it is only because it was
truly a confusing and complex process. We will elaborate on some of
the effects that unitization had on employees, patients, and our own
particular Program.

Staff was confused about who was responsible for what and to
whom. For example, if you were a social worker assigned to a
geographic unit, who was your boss? Was it the unit director, a
psychiatrist, or the director of social service, who had been the
department head under the old system and who still retained the
title? Were you responsible sometimes to one and sometimes to the
other, and, if so, over what issues and who decided? Oftentimes,
such issues were decided by whoever yelled the loudest, and, at the
same time, some staff went into hiding and reported to no one. So
paralyzed were they by the battles over authority that there was
little energy left over for patient care. There was either tremendous
duplication and overlapping of services or no services at all.

The mainstream of hospital life was centered in the geographic
units; the special services, such as the Case Aide Program, tended to
be either left ont or pulled in different directions. The Case Aide
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Program still had the responsibility to serve all the patients wher-
ever they lived, and so we had to work together with all three of the
geographic units, plus the other diverse services. Since each of
these units now serviced differing populations, the Case Aide Pro-
gram had to negotiate with each of the units separately and respond
to the particular patients, needs, and philosophies of each unit. At
the same time, we tried to continue in our ambiguous relationship to
the social service department, according to the old departmental
structure.

As stated earlier, each of these units was headed by a psychiatrist
whereas our Program was staffed totally by social workers, who
traditionally have been considered less important in a hospital
hierarchy. Thus, in these necessary negotiations, the Case Aide
Program, now considered a separate “unit”, was always operating
from a different, and inferior, power base. The role of the hospital’s
social service director, to whom the staff of the Case Aide Program
had been reporting, became more nebulous as the three major
geographic unit directors (i.e., psychiatrists) emerged as the “pow-
ers” within the new organization. As the old departmental social
work structure disappeared, the Case Aid Unit, without a psychia-
tric director, lost whatever professional sanction and administrative
ties it might have once had.

Not only was the in-house organization an administrative night-
mare, but so was the relationship between the hospital and the
community mental health centers. For example, a chronic patient,
hospitalized for 30 years, and to whom geography was totally ir-
relevant, “belonged”, in reality, to no one. Should that same patient
be fortunate (or unfortunate) enough to get out into the community
and need follow-up service, was the community mental health
center responsible? Was the outpatient unit of the hospital? Was the
staff of the unit? Or all three? Who coordinated the relationships
between them?

In theory, the transition from one system to another was sensible;
however, the interim — when one system is being phased out and
the other phased in — meant that, while patients could be helped to
leave the hospital, the local centers were not yet ready to provide
the necessary services. Who was to pick up the slack in the mean-
time?

The new system was effective when the community programs
existed, when the stafl’ was committed to prevention, and when
there was someone who took the responsibility to pull all the pieces
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together. For example, when Diuane N. began to experience
psychiatric symptoms — withdrawal, depression, and suicidal idea-
tion — her family brought her to a local general hospital which had
some psychiatric beds available. The community mental health
center was also located here. Of the three areas that the hospital
served, this center was the most developed. They were involved
early and, realizing that Diane needed longer term care than the
local facility could provide, arrangements were made to have her
transferred to the state hospital in which we worked. Diane was
admitted several days later to the “unit” that served her community.
This was a second hospitalization for this woman and the unit staff
knew that a Case Aide had been helpful before and so they referred
Diane to the Case Aide Program.

Carol, a senior Case Aide, had worked with Diane during her last
hospitalization and also lived near her. She volunteered to help.
They saw each other at the hospital three times a week for three
weeks. Diane responded beautifully to Carol’s concern for her and
both women were able to deal with the transition in their relation-
ship from neighbors to Case Aide/patient back to neighbors again. In
addition, Carol brought together a whole network of services on
behalf of this woman and her family. During her hospitalization,
other neighbors were mobilized to provide child care and home-
making help for Diane’s husband. The local community mental
health center began working with the entire family with the provi-
sion that Diane would join them upon her release. Conferences
were arranged between hospital and community staff to smooth her
separation from the hospital and her re-entry into the community.
Since this community mental health center was the one closest to
the hospital, this “back-and-forth-ness” was relatively simple. The
“community connection” had been established. If this woman were
to need hospital care again, she would come via the community
mental health network, but only after that facility had exhausted all
of its possibilities.

The situation was very different for Claudia, who was referred to
us after her release from the hospital where she had been a patient
for about 25 years. When she left the hospital, Claudia rented an
apartment in the town where she had lived as a child. Her family and
friends, however, were all gone. The hospital unitserving this town,
which was about an hour’s drive away, was trying to develop a day
care program staffed by a hospital nurse. There was little else
available in this community. With very little money and desperately
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lonely, Claudia was becoming ill again; her depression was in-
capacitating and she was not attending the day care center which
might have provided some limited assistance. The nurse in charge,
who was employed half time in the hospital and half time in the
community, felt that a Case Aide might provide some support for
Claudia and keep her situation from deteriorating even further.

In spite of selective recruiting, we were unable to find a Case Aide
who lived near Claudia. Jane, however, was willing to travel to see
Claudia at her apartment and go with her to the day care center,
even though it would mean over two hours of driving per visit. Jane’s
intervention was too little, too late. Claudia needed more than
support and a re-socialization experience at this point. She was
totally alone, frightened by the world that had changed so much in
25 years, and still very dependent upon the hospital. There was no
community mental health center in the area, no psychiatrist, no
help. A suicide attempt over one weekend precipitated her return to
the hospital. Since both the nurse and the Case Aide were unavail-
able, Claudia was re-placed back on the “chronic” ward that she had
left a month before. Instead of being admitted as a “new” patient for
temporary help, Claudia was viewed as a “failure” and was simply
placed where she had been before. Very quickly, her relief at being
back into familiar surroundings defeated any efforts for her to try
again. Unlike Diane, Claudia was again caught up in the systein that
had taken 25 years from her life. Claudia’s experience points up the
difficulty of trving to work in the interface between two systems
when only one of the systems is actually functioning.
B. Therapeutic vs. Administrative

The second of the major dichotomies inherent in the hospital’s
structure related to the tension between the hospital’s mandate to
help the mentally ill and the administrative necessity to maintain a
large institution. These two goals are quite often incompatible,
based as they are on different responsibilities and priorities. For
example, the feeding of one thonsand people three times a day
requires queuing up, rigid schedules, and herding. A mental health
practitioner might be more concerned about the atmosphere in
which the meals are eaten — that it be relaxed, pleasant, leisurely —
while those responsible for the efficient management of the institu-
tion require that everyone be fed and that the kitchen staff have
enough time to clean up and prepare the next meal. To continue
with the example, limited funding meant starchy meals. Combined
with medication and lack of exercise, such a diet helps to create an
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unhealthy, overweight, and lethargic patient population.

Such examples of the conflicting aspects of hospital life go on and
on. What to do if your group meeting and shower are scheduled at
the same time? Or, the day your linen is changed is a staff holiday? It
should be noted that most often the administrative need takes
precedence over the therapeutic aspects of hospital living. It is hard
to understand why this is so; perhaps, because like any bureaucracy,
the institution attaches to itself a myriad of procedures which, as
they become habit-forming and incorporated as a way of life, are no
longer noticed by those involved and are just passively accepted,
like death and taxes.

Two patients exemplified the conflict between administrative
necessity and individual patient need. Both worked for the institn-
tion without pay. Their services became so valuable to the institu-
tion that they were no longer treated as patients. Therefore, they
were not considered as needing hospital services: in fact, they were
actually excluded from them. Charley ran the “Cantecen”™ where
patients could go for coffee, ice cream, and small toilet articles.
Charley knew everyone and was always ready for a chat. He had
been around longer than most of the staffsince they “turned over” so
frequently and he stayed on and on. Charley really did an excellent
job and had been doing so for about thirty years. So good, in fact,
that the staff thought of him as an employee and yet he had none of
the benefits.

There was also Mary, who was the night receptionist in the
“chronic” building where the Case Aide Program was housed. The
supervisors and Case Aides who met in the evening came to know
Mary very well. She was a 60-year-old lady of the old school: tweed
skirts, pearls, sensible shoes, and her lovely white hair brushed into
asoft bun. She looked and acted as if she would be more at home ina
boarding school in the English countryside.

Mary soon became indispensable to our evening program, as, in
fact, she was to the entire building. Her gracious manner and shy
smile always welcomed us as if she were inviting us into her own
living room, which, in a sense, she was. After working all day before
coming to the hospital, the Case Aides appreciated her kindnesses
— holding elevators, delivering messages, and guiding guests. We
will never forget the night when one of the male Case Aides pre-
sented her with an armful of flowers as a token of our gratitude. Her
demeanor was beautiful; she was accepting a gift from a “gentleman
caller”. Mary was so much a part of the hospital scene that she even
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had her own keys. It was very difficult to remember that she, too,
like Charley, was a patient.

Although both Mary and Charley gained much satisfaction from
their jobs, in reality, they were being used. There is dignity in work
if such employment meets the needs of the patients and helps them
to get well. Such purposeful vocational training was not the case for
Mary and Charley as well as many other hospitalized patients.
Patient “volunteering” though, can be used in a therapeutic man-
ner. For example, with Case Aide Program support, the hospital
maintenance staff helped patients to learn new trades. Some pa-
tients earned small amounts of money while in the hospital and were
preparing themselves for self support when they left.

However, when the patient’s work is used to serve only the needs
of the institution, it becomes exploitation. If Mary and Charley were
to leave, what would happen to the Canteen and the night reception
desk? Their mental health, in a sense, was a threat to the smooth
functioning of the institution. They provided a continuity in their
jobs that the paid staff could rarely match.

C. Professional vs. Civil Servant

There were three separate and distinct methods of hiring and
advancing the various personnel at the hospital: membership in craft
unions, having professional training to be qualified, or being part of
the state civil service system. Social workers, for example, were
relative “late-comers™ to the hospital scene and were originally
covered by civil service. Later, professional educational require-
ments were superimposed. Thus, some “social workers™ held jobs
for which they were not qualified because they had enough time-
in-grade to have become permanently employed; newer employees
had the required Masters degree but still had to qualify under the
civil service system or they had absolutely no job security. They
could, for example, be “bumped”: if another professional with both
qualifications wanted that particular slot, the former employee
would be outside looking in.

This tension between the two systems occurred with a number of
employees and led to abuses that wreaked havoc on staff morale.
Those who were not firmly entrenched in the civil service system
were not around long enough to make an impact on patient care or
on their colleagues. These stafl members were usually high or low in
the professional hierarchy like psychiatric residents or ward atten-
dants. Their turnover rate was extremely high.

On the other hand, the civil servants were there for “life”, so to
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speak. While such a merit system for public employees might have
made sense at one time, it now fosters a mentality that is charac-
terized by paper-pushing, maintaining the status quo at all costs,
and a dependance on form or appearance, rather than substance.
Looking busy was more important than being busy. At moments of
extreme frustration, we felt that patients were necessary to maintain
the employment rate of the staff, instead of the reverse.

Establishing and enforcing standards for job performance were
next to impossible within this atmosphere. If an employee could not
be fired, what motivation did he have to perform well? Staff de-
velopment programs, such as good supervision or in-service train-
ing, were virtually non-existent. Without guidance, support, or
encouragement, doing a good job did not seem, after a while, like a
worthwhile activity. Once such apathy takes over, making the entire
system immovable, nothing can get done except the basic neces-
sities that maintain the institution. Statements such as, “It’s never
been done before”, “You can’t fight City Hall”, “that’s the way it is”,
“What can we do?” (accompanied by a hopeless sigh) end all argu-
ments, stifle any creative thought, and squelch any independent
action.

In our careers as state employees, we were never given a job
description, never had a supervisory conference, never had our
work critically evaluated; yet, we were expected to be responsible
for anything that went wrong and any wave that got anyone wet. Nor
were we given credit for anything that went “right”. Our experience
was quite typical. We had our professional expertise, each other,
and the Case Aides to fall back on, but what about a ward attendant
who was responsible for the dirtiest and most unrewarding tasks?
What did he have? Or a social worker in the frightening position of
doing a job for which he might not be qualified? They had no
defense; so, of course, most did nothing.

An exception to this situation was Miss O’Reilly, one of the unit
social workers. Untrained and, for all intents and purposes, un-
supervised, Miss O’Reilly wanted to go on for her Masters degree in
social work. She recognized the value of Case Aide assistance with
her overwhelmingly large caseload. She knew that the Case Aides
were being offered training and supervision; she hegan to sit in on
these sessions especially when her patients were being discussed.
Miss O’Reilly eventually began to use the Program to obtain training
and new skills for herself as well. When we began our group pro-
gram, she volunteered to he a Case Aide in the evenings after she
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had finished work. With a senior Case Aide, she co-led a group of
patients drawn from her unit and was extremely conscientious in
participating in all the seminars and conferences that were offered in
the group program.

II. HOSPITAL POWER

Who or what actually controlled this contradictory system? Like
many large structures, the formal organizational chart had little to
do with actual power, although it may have been initially responsi-
ble for the setting of policy.

Staff turnover was like a disease. Low morale, low pay, poor
working conditions, and low prestige were a way of life. Who would
be attracted to such conditions and who would stay? There was a
new crop of residents every July Ist and they stayed only long
enough to pass their boards before they moved on. Student nurses
were there for three month tours. Generally, staff who cared left the
system and sought further education or jobs elsewhere.

The most consistent employee group was the nursing staff. They
had the largest number relative to the other professional groupings,
and, because of their size, their turnover rate had the least impact.
The nurses were also unionized which explained, in part, their
longevity. They also dispensed the necessities in terms of patient
care. They gave out the medication. They also protected other staff
by being a bufler between the higher echelons of the hospital
hierarchy and the patients.

Nurses were in a unique position in the employee hierarchy.
Service delivery was based on the medical model: doctor, nurse,
attendant: other services were ancillary in this model. The doctor, at
the head, was ostensibly in control of patient care. Since our medical
staff was largely made up of residents — here today and gone
tomorrow — they were largely dependent on the nurse for informa-
tion. Residents were also quite overburdened by the huge popula-
tions in their care so they depended on the ward nurse to filter the
load. It was the nurse who determined who saw the doctor. Thus,
she, in practice, decided who got to the source of help. Attendants,
the closest to actual patient care, but lowest in the hierarchy, were
dependent on the nurse as well. Attendants had been placed organi-
zationally as part of the department of nursing. In spite of the new
geographic structuring, whatever supervision they did receive came
from the nursing staff. Nurses actually controlled the entire service
delivery team, in spite of the re-organization of the hospital into
units with psychiatric directors.
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Such control could be good or bad according to the personality
and skills of the nurses. Miss Jones, for example, was an extremely
dominant person. As long as she was in acknowledged control, she
ran an efficient shop. Most decisions on her unit had to be made in
staff group meetings to allow the doctors to save face. If Miss Jones
liked a plan, it would be implemented, if she didn’t, it would be
ignored. The nursing staff would be “too busy” or the patient would
have a “relapse”. Other staff, including the doctors, usually suc-
cumbed to such blackmail and they rarely made unilateral decisions.
As a Program, we alternated between loving her and hating her (as
did the patients) because having her concurrence was like being on
the side of the angels, but, without it, we could not set foot on her
ward — no way — no how — even if invited by one of the staff
doctors. Actually, she was like “Big Nurse” of Ken Kesey’s One Flew
over the Cuckoo’s Nest, whose major weapon was a biting under-
handed sarcasm: the “now, we are getting very emotional over this
and we don’t want to be irrational, do we?” made you want to
scream, “Yes, I want to be irrational, damn vou”, But that only
proves her point, “Doesn’t it, dear?”

Mrs. Connors was different. She had been there as long as Miss
Jones, but handled the control issue differently. Her personality was
warm and quite loving. She used her nursing function — touching,
healing — as a mother substitute. Her patients were her “babies”,
her “children”, her “chickadees”. She wanted to do for them and
was marvelously successful. The patients. especially the long term
chronic ones, adored her. She could bring back the spark of life,
made her patients want to live again, but only to a point. Separation
would have been too painful for her and them.

Mrs. Connors worked on the unit that had no corresponding
community mental health clinic. The geographic area that this unit
covered was economically quite depressed and offered little or
nothing to patients discharged back there. Miss Connors realized
quite clearly that just getting patients “out” was not the answer and
that the lack of community alternatives could be tragic for them. She
helped us to learn this lesson. For some patients, Mrs. Connors and
her ward were the better option.

We developed an excellent working relationship with this nurse.
The patients from the “closet group™, one of our longest running
groups, were from her ward. One outgrowth of their meetings was
their desire to make their ward homier. This nurse was very recep-
tive to the idea and worked closely with the two group leaders to
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develop, on the ward, an environment where old skills could be
re-learned and new ones acquired. They scrounged and foraged and
eventually came up with hot plates and cooking and eating utensils
so that some meals could be cooked on the ward; they obtained irons
and ironing boards, shoe polish, and began make-up and grooming
classes: they even started a garden. Eventually, the ward began to
function as a quarter way house where the skills of independent
living could be practiced. Their efforts were somewhat haphazard,
but they were geared to the goals of the patients. They were not
supported by the rest of the unit nor the other hospital staff. 1t was
not a planned hospital effort, but it was working.

Many of Mrs. Connors’ patients would probably never leave the
hospital: however, she recognized the value of Case Aide support.
As long as she was closely involved in the process, she was a tiger on
their behalf. Patty was a 50-year-old retarded woman who was very
friendly and sweet. She loved people and just blossomed when
shown attention and concern, but she was also self-conscious about
some facial scars. Patty needed minor cosmetic surgery to improve
her appearance and, consequently, her self image. Mrs. Connors,
unable to obtain these services from hospital staff for Patty, referred
her to the Case Aide Unit. The volunteers were often more effective
in dealing with such situations since they could either pressure the
hospital staff as community residents or they could mobilize private
services on behalf of the patient. In Patty’s case, the Case Aide
arranged for the surgery to be done at the local hospital where her
husband was a staff physician.

Then there was Mrs. Cohen — young, intelligent, and caring, but
caught up on the terrible tragedy of the hospital. She tried to doajob
within the aura of hospital abuses. Her staff was apathetic and into
sick relationships among each other and with the patients. Protected
by civil service, they were fimly there and, without eye-witness
testimony, her hands were tied. Who would cast the first stone — a
patient, a co-conspirator? So, slowly, Mrs. Cohen became an ostrich
and carried on doing what she could, when she could, for as long as
she could. Then, she had to choose: stay and become like “them” or
get out in spite of her real desire to help the tortured people in her
care, both patients and staff. She chose to leave.

A colleague of Mrs. Cohen, Mrs. Burns would not give in to the
hospital morass and pushed and pushed until she made some
changes. Starting only as a part-time nurse, she established and
supervised an apartment located on the hospital grounds. In con-
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cept, this apartment was similar to the quarter way house that Mrs.
Connors had established on her ward. A major difference was that
Mrs. Burns obtained both financial and administrative support from
the hospital. Since these two nurses were on different shifts and in
different units, there was no contact between them except that they
were both involved with the Case Aide unit. We tried to develop a
mechanism for communicating ideas and plans back and forth.

On Mrs. Burns’ ward, however, the patients were actually pre-
paring to leave and, in fact, some already had jobs. They had more
independence and the expectations for them were quite high. With
this patient population, we tried a somewhat different Case Aide
involvement. One senior Case Aide, Evelyn, an R.N. herself, was
assigned to the nurse in this project. Her function was to assist Mrs.
Burns in evaluating patient needs, to act as a liaison between this
project and the Case Aide unit, and to supervise Case Aides who
were involved with individual patients in this apartment. Evelyn
discovered that the greatest need of the patients was learning how to
socialize and to interact with each other in healthy ways. She or-
ganized a re-socialization program with some of the Case Aides in
our evening groups. The purpose was to encourage a normal social
atmosphere when the patients came home from work.

We have discussed at length one powerful group in the hospital —
the nurses. A different — but equally important control — was
exercised by the hospital steward who was responsible for supplies.
His decisions could shut down or mobilize an operation. For exam-
ple, if proper requisitions were not available, the paper supply, from
toilet tissue to envelopes, was not forthcoming. Or, if a particular
telephone budget was needed elsewhere, a program could not
function. The steward’s power was not as evident in the operation of
on-going wards, for instance, but it was absolutely crucial in order to
establish or maintain new programs, such as the Case Aide unit.

In order to operate at all, we had to get on the “supply train”.
When we took up residence at the hospital, we were assigned an
unused ward — no desks, no chairs, no typewriter, no nothing.
Being “passive” got us absolutely nowhere, but, by being persistent
and carefully documenting any and all requests, we got nearly
everything. Using the mechanics of the system against the adminis-
trative morass, we managed to get supplies and earned the grudging
respect of the steward who was impressed by our stick-to-it-iveness
and ingenuity.

If we got on the supply train by perseverance, we stayed on
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through courtesy. Thank you letters, public recognition of help, and
involvement of the non-professional staff in the helping process
interested them in our program and kept their assistance. For
example, the telephone operators knew that we would help with
calls that they did not know what else to do with; the janitorial staff
became interested in teaching some of our patients cleaning and
maintenance skills that could prepare them for outside em-
ployment; the kitchen staff became involved in preparing picnic
lunches for patient outings; and, even the steward gave us enough
coffee to continuously satisfy all of the Case Aides and patients.

But the steward, too, was a victim, in a way, of the institutional
svstem. If those who were mandated to exercise responsible control
had actually performed adequately, he would have operated compe-
tently in his area of expertise. When those responsible for good
patient care abdicated their responsibility, someone had to run the
institution. The steward apparently stepped into this power vac-
uum. However, he saw his job, and justifiably so, as the operation of
the institution, not patient treatment; yet, as his power grew, he
seemed to inherit this responsibility as well.

1. THE HOSPITAL PURPOSE

In all this administrative complexity, it was difficult to remember
what the hospital was supposed to do, who it was for. and if it was
accomplishing its mandated tasks. As with other social problems,
the public at large is confused and paradoxical in its thinking about
the mentally ill. This confusion is reflected in the hospital. Is it
supposed to treat and make well, or only get the mentally ill off the
streets and away from us “sane” people? If the hospital’s purpose is
to isolate, why waste millions of dollars on treatment staff? We could
use the money to make the isolating facility at least humane. How-
ever, if the purpose is rehabilitation, why waste three-quarters of
the budget on institutional maintenance?

There was no system of evaluation that we could see whereby a
judgment was made whether the hospital was doing what it was
“supposed to be doing”. They seemed to judge themselves — like
the blind leading the blind — and the criteria used was the number
of beds empty or filled. To us, such an indicator signified only the
number of beds, not what happened to the people who occupied
them. Such a lack of responsible and valid accountability filtered all
the way down through the ranks. After the first year of hospitaliza-
tion, a patient was required to be seen by his doctor only once a
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year: social workers carried case-loads of 125 cases each: nurses
spent almost all their time dispensing tons of pills. Hospital accredi-
tation meant a new coat of paint for the wards, notareview of patient
care. Community “visiting” committees saw staff, not patients. That
anyone at all got well in such a system seems a miracle of major
proportions.



CHAPTER VIII
THE COMMUNITY CONNECTION

“. . .to bridge the gap between the state hospitals and the
communities which they serce. . .”

While we cannot address ourselves to all trends and issues in the
human services, it seems that two of the major difficulties in service
delivery are:

1. the lack of resources, i.e., not enough facilities, staff, monies.

2. the lack of mechanisms to connect and coordinate what re-

sources there are on behalf of the service user.

We recognize that our experience was primarily with one particu-
lar group, the former mental patient. Yet, these issues are as rele-
vant for any institutionalized person — prison inmates, those leaving
facilities for the handicapped, the chronically ill, recovering al-
coholics, and so on. Throughout the country, there are many people
who will be leaving institutions where they have been isolated from
normal social interaction and whose problems have identified them
as different. Their re-entry into the community cannot be assumed
since many of their relationships and supports are no longer avail-
able to them.

In theory, though most agree that it is a good thing to close these
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institutions and shift the responsibility and programming back to the
communities, realistically, there are tremendous gaps. These
former patients and inmates are not being prepared for this dramatic
change from institutional to everyday living. And, the public seems
not to be ready for this “different” population and is often fearful and
resentful of these people from the institutions. The very agencies
that are being funded and staffed to deal with these problems are
equally unprepared to cope with people who have been in-
stitutionalized. Their first priority is to serve those already in the
community. So, out come numbers of people with no place to go,
with no jobs, and with outmoded living skills.

One of their more prominent needs is for follow-up or after care
planning. Who is responsible for the person who is leaving? Is it the
institutional staff? Or is it the community service network? Or is it
both? Invariably, when John Jones leaves the hospital, he is given
enough medication for a month, some advice, and is usually told that
he may come back for one or two visits, if needed. The real problems
usually arise months later when he has been discharged for a while
and the euphoria wears off. He may have lost his job, had another
fight with his parents or wife, or stopped taking his medication.
Now, whom should be called? He usually calls his Case Aide, one of
the people with whom he has developed a meaningful relationship.
The Case Aide would then try to make an appointment with a local
doctor or a psychiatrist from the community mental health facility (if
there was one). Very often, these doctors have waiting lists, or are
too expensive, or else feel that they do not know the patient well
enough, and so recommend his “state” doctor, who is totally over-
whelmed with his large caseload of in-patients. The patient and his
family often become ping-pong balls batted between the two service
systems as they argue about who is more responsible or “busier”.
Meanwhile, John is falling apart and will probably have to be re-
institutionalized.

The problem of “after care” or “continuing care”, is often of
substantial proportions. Statistics have been reported that as many
as 70% of the admissions to hospitals are, in actuality, readmissions.
Such recidivism is equally true of prisons and detoxification centers.
The revolving door effect must be addressed.; it seems to be directly
related to the priorities, assignments, and placement of the staff.
The staff in the particular facilities can deal most comfortably with
in-house situations. They are usually not equipped to deal with the’
community resources. On the other hand, the community caretak-
cve manalle do not feel that thev are trained for nor mandated to deal
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with the residual effects of chronicity and, thus, the patientis caught
in the middle. _

Compounding the problem of continuing care is the lack of family
involvement: many people who have been away for a long time have
no family to return to, or anyone who will be available to them when
they leave. There are numerous reasons for this isolation of the
chronically ill or institutionalized people. Family members may
have suffered from the patient’s difficulty and just cannot or will not
try again. Some family members who do try to remain involved are
sometimes discouraged by the institutional staff who often exclude
them from the patient’s treatment. The years, the pain and frustra-
tion, and often geographic distance are some of the essential vari-
ables that separate families. Regardless of the reasons, the results
are the same, so that we are generally dealing with people who have
no one.

In our Program, the Case Aide became friend, family, and link to
the world outside the hospital. This role was a heavy one for them.
Although we could technically set a time limit on the Program’s
relationship to the individual patient or group, it was difficult to
ignore a phone call from Mary when she needed help, even if we had
“closed” her case three years before. Many of the Case Aides
generously continued to keep in touch with their clients for years
bevond the commitment that the Program required and they some-
times called us for advice. None of us could say “no” when we felt
that we might be the only shield between that individual and
re-institutionalization. We made every effort, during the Case Aide
year, to connect people with community resources, but it is hard to
anticipate the crises that so often occur beyond that year. These
emotionally fragile people are often less equipped to deal with such
crises and, also, the community resources were just not there for
them.

Frequently, we saw patients being dumped into nursing homes
and into lonely, cheap rooms in dilapidated boarding houses and
hotels. The rationale of the hospital staff was that they had to reduce
the hospital census figures and that patients were better offout there
anyway. This was a difficult statement to dispute, since we often
shared this goal, but our approach was quite different. We offered a
relationship, a plan, and a caring and sharing involvement. We did
not “put” people anywhere; it was a mutually decided and thought-
fully worked out decision. Follow-up was an integral part of the
plan, and if a person was unhappy with a family care home, his room,
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or whatever arrangement that had been made, we helped him to
either resolve the difficulties or to find a more satisfactory situation.
We did not see the placement as final and irrevocable, but as part of
anormal growth and development process, i.c., “continuing care”.

There are very few state supported half-way houses for these
special populations; at this particular hospital, there were none atall
and only a few dozen in the entire state. We believe that there
should be a variety of possibilities since there are such a variety of
individual needs. There should be housing for the older, more
chronic individual and for the younger, working person, as well as
temporary or transitional residences. A major problem in this area is
that no one seems to know who is responsible for establishing them,
nor is there a clear mechanism for their funding. Extremely critical
has been the lack of community education and preparation to re-
ceive these “different” community members. We found that one
way that such jurisdictional problems could be sidestepped was by
helping ex-patients to develop private living situations of their own.
Because these small scale cooperative apartments were self-
initiated and self-supported, they were therefore more “normal”
than one that is labelled a “patient” facility. These apartments are
possibilities even for those who cannot sustain employment, since
many do qualify for benefits such as Social Security or Welfare
assistance.

Another area of great need is that of socialization. The former
social network of the ex-inmate has probably disappeared if he or she
has been away for any length of time. Secondly, this network proba-
bly has unhealthy associations that may have contributed to the
problem in the first place. This latter factor is especially true for
prisoners, alcoholics, drug abusers, and mental patients. They need
help to develop new and/or healthier socializing skills and new
group contacts. At the same time, it is extremely difficult for these
people to risk themselves in new relationships and in new situations.
They need assistance in this re-socialization process: yet, our treat-
ment resources do not seem able to relate to such issues. The
resources are geared to treat the acute problem rather than the
residual cffects that are less tangible, but perhaps more damaging.

So often, we see people just getting “stuck”. They are forced to
depend on the good will of Case Aides, past and present, and the
uneven services of the community agencies. Many of these agencies
only intervene if the person becomes overtly ill again. They are lax
in providing supportive services to this population on an on-going
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basis. Often, then, the only way that a recently discharged person
can qualify for service is to become crazy, get drunk, or steal again.

There are and will continue to be gaps and we cannot deny the
realities of such deficiencies. It is unrealistic to expect that any one
person, program, or approach can provide all that is needed.
Perhaps, the real failure, rather than lack of service, is the inability
of the existing resources to pull together. Bureaucratic confusion,
competition, narrowness, and conflicts between services screen out
potential consumers, allow clients to fall through the cracks in the
system, and waste both dollars and manhours that could be better
utilized in improving service delivery.

Existing scrvices tend to compartmentalize human beings. It is
very difficult to mobilize a range of services tailored to the particular
needs of an individual. To illustrate this point, let us tell the story of
Jim Smith who is in an automobile accident and is brought to a
general hospital. In the course of his examination, it is found that not
only does he have a broken leg, but also that he is intoxicated. He
will be treated for the former ailment; however, the drinking will
probably not he dealt with here even though most of the staff will be
aware of the statistics on alcohol-related traffic accidents. To carry
this illustration a little further, Jim may be referred to Alcoholics
Anonymous for his drinking problem, but there will be little thought
given to his family or to other problems that may be related, such as
job difficulties, financial stress, and others. And further still, once
the drinking itself is no longer an issue, Jim may still need help
undoing the damage to his family, career, and so on. Whatis needed
is a holistic and continuing approach that addresses itself to the
person with a myriad of problems that change over time requiring
different resources and responses.

Many people are unable to negotiate their way through complex
human service systems without expert guidance. Usually the forms
alone are immobilizing. Medical forms, income tax statements,
insurance claims, public assistance applications, nursing home re-
ferrals, housing and apartment leases are the absolute minimum in
paper processing in order to obtain services in our society.

We see the volunteer as another resource, one which has barely
been tapped. The volunteer can define and coordinate the various
systems linking and inter-connecting them, flexibly and economi-
cally. Originally, the Case Aide Program was conceived of as a way
to bring together the hospital and the community, two totally differ-
ent systems, each moving in its own sphere. We had a Program
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model and we saw glaring needs. Our goal was to establish a smooth
flow of Case Aide service from inside the hospital to the outside and
from that limbo of just being outside to being a real part of the
community. We had accomplished the first part of this agenda. The
second halfwas trickier, but we had begun to move in this direction.

We are not familiar with any program model on which to pattern
an operation that would function totally in the interface between two
systems. Services, although limited, were available both in the
hospital and in the community. They were, however, so fragmented
that the patient/consumer was often unable to avail himselfof all the
separate pieces for which he was eligible. What was needed was a
“pulling together” of resources on behalf of the patient. Within the
hospital structure, the Case Aides, via the Case Aide Program, were
often able to perforin this function effectively.

But, once the patient was out in the community, the mobilization
of resources was more difficult. There was no system for connecting
up the existing services. For example, if a former patient necded
glasses, legal aid, help with a teenage son, and financial assistance,
he might have to relate to four different agencies, none which would
be in contact with each other. We would have liked to have had the
Case Aides perform this same coordinating function in the commu-
nity that they did in the hospital.

Our efforts at such coordination were aborted by the termination
of our particular program model. However, we still think that it can
be done in the mental health system, as well as other systems. We
do, however, see some formidable obstacles. In our situation, the
commitment of time and effort required to help a patient negotiate
the myriad of agencies and bureaucratic forms in the community was
tremendous. Therefore, Case Aides, as the Program was structured,
were not available for on-going community work. Secondly, even if
the Case Aides were willing to extend their efforts, as volunteers,
they had no authority or leverage to accomplish this needed coordi-
nation outside of our Program’s system. We were in the initial stages
of negotiating with a variety of community agencies as well as our
own satellite projects. Although we did not have any “sanction” to
do such work, agency personnel recognized the need to link up with
others delivering service. However, they were too often im-
mobilized.

We did try several alternatives. One of these was to bring the
Case Aide concept physically out into the community by helping to
develop parallel programs in the community mental health centers.
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Often, once these projects were operational, the Case Aides were
moved into prevention, which is the primary goal of the mental
health centers; they, then, had little time or energy left over for the
after-care services which was the purpose that we had in mind.
Then, the problems of territory, or overlapping responsibilities,
became almost overwhelming. Did we pick up when a community
patient was hospitalized or did the patient retain his community case
aide? Who provided supervision and/or back-up for the patient/Case
Aide relationship as the pair moved out of the hospital — our
Program or the one located in the community? Given the time, such
difficulties could have been resolved with community education and
good public relations, as well as coordinated planning. However,
when the Case Aide Program was “incorporated” into the hospital
and we resigned, the community connection was cut.

Thus, our particular program went no further. We did gain
enough experience to feel that certain concepts or principles
gleaned from this model could be generalized to encompass popula-
tions in addition to the mental patient. Volunteers can be useful in
the interface between the service user and the service deliverer. We
can identify four stages in the recovery process in which the volun-
teer can be a critical factor in the effective use of the available
resources and in which the volunteer can help to give the treatment
process a sense of continuity.

The first stage — or recovery — is usually provided “in-house”.
The volunteer, at this point, helps the patient to utilize all the
services that the facility has to offer. These are geared to initial
treatment. The volunteer can act as a liaison between the staff and
the patient. This function becomes very critical if the facility is large
and impersonal.

The second stage — or discharge readiness — may begin inside
the institution, but also provides the transition back to normal
living. Our Case Aide Program was primarily based in this stage.
Here the volunteer may help with the tasks that are essential for a
planned discharge: the re-introduction to basic living skills, em-
ployment or job training, and so forth. The various referrals to the
appropriate community agencies should be made at this point.
Decisions are made about continuing care services during this stage.

The third stage — or re-entry to the community — is technically
continuing care or after care. The volunteer can play a vital role in
integrating the client back into community living. The volunteer can
function as an “ombudsman” helping the client to negotiate the
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various community resources to which he has been referred making
sure that these connections are working. In addition, volunteers can
also play a vital role in the development of broader programs involv-
ing socialization, housing, and community education. Socialization
programs are needed in which the community residents and the
institutionalized patient share common experiences before dis-
charge, as well as after his release.

Housing programs could begin in the hospitals if wards could be
changed to apartments with the emotional and financial resources of
volunteers. In addition, they could be developers of housing
facilities because who are better equipped than community resi-
dents to know where and how? Such programs need to be related to
specific populations. Community education could also be provided
by a volunteer corps who are familiar both with the problems of the
institutionalized individual and the concerns of the community
resident.

The fourth stage — or full participation in community life —
comes “after” after care. This area has been the least addressed. Itis
often assumed that once the individual has recovered from his
problem and has returned “home” that he or she is “cured”. How-
ever, as mentioned earlier, unless new patterns and supports are
developed at this stage of the recovery process, relapses are com-
mon. There are many possibilities for volunteer program develop-
ment in this area. It would require an aggressive and out-reaching
follow-up for several years, but the people who could be truly
salvaged would make such efforts well worthwhile.



CHAPTER IX
“WHAT EVER HAPPENED TO . . .?”

This chapter is a response to our readers who have called and
written to ask the same question: “What ever happened to . . .?”
We will divide the “answer” into three parts: the hospital, the
patients, and the volunteers — the three components of the Case
Aide Program.

I. THE HOSPITAL

The answer to “What ever happened to the hospital?” is . . .
nothing. Recent events and articles have renewed our conviction
that service gaps still exist, resources have not been developed, and
manpower has not been mobilized to meet the needs of the mentally
ill.

“. . .There are at least 2000 institution patients . . . who languish
in a warehouse atmosphere with little or none of the help they
need.” The above statement appeared in the Boston Sunday Globe
on May 8, 1977. This inadequacy exists in spite of the fact that the
Massachusetts Department of Mental Health has more employees
than any other agency in the state and the third largest departmental
budget.

We hear again the same talk about the need to expand community
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services, to develop hospital alternatives, and to integrate ex-
patients back into the community. From 1965-1973, the Case Aide
Program was based on the philosophy of mobilizing community
people to address all three of these issues. This volunteer program
model demonstrated that mental patients could be de-hospitalized,
that alternative living situations could be developed, that concerned
citizens could be effective in this process, and that local com-
munities could be educated to accept and support this institutional
population.

Yet, here we are four years later reading articles that report the
following statistics based on a study of one “typical” Massachusetts
mental hospital:! .

—*“athird or more of the patients do not belong there and are kept
locked up only because more suitable accommodations do not
exist.”

—“. . .institutions are incapable of providing adequate care to
many of their patients, failing to meet legal requirements for ‘treat-
ment plans’ and ‘reviews’, offer little direct contact with professional
staffand rely heavily on drugs as the only form of treatment for many
patients.”

—". . .patients are generally ‘old and chronic’. Their median age
is 52 and although half were admitted less than five years ago, a
quarter have been there at least 15 years and 14 percent at least 25
years.”

—*. . .Based on ‘mental status’ alone, 34% of the patients ‘could
be immediately discharged if the facilities and resources were avail-
able’, such as group homes and half way houses, nursing homes,
apartments, families, or foster homes.”

—“more than a third, or 34%, of the patients only saw the
professional staff who had ‘major responsibility’ for their care once a
month or less. Twelve percent of the patients ‘were never seen or
seen less than once per month™ by the responsible ‘clinician’.”

—". . .18 percent of the patients had not had their ‘mental status’
reviewed in at least a year in violation of state law requiring such
reviews at least four times in the first year and at least once per year
thereafter.”

—". . .29 percent of the patients, nearly a third, were receiving
medication as their only form of treatment, an indication of the
‘custodially oriented nature of the care-giving’.”2

'Nills J. Bruzelius, "Massachusetts Study Critical of Mental Hospitals”, Boston Sundaey
Globe, June 19, 1977, p. 1ff.
2Bruzelivs, op. cit.
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Although we did not have such numbers available in our first
edition, we did see and portray the effects of these deficiencies upon
real human beings. These facts, stated four years later, would ap-
pear to confirm our experience. How tragic that there has been so
little positive change.

Since 1965, there has been talk of “rapidly expanding community
mental health services”. Yet, in a 1977 newspaper article, there
continues to be a call for “hard data” to plan policy recommenda-
tions, to “lower the census of the state hospital, and to provide more
adequate placements for patients who should not be incarcerated in
the decaying institutions.”® And so on. . .

Meanwhile, the patients are still waiting, the institutions are still
understaffed, and the communities are still reluctant to accept such
populations without the resources to deal with them. We believe
that there are still potential volunteers who are looking for an
opportunity to be useful and effective and that the pieces need only
to be linked up.

1. THE PATIENTS

Since the Case Aide Program is no longer in existence, we have no
way of systemmatically following up on the people with whom we
had worked. Some have informally kept in touch with us and others
we have just met by chance. We would like to share with you the
stories of a few of these people. One of the most gratifying experi-
ences for us is to meet one of these former patients and to recognize
that they have indeed picked up their lives again.

One day last Spring, we met Mary Ellen G. trying on dresses in
Filene’s. There we were, three women sharing a common, everyday
routine — shopping. It was hard for us to believe that Mary Ellen
was the same woman who had come to our office five years before, a
woman who had been institutionalized for twenty years, who had
forgotten that she was a human being.

When we first met her, she looked like a forty-year-old “teen-
ager”; she was wearing knee sox, an undershirt, and carrying all her
belongings in two huge shopping bags. One of these bags was a
portable medicine cabinet containing a large box of tissues, a roll of
toilet paper, mouth wash, Kaopectate, Excedrin, Corricidin, high
potency vitamins, a laxative, Phisohex, etc.

Mary Ellen had been referred to us by the Occupational Therapy
Department whose staff believed that there was still a “spark”
beneath the institutionalization, the unsuccessful lobotomy, the

3Bruzelius, op. cit.
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hundreds of shock treatments, and the persistent paranoid and
delusional thinking. They felt that a supportive Case Aide could
help her to utilize their services more effectively. Seeing her and
listening to her, we seriously wondered if we could be helpful. She
was full of fears, suspicions, and distrust, utterly dependent on the
hospital; she had not known another home since her eighteenth
birthday.

Fortunately, we had available a talented, intelligent, and vital
Case Aide who was willing to work with this psychotic and rather
bizarre looking woman. Mary Ellen made it very clear that she was
not interested in leaving the hospital; she did, however, want to
earn money. Thus, this goal became the basis of the contract be-
tween the two women. They began to meet weekly.

Mary Ellen was helped to apply for and be accepted into a
hospital-based sheltered workshop. Her delusion that she was still
physically incapacitated from her initial breakdown interfered with
her job schedule. Linda, the Case Aide, was firm, but supportive.
At this point, we made the decision not to confront the paranoid
thinking, but to help Mary Ellen to function in spite of it. For
example, her resistance to going to work, even in the face of her own
desire to earn money, was related to her fear of the “strange germs”
that could harm her in the workshop. So, Linda suggested a disinfec-
tant spray that became a permanent part of Mary Ellen’s coping
system. (Once, one of the supervisors opened her office door to
admit Mary Ellen a bit too suddenly and had her face “disinfected”.) -

In three to four months, Mary Ellen had achieved her goal of
earning money so Linda brought up the idea of alternative living
arrangements. Although initial anxiety caused relapses into former
behavior patterns — suspicion, tearfulness, withdrawal — Mary
Ellen started to explore, with Linda’s help, some of the possibilities.
These included family care, rooming houses, and the availability of
Welfare assistance to supplement her earnings which would not be
enough to pay for independent living.

As the plans developed, the usual half day a week involvement
with the Case Aide proved to be inadequate. As Mary Ellen began to
accept more and more of the “outside world” into her life, her
anxiety increased. She started to express directly her bitterness and
rage. There was much emotional growth as she began to put her life
into new perspectives. She was spending more and more of her day
at the Case Aide unit. She feared going back to her ward because
there she regressed. She reached out for “health” unlike many
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patients who often retreated into “sickness” at this time. One of the
Case Aide supervisors assumed responsibility for the more intensive
treatment that Mary Ellen needed. This supplementation of the
Case Aide role was quite common. We believed that the Program
should be made to accommodate such individual need. In spite of
the skill and interest of the volunteers, it was still critical to have
full-time professional back-up available.

Mary Ellen began to “drop-in” on the supervisor. It became clear
that this woman was reaching out for a help that had not been
available to her before and possibly that she could have have used.
Her efforts were still extremely tentative and the retreats after the
slightest foray were always hasty and accompanied by a return to her
hypochondriacal system. We allowed her to pace her own involve-
ment because we recognized the fragility of her efforts. Six to eight
months after she joined the Program, Mary Ellen began to use the
supervisor as a therapist. The Case Aide continued her weekly
involvement focusing on concerete planning.

The clinical aspects of the case included several decisions at this
point:

—time would be made available when Mary Ellen needed it.
Since her paranoid system would not allow her to admit to her need
for therapeutic help, these sessions were kept very flexible and were
devoted to strengthening her ego functions and to improving her
selfimage. At one stage in this process, she was seen daily for one to
two hours.

—the supervisor also allowed Mary Ellen to express some of the
anger, frustration, and sadness beneath the delusional system. As
she developed healthier defense mechanisms, Mary Ellen could
eventually give up many of her paranoid ideas. It was no longer
necessary for her to constantly re-hash her past. She was also able to
relinquish some of her unhealthy coping mechanisms such as the
shopping bag with the medicines.

—the other people in the unit — Case Aides, the other super-
visor, the secretary, and so forth — related only to the healthy
aspects of Mary Ellen’s personality such as her love of literature,
movies, and music. They supported her fledging attempts to re-
build her life by helping her to look at ads for rooms; they suggested
the proper attire for working; they introduced her to appropriate
make-up and hair styles; and, they helped her to contemporize her
ideas about men, dating, and marriage.

To summarize, we feel that the meshing of the volunteer service
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and the professional expertise was fully realized in Mary Ellen’s
progress. She was able to leave the hospital within a year from her
initial contact with us and she was approved for Disability Assis-
tance. She found a room in a boarding house close to the hospital.
Since her main social context was at the hospital, at first she re-
turned to the grounds daily. Her loneliness and alienation from her
co-boarders became overwhelming during these initial months and
she requested re-hospitalization. We had not yet been able to
provide her with social substitutes totally outside the institutional
setting.

We worked closely with the hospital staff to use her return as a
planned and therapeutic tool which would provide temporary relief
from her anxieties but would not allow her to fall back into the
hospital system. The critical factor was the Case Aide Program’s role
as case coordinator. We provided the vital link between the hospital
and the community. Without this connection to the “outside”, the
door behind Mary Ellen may well have been shut permanently.

To insure that the community connection was maintained, limits
were set on the length of Mary Ellen’s stay at the hospital. Her
“rest” did enable her to get some much needed emotional relief.
When Mary Ellen left for the second time, after only three weeks,
she was able to remain out in the community.

The Case Aide’s role resumed its former pre-eminence now that
Mary Ellen needed to find supports “out there”. She no longer
would have to rely on the hospital to fill the emptiness of her life.
Linda was able to introduce Mary Ellen to church groups, to help
her enroll in a nearby community college where she could take
courses, hear lectures, and attend concerts. Since Mary Ellen now
had her own income, the two could go out to lunch and shop. A real
friendship developed between the two women based on mutual
respect, acceptance, and genuine fondness. The Case Aide/patient
differentiation was no longer relevant.

Our purpose in describing Mary Ellen’s involvement with the
Case Aide Program in such detail is to illustrate the best parts of the
program:

—a clearly delineated treatment plan in which the client partici-
pated and which was based on her particular illness and potential.

—a flexible and integrated program including both professional
back-up and the well-trained volunteer.

—the involvement of the volunteer who helped to smooth the
transition from the hospital system to the community.
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Perhaps, now, the reader can appreciate the significance of our
meeting with Mary Ellen four years later. She was now an attractive,
modishly dressed, confident woman. There was no apparent vestige
left of the frightened, suspicious hospital patient that we had known.
However, we are sure that she will always feel some sadness and
bitterness at the waste of twenty years of her life and probably some
“crazy notions” and odd behavior still remain.

Mary Ellen’s story is not unique. We could just as easily have
described Anne, Mabel, or John whose stories may not have been as
dramatic, but whose achievements of “non-patienthood” are equally
valid. One of the supervisors recently spoke at a luncheon honoring
volunteers. After her talk, she was approached by two elderly
women who looked familiar to her. They introduced themselves as
two of the first clients of the Case Aide Program. They had been
sharing an apartment since their Case Aide had helped them to
leave the hospital some seven years before. Joan and Helen were
now themselves volunteers and were visiting elderly and disabled
people in their community. They appreciated the value of this
“people-to-people” support having themselves benefitted from it.

It is important to note that there are other patients whose stories
are not so positive. Once out of the hospital and the Case Aide
Program was gone, there was no one to whom they could turn at
times of crises. Their only option was then to return to the hospital
and, without the community connection, they became stuck again.

Earlier in the book, we described Roland and his Case Aide,
Annette. When the Case Aide Program was ended, Roland had only
been living in a foster home for about three months. The woman
who managed the home became acutely ill and asked the hospital to
find new homes for Roland and two other men, also former patients.
Alternatives had to be found very quickly. Unfortunately, no one
developed other arrangements and all the patients had to be re-
turned to the hospital. Roland did contact Annette, but, without the
support of the Case Aide Program, she had no direction, no point of
entry into the hospital system, and no leverage with the staff.
Although she continued to see Roland, her contacts served no
purpose other than friendly visits. Once he was back into the old
patterns without hope for the future, Roland regressed rapidly. He
is still waiting. Concomitantly, Annette, frustrated and alone, felt
helpless and her involvement waned.

Betty, too almost made it. She was part of the original “apartment
group”. The anxiety of actually moving out of the hospital and into
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the apartment precipitated a severe depression. A community men-
tal health facility might have provided the brief hospitalization that
Betty needed. However, such a facility just was not there and the
state system was not then geared to crisis intervention. Instead of
admitting Betty as a new, acutely ill patient, she was simply re-
turned to the same chronic ward. Within hours, it was as if Betty had
never left.

With some patients, we tried alternative after alternative but
were unable to come up with the right combinations. Although we
have described a patient named Paul earlier in the book, we did not
really discuss his participation in the Case Aide Program. He was
involved in everything that we had to offer:

—three different and differing Case Aides over a three year
period. They included one woman and two men.

— participation in the first group experience that we offered, an
activity group consisting of young patients led by the supervisors
and three college student volunteers.

—individual therapy

—Case Aide allowance

—employment on the Case Aide Unit

—involvement of ward personnel

—efforts were made, although unsuccessful, to involve his fam-
ily.

Paul enjoyed the Case Aide contacts, but they all resulted in no
concrete gains. The prospect of leaving the hospital continued to
frighten him. Always, on the eve of his discharge, there would be
some self destructive act that prevented his leaving. Saddest of all,
Paul knew that he was destroying every opportunity for a future. He
chose not to try, rather than to risk failure. We somehow could not
cut through his self hate and sense of worthlessness.

We are still haunted by the vision of this 30-year-old, handsome,
bright man. All his potential is burning out with each day that he
remains institutionalized. Healthy anger becomes self hate and his
life is one of emptiness.

There were also clients that we could not help because we were
unable to find the appropriate resources. The institution became a
kinder alternative than the possibility of their wandering alone on
the streets of some town. Frankie was a 50-year-old retarded man
who had been in institutions since early childhood. Although he
enjoyed the friendship of a Case Aide, other goals, such as em-
ployment or independent living, were unrealistic for him. The Case
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Aide experience, did however, have some positive results for
Frankic. His family became more involved with him as they saw him
responding to the interest and concern of the Case Aide. The Case
Aide arranged for Frankie to become a special “mailman” for the
hospital administrator, delivering messages, etc. The diligence and
pride that he brought to this task resulted in a greater sense of
dignity and self respect for him.

I11. THE CASE AIDES

The last major dimension of this chapter is the volunteers. We
sent out a follow-up questionnaire to a random selection of Case
Aides to see what they were doing four years later. We were
interested in their reflections on this volunteer experience and how
it might have affected their current interests, educational planning,
and career choices. More than forty percent responded. It was not
our purpose to conduct a scientific survey; we were interested in
obtaining their perceptions of their Case Aide involvement.

More specifically, we asked them what they felt were the most
rewarding aspects of the Case Aide Program. The following areas
were cited:

— supervision and training ........... ... ... 55%
—relationship with other Case Aides................. 42.5%
— purposeful involvement ........... ... ... .. . 26.2%
— acquisition of new information and skills .............. 5%

The above responses, however, do not reflect the intangible qual-
ities of the experience. Almost every questionnaire came back with a
personalized letter containing material that somehow did not fit into
the categories that we had requested commentupon. We are includ-
ing three of these. ]

The first letter is from a woman who participated in the Case Aide
Program during the first year of its operation. Typical of the par-
ticipants of those years, Mrs. D. was in her middle years with a
large, growing family:

“My husband and family really loved Annie. She was like abreath of fresh air,
with no malice — like a ¢hild — and we still look forward to seeing her, over
eleven years later. It was important FOR MY FAMILY that 1 brought Annie
to my home. Up to then, she had been an intangible, unknown subject. My
interest in her children and family and her knowing mine as people helped to
bring her out of herself. It was a good experience all around. Sometimes she
stayed over at my house. She is a loving and generous person and could help
the others.
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The Case Aide Program was, in my opinion, a giant step in according to the
unfortunate and suffering the dignity of human being, to which everyone is
entitled and which everyone needs. The one to one relationship is a caring
and giving one of love and concern. It is not easy. involving sometines great
inconvenience and often pressure. But the reward is great!

Miss L. was a mature 20-year-old student at a nearby university
when she was a Case Aide. Now a Ph.D candidate in psychology,
she writes:

It may interest you to know that the patient I saw while in the Case Aide
program — Marilyn T. — contacted me two years later by first writing to my
parents for my address. She said that she was doing well. It's hard to putinto
words the feeling you get from helping someone. . .

Mrs. G. came to the Case Aide Program after being recently
widowed. In her early 60’s, she was working full time and volun-
teered to come to the hospital in the evenings. Now retired, she
continues her contacts with her patient:

She is all better now, and out in the business world sharing an apartment with
three other ladies from the hospital. She is so happy working full time and
making her own decisions. We still meet and keep in touch at least once a
month — have lunch and shop. You wouldn’tknow her. She is just like vou or
I, an entirely different person from the woman I first met. It is just a miracle
and I know that you are as happy as I am that she is out of the hospital after
being there for 20 years. She helps me now — when we cross the streets, she
takes my arm and is quite concerned about me as my legs are very bad and 1
cannot walk too well. She sends me cards and notes at holidays and special
occasions and is so open with me whereas before, she wouldn’t tell me a thing
about her personal life. She still takes medication and realizes that she must
for a while anyway. . .
There were many other letters that told how the Case Aides were
touched and changed by this experience. We had tried to elicit more
specific indications of how the Program might have affected their
lives. One measure, we felt, might be their current activities. Here
are the responses:
—education and/or training programs in the human

services .......... e e ....52.5%
— paid employment in the human services ... .. e 50%
— volunteer participation helping others . . . .. e 42.5%
— employment in non-service fields ........ e 15%
—athome............ e ... 2.5%

As you can see, more than half have gone on to further education or
jobs in the helping professions. We cannot prove that their Case
Aide experience was responsible; they might have made the same
choices anyway. However, we believe that the proportion in this
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category would indicate that it is not merely chance. A second
indicator is that 80% of those responding stated emphatically that
they would be Case Aides again.

It is also important to look at the negatives, or deficiencies, in any
program in order to plan more effectively. So, we asked the Case
Aides to comment on how the Program could have been improved.
Some, or 20%, offered no suggestions in this category. Others noted
the following deficiencies:

— not enough support for the Program from the hospital or the

COMMUNILY « ottt ittt e e n e e 42.5%
— not enough training and supervision ................. 25%
— lack of resources for patients ....................... 20%
— the difficulties and frustrations involved in working with se-

verely institutionalized patients ................... 17.5%
— not enough contact with other Case Aides ............. 5%

—no potential within the Program for paid employment 2.5%

IV. CONCLUSION

Sadly, the mental health system continues to be inadequate.
What is really exciting and hopeful is the tremendous impact of the
Case Aide experience for both the patients and the volunteers. That
some patients were able to re-gain their lives made the projeét
worthwhile in itself. But, the mushrooming effect was even greater
for the volunteers. Many people were “turned on” by this personal
opportunity to make a difference and have gone on to make signifi-
cant contributions in the human service field. Additionally, each
one of them has brought this concern and understanding back to
their own homes, families, friends, and, ultimately, their commu-
nities.



CHAPTER X
THE NEW VOLUNTEERISM

We suggest that volunteers can play a vital and dynamic role in
alleviating some of the confusion and fragmentation of the service
delivery systems. We envision concerned community residents
functioning in the areas of program development, implementation,
coordination, and education. Before we describe some of the volun-
teer programs that we feel demonstrate the enormous potential of
volunteer resources, it is important to look at issues and factors
affecting volunteerism today.

We will not be addressing ourselves to the broader field of “volun-
tarism”, which includes “. . . issues much broader than volunteers,
such as sources of financial support, autonomy of control of man-
agement of voluntary associations, etc.”! We will, instead, be focus-
ing on the prople who volunteer. Contrary to popular myths, there
are ever increasing numbers of them. According to the 1974 Census
Bureau Survey, there is a continued rise in volunteering:

—one out of every four Americans over the age of 13 does some
volunteer work.

—36% volunteered at least once a week.

Wiolet M. Sieder, as quoted in NASW News, March, 1977, p. 26.
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—volunteer service hours yield the equivalent of 3,500,000 peo-
ple working full time for one year.

—22% not in labor force volunteered.

—12% below the family income level of $4,000 per annum volun-
teered.

—voluntary efforts are estimated to be worth approximately $6.8
billion per year.2

It is apparent that there are vast human resources available; and,
yet, there are tremendous needs unmet. What is puzzling is why
these two pieces are not being meshed. Why are volunteers so
under-utilized in the human services? As social workers, we would
like to view this dilemma from our own particular perspective.
Social service programs are being constricted by little available
money, insufficient personnel, and increasing and more diverse
demands for service. Why are we not increasing our mobilization of
volunteers?

We feel that one of the major factors prohibiting their involve-
ment is the reluctance of the professionals. It should be noted that
only 3 of the 70 schools of social work in the United States have
courses on developing volunteer programs or working with
volunteers.3 This statistic seems to indicate several possibilities.
The first is that the professionals either do not recognize the poten-
tial of volunteer services or they are threatened by the potential that
they do see. Another possibility is that professionals do not accept
that there is a body of knowledge and skills involved in working
effectively with volunteers.

One basic issue seems to be the fear that the volunteer may
replace the professional. This concern may be quite legitimate
considering today’s economic picture. Funds are limited and needs
continue to expand. Why, then, pay a professional when a volunteer
can operate in the slot for free or for a minimal remuneration? This
reasoning is often realistic; in some instances, volunteers are
replacing professionals. For some programs, this approach is the
only viable alternative. Volunteer manpower enables some pro-
grams to provide services that otherwise could not be offered.

Secondly, volunteers, as staff, are the better choice for some
programs. They possess unique qualities and experiences, as well as

2Brad Knickerbocker, “Government, Industry Recognize New Energy Source — Volun-
teerism”, Christian Science Monitor, August 17, 1977,

3Ann Scharflenberger, “Whatever Happened to Lady Bountiful?”, American Home,
March, 1977.
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a flexibility that may make them more effective with certain popula- .
tions than the professional. For example, the success rate of Al-
coholics Anonymous in effecting initial sobriety is almost totally
due, we feel, to the fact that these particular volunteers are them-
selves recovering from the same difficulties. And, in the Case Aide
Program, there was a similar benefit associated with the voluntary
nature of the service. The Case Aides were recognized by the
patients as people who helped because they cared, who came to the
hospital because they wanted to. The helping process in the Case
Aide Program involved people as people, not as patients or diagnos-
tic categories. The volunteers brought a healthy, positive, practical
outlook to the institutional setting. Their presence was like a breath
of fresh air in the stagnating hospital atmosphere. They kept us
relevant and real and helped us to stay in touch with our own
“personal-ness” as well as our professionalism. They were a link
both for us and the patients with the outside world and helped us to
maintain our balance in this insane system.

Although there are some advantages to volunteer staffing pat-
terns, there arc also problems that need to be explored. As profes-
sionals, we have an ethical responsibility to provide quality service.
The arbitrary replacement of professionals by volunteers can bhe
destructive to the volunteer, the client, and, eventually, the pro-
gram. There is a difference between a professional and an amateur,
no matter how well trained and well supervised that amateur may
be. The professional has an expertise that the volunteer does not.
Professional education and training provides a clinical competence,
a standard of performance and accountability, and an ethical code
that the volunteer does not possess. It is our contention that clients’
rights must not be sacrificed. Issues such as confidentiality and the
consumer’s right to know the qualifications of the service provider
need to be considered. Certain systems are particularly prone to
abusing the helping professions. Oftentimes, in understaffed, pub-
lic institutions, even paid employees are given titles and respon-
sibilities without the appropriate training and supervision. Such
practices are even more destructive when they involve volunteers
because there is usually even less accountability and rarely any
administrative or clinical support. We were called upon to pick up
the picces of such a situation. An adult education center had been
allowed by the hospital administration to come to the institution to
do a six-week field work practicum in counselling. These students
and their teacher chose patients to “treat” without any previous
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orientation, screening, and/or supervision. The results were chao-
tic. Patients had no knowledge of who these people were and felt
that they had no choice but to cooperate; on the other hand, the
student volunteers became frightened and overwhelmed. We were
able to remedy some of these patient/volunteer relationships by
absorbing them into the Case Aide Program. However, other pa-
tients and volunteers were badly hurt by their experience.

There does not have to be an either/or situation. There is a third
alternative — a partnership between the volunteer and the profes-
sional. As in any partnership, there is an interlocking mutuality in
this relationship. Based on our experiences with the Case Aide
Program, we would like to explore some of the dynamics of this
partnership. Professionals, at this time, need help in delivering
good service. We need to extend our reach to differing populations
with varied needs. Sometimes, we need help just to maintain on-
going programs. Volunteers, on the other hand, can offer time and
energy and skill. Professional services need to be kept relevant and
human; volunteers can often contribute to that dimension. They
bring their life experiences and an altruistic spirit that can add a
flexibility and vitality to programs. Quite selfishly, we also see a
somewhat self-protective element in the partnership. We just can-
not do the job alone and do it well; therefore, social service programs
can become expensive failures. If we do not reorganize our re-
sources, we will become obsolete. Volunteers can help us by iden-
tifying needs, filling in service gaps, coordinating and linking up
existing networks, and participating in direct service delivery.

To turn the picture around, volunteers want to feel that their
contributions are significant, worthwhile, and appreciated. In order
to gain these objectives, they need to have a clear understanding of
what is expected of them, of why they are involved, and what they
are to do. To put their needs into our professional context, we must
provide them with access to participation in agency operations on
many levels — from policy decision making to program implementa-
tion. The volunteers, as well as the professionals, need clearly
delineated job descriptions — who does what with whom? Another
important piece is the “contract”™: an agreement by which the rights
and responsibilities of cach partner are specified.

While job descriptions and contracts are critical clements in
recognizing the importance of the volunteer’s contribution to pro-
fessional service delivery, they also need the working tools to per-
form assigned tasks effectively. The professional provides these
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tools via his expertise in screening, matching, “orientating”, train-
ing and supervision. Such telescoping of knowledge gives the volun-
teer a professional sanction. Through the training and supervision
components, the volunteer gains technical authority, a standard of
competence, and shares our ethical code. Within this framework,
the volunteers derive new skills, greater self-awareness, and posi-
tive feedback about the value of their contributions.

Thus far, we have been advocating a volunteer/professional part-
nership. It might be useful at this point to define the type of
volunteers that we have been discussing. David Horton Smith has
identifed five categories of volunteers which are:4

1. Service volunteers — the traditional ‘people helping people’
group who attempt to help others directly.

2. Public issue/advocacy volunteers — these persons who are
involved with broad social problems affecting large groups.

3. Consummatory/self-expressive volunteers — are those who
are organized around some self-interest such as fellowship and
enjoyment.

4. Occupational/economic self-interest volunteers — are also
self-oriented and usually seek to enhance economic or occupa-
tional interests.

5. Fund raising volunteers — those who are involved in the
process of raising money.

We are specifically interested in the category that Mr. Smith has
termed “service volunteers”. These people are mainly involved in
direct helpingas opposed to those who are engaged in activities such
as fund raising, occupational betterment, and/or recreation.

In reviewing both our own programs model and other volunteer
projects, we can identify three styles of volunteer/professional rela-
tionships within the service volunteer category:

1. those programs in which the professional componentassumes a

more dominant position;

2. these programs in which there is a blending of the
volunteer/professional functions: and,

3. those programs in which the volunteer is the primary partner.

The first of these styles can be found in volunteer programs that
are professionally directed and coordinated. Some identifying
characteristics of this partnership model are:

4David Horton Smith, “Types of Volunteers and Voluntary Action” Volunteer Administra-
tion, July 1972. pp. 3-10.
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1. The programs are organized, administered, and supervised by
professionals who are generally paid.

2. The direct service offered to the client population is provided
by the volunteer.

3. The service provider — the volunteer — is not the service
recipient.

4. The volunteer is expected to participate in a structured and
contractual educational program which includes screening,
matching, orientation, on-going training, and clinical supervi-
sion.

5. Most of these programs offer a group experience, usually in the
form of training seminar, which encourages peer support,
learning, and interaction among the volunteers.

We have been in contact with programs around the country that
we feel exemplify the components of this first of the partnership
styles. In planning this chapter, we have selected as examples those
programs that both contain the above elements and demonstrate an
innovative and eftective utilization of volunteer resources.

The Volunteer Counselling Service of Rockland County, New
York provides individual and group counselling for clients referred
via the Family Court system. The program deals with a wide range
of human problems — alcoholics, battered spouses, runaway chil-
dren — that come to the attention of the Family Court. One of the
particular advantages of this volunteer service is that it does not
identify itself as a mental health facility. People can obtain assistance
from people much like themselves. A potential client need not
sacrifice his self respect and be labelled as “crazy” or “sick™ in order
to be helped.

Four paid professionals supervise a volunteer corps of 150 men
and women. An additional feature of the Center is that it also
involves community professionals who donate their time to provide
supervision and back-up that supplements the paid professional
staff. Both the size and variety of such a staffing pattern has enabled
the Center to provide quality services to more than 2,000 families
since its inception in 1970. Another of the advantages of volunteer
stafting is that the Center can be extremely flexible in its treatment
planning. Families can be assigned to several counsellors at the
same time and the clients can be involved in individual and/or group
treatment. Thus, the Center can be very responsive to client needs
atany particular time and in a variety of ways. Within the confines of
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traditional agencies who have limited staff, such flexibility would
just not be possible.

The Donwood Institute for Alcoholism Treatment in Toronto,
Canada recognizes the value of volunteer assistance in every phase
of the recovery process. Its Clinical Secretaries Program begins
when an alcoholic enters the in-patient facility and follows him or
her through a two-year rehabilitation program. The Clinical Sec-
retaries Program is a volunteer system that stresses the importance
of the mix of professionals and non-professionals in the treatment of
addiction, as well as the great need to involve the community in the
patients’ recovery. The volunteer functions as an “ombudsman” for
the alcoholic initially helping the patient to utilize effectively all the
in-house resources of the facility. Their primary technique is weekly
groupwork meetings with in-patients. The Clinical Secretary con-
tinues this contact as the patient prepares to leave, helping to
smooth the transition back to community living. Once the recov-
ering alcoholic has re-entered the “outside” world, the Clinical
Secretary maintains this role of friend and supporter and acts as a
link between the ex-patient and the resources at Donwood and the
community.

This particular program demonstrates most clearly the advan-
tages of volunteers helping to provide the continuum of care re-
quired for a full recovery. The Clinical Secretary’s role illustrates
two important aspects of a total rehabilitation process as we have
described it in Chapter 8. It helps to dissipate the alienation and
loneliness that a person with a problem may experience and it helps
to mobilize all of the available professional resources on behalf of
that person. To us, the consistent and long-term involvement of one
person, the Clinical Secretary volunteer, is a major strength in this
whole treatment approach and one that conld well be looked at by
any treatment facility.

The Parent Aide Program in Lafayette, California is an outgrowth
of the Contact Care Center’s Parental Stress Service. Parent Aides
are volunteers who are professionally trained to assist in the treat-
ment of parents who feel that they will abuse their children. En-
couraged to become friends with their assigned parents, the Parent
Aides provide a non-threatening, caring, adult relationship within
which frustrations and anxieties can be expressed. This volunteer
program stresses the commonality of child rearing experiences. The
community volunteer learns that the difference between the child
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abuser and non-abuser is, in many cases, a matter of degree. Two
fringe benefits of this program is the education of the community via
the Parent Aides about a social problem that is only beginning to be
acknowledged publicly. Also, it encourages earlier identification
and referral to a non-punitive treatment facility.

Another volunteer project that is part of a larger institution is the
Clinical Volunteer Program of the Abigail Eliot Mental Health
Clinic in Concord, Mass. This program, similar to the Volunteer
Counselling Service, trains volunteers to counsel individuals, cou-
ples, and families. The clients present a variety of concerns ranging
from life adjustment stresses to chronic emotional disorders. What
we feel makes this program somewhat unique is the feminist orien-
tation of its participants. Contrary to the position of many women’s
organizations, such as NOW, the Clinical Volunteer Program values
volunteering as an important step in the growth and development of
its participants. The group training seminars have provided the
volunteers with a forum that promotes peer support in resolving
issues surrounding female identity. Additionally, the experience
and skills gained as Clinical Volunteers have been very helpful in
providing an opportunity for career testing, evaluating options, and
taking the first steps on an employment ladder.

The Lutheran Compass Center’s Resocialization Program in
Seattle, Washington serves the city’s male, “skid-row” alcoholic
population. The program is based on the belief that human support
is a crucial part of the alcoholic individual’s recovery process. The
volunteer “sponsor” is assigned to the recovering alcoholic during
the post treatment phase and offers him or her opportunities to
socialize along with aid in finding a job, medical and legal advice,
and housing. The uniqueness of this program is the population with
which they have chosen to work — an extremely isolated, alienated,
and hard-to-reach group who have usually lost everything as a result
of their illness. This program recognizes the importance of assis-
tance in the critical phase following re-entry to community living.

The second style of professional/volunteer partnerships that we
will discuss contain the following characteristics:

1. In these programs, there is a blurring of the roles and tasks

performed by the volunteers and the professionals.

2. the programs are usually geared to certain targeted popula-

tions who have special problems.

3. these programs are usually not involved with direct treatment,

but rather provide information and referral services, friendly
visiting, or “hot-line” counselling.
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4. supervision of the volunteer tends to be less tightly structured
and is generally provided on an “as-needed” basis.

5. training is usually provided in an orientation format and often
includes didactic lectures, consultants, and/or issue focused,
short-term workshops.

The Guide Family Program in Redwood Falls, Minnesota grew
out of the community’s concern that a state sponsored half-way
house for mentally retarded men was to be placed in their midst. A
citizen’s group approached the institution’s director seeking assis-
tance in integrating the men into the community. Families were
recruited, each of whom “adopted” one man and invited him to
share their family life. No funding has been involved,; it is just people
helping people. It seems to us that the value of this program has
been the community’s recognition of their responsibility to help
with the integration of a special population. Concomitantly, the
professionals have responded to the community’s initiative with the
needed back-up and support.

Another unusual and effective program, which is located in Mas-
sachusetts, is the Samaritans, based on a similar project developed
in England. Its volunteers are trained to deal with potential
suicides. They operate a twenty-four-hour telephone counselling
and referral service. The Samaritans are carefully screened and they
participate in an intensive training process that prepares them for
their work on the “hot-line”. The program is totally operated, on a
day-to-day basis, by volunteers. Professional back-up is provided by
community mental health practitioners on an “as-needed” basis or
in group training seminars. The volunteers use a method which they
call “befriending”, a process that immediately individualizes the
voice on the telephone and encourages personal relationships with
the caller, but still protects the anonymity of both parties.

The Colonial Club, Inc. of Sun Prairie, Wisconsin attempts to
build a bridge between the community’s older adults and its
younger people. The Club trains both younger and older volunteers
to provide friendly visiting for the home bound elderly, as well as
recreational experiences, medical screening, and a financial and
legal information service. The understanding and rapport that grows
hetween the generations is an important outgrowth of this volunteer
experience.

The third style of volunteer/professional partnerships may be best
expressed in what might be called the self-help movement. In
recent years, we have seen a huge growth in this approach to human
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coholics Anonymous, such as Schizophrenics Anonymous and
Ovcreaters Anonymous, to name but two. Some of the characteris-
tics of these programs are:

1. they generally do not have a professional component as a
regular part of their structure.

2. they are organized and operated for inutual support and help
by members who share a common problem. The knowledge
and insights gained from their own experiences give them an
expertise that enhances their ability to help others with similar
problems.

3. the provider of the service is also the recipient of the service;
the principle on which these programs are based is that the
helper is helped by helping.

4. these services are available to anyone with the problem and
their emphasis is on education about and awareness of their
particular problem.

Make Today Count, Inc. is an organization for persons with life
threatening illnesses, their families, and other interested persons.
The underlying philosophy of this organization is to help its mem-
bers reconsider their priorities and choose what matters most. In
regular group meetings with other terminally ill people, families
and couples have been brought closer together when they learn to
make each day count.

The organization was founded by Orville Kelly of Burlington,
Iowa, in January, 1974 after he had learned that he was suffering
from a terminal form of cancer. In the past three years, Make Today
Count has grown to 103 chapters covering 27 states and including
Canada and Germany. It now has 7,000 to 8,000 volunteers and
ofters workshops to help people cope with death and dying. This
program also features a referral service and a widely distributed
newsletter.

Drinkwatchers, Inc. was founded in 1975 by Ariel Winters in
Haverstraw, New York as an alternative to Alcoholics Anonymous.
Unlike A.A., Drinkwatchers offers its members a choice of
therapeutic goals — abstinence or controlled drinking. Its services,
offered in a group seting, are directed at the alcohol user and abuser,
not the addict who has demonstrated no ability to control his drink-
ing. This program is based on the philosophy that the opposite of
abusing a substance is to use it with respect and appreciation.
Drinkwatchers encourages alcohol users to cultivate the attitude of a
connoisseur. Drinkwatchers seems most appropriate to counteract
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the rising rate of alcohol abuse among young people since it relies
heavily on community education about alcohol.

We are beginning to sec some variations in this self-help model as
new problems are identified. These newer programs tend to be
more action oriented and are involved in the resolution of problems
on a broader social scale. Such groups tend to be more militant and
they challenge the old presumption that “if you have a problem,
then there is something wrong with you and you must change.”
Some examples are women’s rights groups, welfare rights groups,
rape victims' groups, divorced and unwed fathers’ groups, etc.

Traditionally, professionals have not been involved in the ad-
ministration, structure, and on-going operation of most self-help
volunteer programs, although they may be involved either as par-
ticipants or as consultants. In some cases, they have been excluded
purposefully, perhaps because they often represent a philosophy of
healthy/sick, superior/inferior, and powerful/powerless. There is an
equality in the selt-help systems because everyone needs and is
needed. We can appreciate and respect this attitude and we have
seen the positive results that such programs can produce.

We do feel, however, that some of these programs could benefit
from an association with professionals who might enhance and ex-
tend the services presently offered without being intrusive. Many
programs are floundering because of a lack of comprehensive plan-
ning; some duplicate services already available elsewhere; others
have become so exclusive that they tend to stunt members’ growth
since a member must continue to have the problem in order to
maintain his association with the group; still others do a good job,
but do not go far enough to develop the full potential of either the
program or their membership.

The input that a professional might have could include:

1. skills in planning, organizing, and managing programs;

2. help in coordinating their services with the community’s exist-

ing resources;

3. educational and consultation services in specific areas of exper-

tise;

4. training and supervision components to enhance the peform-

ance of their indigenous volunteers.

We have described three styles wherein volunteers and profes-
sionals work together in a variety of ways. Regardless of the particu-
lar style, it seems to us that one can identify certain components that
make a program effective:
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. a good program must have a program plan, a clearly defined

purpose. Philosophy, goals, policies, and objectives need to be
delineated. There is a need to know what the program is going
to do, for whom, why, by whom, and for how long. The more
specifically these questions are answered, the more effective
the program will be in accomplishing them.

. the implementation of this plan gives the program a “spirit”, or

identity. It is important for the volunteers to know who they
are so that they can translate this image to others. We found
that public relations played an important role in this area. An
interest in the program must be created and fostered within
the surrounding community. This approach not only attracts
volunteer power to the program, but also it sustains and en-
hances staff morale. It is interesting to note that, in many of the
programs, the title given to the volunteers also describes their
function and reinforces their special identity, such as the Par-
ent Aide in California or the Samaritans.

. an effective program must have clear contractual relationships

among personnel. Such arrangements include: job descrip-
tions and accountability systems. The definition of mutual
rights and responsibilities are implicit in such contracts,
whether they be informal or formal.

. a professional support system in an integral part of an effective

program. This system is the backbone of good service delivery
for it provides the screening, matching, orientation, supervi-
sion, and training. Back-up for the volunteers must be flexible
and available. It is here that the quality of professional leader-
ship has its tremendous impact on program viability. This
aspect sets the tone and the atmosphere for the
volunteer/professional partnership. Those in charge must re-
flect a belief'in, a trust in, and a commitment to these relation-
ships or else the participation of the volunteer is stunted.

. peer contact should be built into the program. Mutual support

and learning, as well as personal growth, are most efficiently
accomplished in a group setting.

. a good program must also have an evaluation mechanism.

Performance needs to be measured both for the good of the
clients and for the growth of the program. In addition, the
volunteers need to know how they are doing and they must be
given an opportunity to give feedback on the results of their
experiences. Such information is vital to proper program plan-
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7. related to this last feature is the program’s potential for growth.
First of all, the program must be willing to grow and change
according to the needs of its population. Secondly, it must offer
to the volunteers opportunities for increasing and changing
participation.

In conclusion, we are advocating various and diverse
volunteer/professional partnerships in the delivery of service. The
styles may vary according to the needs of particular populations and
programs. But, we feel that neither the volunteer nor the profes-
sional can be really effective alone given the enormity of human
needs and the limitations of available resources.
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Introduction

During its seven year history, the Case Aide Program has grown
wremendously. Beginning with one part-time professional and 12
volunteers, the program has brought, to date, more than 300 volunteer
Case Aides o the hospital donating their time, their enthusiasm, and
their concern for their fellow man to over 400 patients. About 20%
of these volunteers have gone on to careers in the mental health
professions.

Who is the Case Aide? The Case Aide is an interested and concerned
community resident, who may have litde or no professional training
in the field of mental health, but who has a sincere desire to be helpful
1o another human being and is willing 1o make a commitment of three
hours a week for one year.

We have been receiving numerous requests for information about
the training and use of the paraprofessional. This manual is an
attempt o respond—an attempt to put on paper what we have learned
from working with these special people—the Case Aides.

We must describe our own program—its goals and philosophy, its
structure, and its relatonship to the host agency—in order o extract
the more general principles pertinent to any volunteer program.
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THE CASE AIDE PROGRAM

I. Purpose, Goals, and Philosophy

A. Purpose. Having identified our purpose, the resocialization of
the long term chronic mental patient, the next step was the determina-
tion of the most viable vehicle with which to meet this need. It was felt
that goal-oriented, person-to-person contact would be most compatible
with the purpose, goals and philosophy that had been developed.

B. Goals. The goals of this program are fourfold:

1. to help resocialize a mental patient so that he or she may
become a useful citizen capable of making a life with dignity and pride;

2. 10 provide community residents with an opportunity to learn
new skills and make a meaningful contribution to the life of their
community;

3. to bridge the gap between the mental health service delivery
system of the state hospital and the communities which it serves;

4. to extend the treatment reach of the social worker through
the use of competent paraprofessionals.

These goals could be casily generalized 10 pertain to various setlings
and populations. For example, a chronic disease hospital has a dif-
ferent population from ours, but with very similar needs and problems.
It is easy to envision the adoption of all of the goals outlined with
minor modifications. Another application of these goals is in family
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service: volunteer units could be beneficial to the elderly, the multi- -
problem family, and to other isolated groups.

The fact that our program is staffed by two professional social
workers gives the program the special characteristics of this field:
individual supervision, goal-oriented casework, and community
resource utilization. Obviously, if such a program were administered
by other professional or non-professional groups, there would be a
different flavor to the actual delivery of the service. For example,
should the supervisor be a psychiatric nurse, the emphasis might be
more on medical and/or physical care of the consumer.

C. Philosophy. As described, the social work orientation also
influences the philosophy of the program. The role of the Case Aide
is based on three fundamental principles:

1. Relationship: The Case Aide Program is based on the
philosophy that a firm relationship with an individual who really
cares is the basis of all change. Friendliness, respect for the rights of
each individual, attention to the small details that no onc¢ else may
have time for, consistency, and the recognition of the dignity of cach
of our patients are the atmosphere that we try to foster at all times. It
is in this milieu that patients begin 1o experience themselves as worth-
while, important men and women.

2. Helping: The job of the Case Aide is to help, not to treat. We
deal with the present, the rational, and the healthy behavior of our
patients. Our orientation seeks to ask what we can accomplish right
now, today, that will help the situation. The spontaneous emotional
response of the Case Aide, under supervision, is the motivating and
engaging force vis 4 vis the patient. The Case Aide will try to help the
patient obtain what he needs to accomplish the agreed-upon goals.
These needs may be financial support, new glasscs, transportation to
and from a job, a room, a foster family, more adequate clothing, social
skills, learning 0 read and write. Case Aides will pull together the
resources of the hospital, the community, and their own creative
talents—as well as those of the patients—to accomplish the goals.

3. Dehospitalization. The thinking behind the program is that
some patients, especially chronic, long-term hospitalized patients,
need to be reoriented 10 the world outside the hospital grounds. The
Case Aide, having no official status in the hospital hierarchy, has been
described as “fresh air’ by the patients. A major goal of the relation-
ship is to point the patient away from the hospital and oward the
community.,

Mcctings on the wards between patient and Case Aide are dis-
couraged. The pairs meet initially in the Case Aide office area, where
pleasant, colorful meeting rooms are available and coffee is always
hot.
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The office is located on the top floor of the main, old “chronic”
building where the majority of the patients are housed. With the help
of the Case Aides and of other friends of the program, we have
decorated and furnished what was originally a drab ward area.

If feasible, Case Aides and patients make full use of the restaurants,
social and recreational activities, shopping centers, transportation,
etc., in the surrounding communities.

D. Atmosphere. A feeling of warmth, concern, and purpose per-
vades the program providing a special, somewhat indefinable, quality
which is the heart of the program. It is this atmosphere which:

—shapes the meaning behind all the techniques, theories, and
planning;

—gives the Case Aide a sense of belonging, of being effective, of
doing something worthwhile, of making a dilference;

—gives the patient a sense of being special, of counting, of being
hopeful;

—gives the prolessional an appreciation of the value of people-to-
people experience, and of the joy of being part o such posttive rela-
tionships.

How is this positive atmosphere created? A basic ingredient is the
personal attitude of the supervisors toward the paraprofessionals, the
patients, and the helping process. If you value the contribution that
volunteers can make, you will free them to be effective as helpers
and to develop as human beings. Beyond the intangible elements of
the “atmosphere”, it is important to recognize that the physical plant
must reflect the same philosophy. Cheerfully painted walls, ““homey”’
furniture, unlocked doors, private bathrocom facilities, the smell of
fresh colfee, all make their contribution.

II. TheCase Aide

Any program stands or falls on the quality of the personnel who are
called upon o implement the service. In our case, these people are the
Case Aides. Our volunteers range in age from 20 to 70. They come
from many of the communities that the hospital serves, bringing for-
mal education or the experience of life. They are housewives, retired
corporation executives, nurses, sccretaries, enginceers, teachers, and
college students. Many are exploring avenues for their future careers
in the mental health professions; some are reorganizing their life styles
as they are approaching middle age; others are “'keeping their hand
in" while raising their families; all are interested in being helpful 10
another person. A full complement of Case Aides in one year is 65.

Perhaps it would be helpful to describe several Case Aides, to
illustrate some of the diversity and commonality among these volun-
teers.

Mrs. AL is a forty-five year old housewife with a husband and three
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teenage children. She is a high school graduate, and over the years has
taken adult education courses ranging from pottery to psychology.
Always involved in civic activities, whether it be church or school,
Mrs. A. has no carcer aspirations; her major motivation is to help
another human being,

Mrs. B. is a thirty-two year old college graduate, who has a young
family and has not been in the work arena since her children were
born. She is beginning to think about her own professional career;
she is career-testing. Mrs. B. may have had some work or academic
experience in the mental health field prior to her marriage.

Mr. C. is a retired businessman who for the first time in years has the
opportunity to pursue, in a volunteer capacity, a field in which he has
long been interested. He brings a very special dimension to his Case
Aide work, a strong practical and business orientation, as well as a
personal freedom from job or family pressures.

Miss D. is a senior in college and is utilizing her Case Aide experi-
ence for a practicum in social work. Although she has had many
psychology and sociology courses, she has not had direct clinical
experience and she is anxious to find out if she can be helpful to
people, and also il she will like and be suitable for this field.

Mr. E., a young man in his thirties, is a very successful engineer;
he feels that his job situation is not fulfilling—that something is
“missing.”’ This program is an opportunity for him to express other
qualities such as sensitivity, warmth, and caring.

A. Recruitment. In order to publicize the program and attract new
volunteers, we must use all the resources of the media to which we have
access:

1. Letters to local newspapers, as well as feature articles;

2. public service announcements on radio and television;

3. guest spots and news features on major television and radio
networks, in addition to programming on the educational channels.

Most important in attracting qualified people is the personal sales-
manship of the Case Aides themselves and others who have had
contact with the program.

We have found that our own participation in the organizational
life of the communities that the hospital serves is another way of
publicizing the program and of keeping it responsive. Some of the
methods we have used are: appearing on panel discussions, speaking
engagements at church and community groups, and liaison work with
mental health agencies.

We also make a special effort to work with organizations that are
attempting to raise the social awareness of their memberships. Groups
such as the mental health associations, League of Women Voters, the
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National Organization for Women, and local community colleges,
have a natural affinity for programs such as ours, since it can provide
opportunities for training and career testing.

The psychology, sociology, and counselling deparunents of the
colleges in the area are also attracted to the Case Aide Program because
it can provide undergraduates and graduate students with a relevant
field practice experience.

B. Screening. All of our potendal applicants are screened in a
personal interview; we also require character references.

One of the first questions we are asked about the program is: ‘““What
do you look for in a potential Case Aide?”

1. First impressions count: Does the person’s appearance reflect
a positive self-image? How does he handle the initial few minutes of
the interview? We want somecone who has a positive outlook about
himself and others and who is able to cope with his own anxieties in
an open manner. For example, the person who walks into the office
complaining about the directions given and making other negative
comments is less likely to succeed than the person who comes in
smiling and, though nervous, is able to say, “'I hope I can be helpful
to people in the hospital.”

2. Certain qualities count: We have found our volunteers need
the “3 R's”—Reality, Relating, and Resourcefulness. By reality we
mean a large dose of common sense, an ability to maintain perspec-
tive and proportion, and a capacity to “‘see it as it is”’ while keeping a
sense of humor. When we talk about “relating”, we are saying that we
expect a Case Aide to care enough to respect the patient’s right to grow
in his own way and to have {riendliness that does not smother.
Resourcefulness encompasses the ability to put it all together—hospi-
1al facilities, supervision, community, and self on behalf of the patient.

3. Motivation counts: An important factor to consider in evalu-
ating Case Aides i1s “What are they looking for in this program?”
We have found that there are three categories of people who do not
make effective Case Aides and we (ry to screen them out. The first
category may be described as the “‘super-intellectualizers”, they want
to meet a “catatonic schizophrenic’. The second is ““Mrs. GGoody-Two-
Shoes”’. She wants (o help those “poor people’”. And the third cate-
gory want to get vicarious therapy for their own personal problems.

Briefly, the successful Case Aides are those who can give more than
they get.

For those Case Aides who seek to use the program as a practicum for
a university course, we desire close coordination of our program with
the course content. Since our program is located in an unused
chronic hospital ward, the screening interview serves as an initial
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introduction to the state hospital setting. We invite potential candi-
dates, whenever possible, to attend one of our training seminars so
that they can get a feel for the program, in order to decide more
realistically if this experience is what they want.!

C. Commitment. To insure quality service for the patients and, at
the same time, to provide a sense of purpose for the Case Aides, we ask
that potential Casce Aides make certain commitments to the program:

1. They must remain in the program at least one year.

2. They must see their assigned patients once a week, preferably
on the same day each week, for one hour.

3. They must submit weekly written reports and statistics on
their contacts with their patients and on their feelings about the
contacts. These reports are the basis for diagnostic evaluation and
treatment planning. They are also useful in assessing the potential and
present skills of the particular volunteer.

4. They must attend weekly training seminars with other Case
Aides.

The majority of our patients come to us through referral from the
hospital staff, who are responsible for the initial screening of patients
and for bringing (0 our attention those people who could most benefit
from our services. However, we do also consider patients who refer
themselves or are brought in by their friends. The form? that we have
developed to aid stall in their referring process has another purpose,
which is the immediate and continuing commitment of that staff
person.

The Case Aide Program itself then interviews each patient prior to
acceptance.® There are some very basic criteria that must be met by
each patient referred. It is necessary that a potential user of Case Aide
services be moderately verbal, in some degree of contact with reality,
have some thoughts about future plans, and choose to participate in
the program.

We have worked with a very diverse population of all ages and a
wide range of diagnoses. The majority of our caseload have been the
more stable, chronically hospitalized patients who seem able to benefit
from the fruits of a long-term relationship. We also have worked with
the acutely ill person who needs a short-term, specific service involving
the Case Aide in {amily, community, and service systems. The Case
Aides have also been involved with patients referred directly from
aftercare facilities in the community. There is still a difficulty in

1. SeeScreening Form for Case Aides in Appendix A.
2. Scereferral form for patients in Appendix A.
3. See patient card in Appendix A.
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arranged before the Case Aide begins training. We feel strongly that
the first impressions gained in this manner are more helpful since
they are not colored by diagnostic material or the opinions of staff
members. This initial meeting also tends to allay the anxieties of both
the Case Aide and the patient because the largest step has been taken.
The Case Aide is now involved. We feel that the training seminars
are more relevant to the needs of the Case Aide, and indirectly to his
patient, when the Case Aide is already working with him and thinking
in terms of what he can do or say. The anxiety of beginning is im-
mediately channeled into constructive activity. After this first meeting
with his patient, the Case Aide returns to the office area for his first
training seminar.

Consultation with concerned staff members and use of the case
records can be arranged for the Case Aide through the supervisors
early in the year and when appropriate or needed thereafter.

C. The Case Aide Training Group. We try to match patients with
volunteers who come {from the same community. We also assign Case
Aides 10 training groups which are organized on the same geographic
lines.

The training group is the vehicle that the supervisors use to im-
part specific information that the Case Aides must know about the
hospital—rules, staff, organization, etc. The group also provides a
forum for the discussion of mental health principles. Topics such as
the elements of establishing a relationship, interviewing skills, diag-
nostic classifications and what they mean, family dynamics, etc. are
discussed.

The Case Aides can also use the group for mutual support and
encouragement. They are encouraged to express their own feelings
about what they are doing and are encouraged to take more and more
responsibility about their own learning as they become familiar with
the program, their patient’s needs, and their own attitudes and goals.

Supervision is done in this group atmosphere, as well as individual
conferences. The sharing of particular questions and concerns fosters
the supportive function of the group. Helping each other with
comments and suggestions is also a valuable learning cxperience.

D. Seminar Content. We now have our Case Aides matched to their
patients and assigned (0 a training group of about 10-12 members.
What do we do now?

Based on our experience, we have found that the year’s program is
divided into three parts: orientation, implementation, and termination.

1. Orientation. The Case Aide needs to become familiar with the
hospital, its staff, and its structure. They also need to begin to know
and to relate to one another and to the supervisors. And equally im-
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portant, it is necessary for the Case Aide to talk about his initial
experiences and impressions.

It is in this stage that the meeting needs to be most carcfully struc-
tured. The Case Aide’s anxiety is extremely high and his only support
at this point comes from the group. Therefore, patient interviewing
time, group hours, and conference schedules are firmly maintained.
We introduce weekly written reportst and statistics® immediately.
Technical material has proven helpful and reassuring at this point.
We have gathered together much of this material into a Case Aide
Handbook which is the basis for our initial discussions. It contains
topics such as:

Objectives of the Program

Who is the Case Aide?

Responsibilities of a Case Aide: “The Contract”
Some Rules of Thumb: “Do’s and Don’ts”
Relationship

Interviewing

Medication

Classification of Mental Ilness

Steps in Readiness to Leave

Unitization

Hospital Procedures

Commitment Laws

Hospital Facilities

Reading of Interest

Map of Hospital

We feel it is important for all volunteers o have this type of guide.
The material is covered in about four months. Within this period,
there is variation within each training group reflective of the group
composition. For example, some groups prefer focusing on the
patients and on theories and intellectual discussion, while other
groups seem more concerned about their own personal reactions to
their patients and to relationships. These differences indicate to us the
type of techniques that we would use in teaching the individual
seminar group. We relate to each group where they are. For example,
the more “intellectual” group responds better to formal lectures,
review of the literature, “‘professional” guest speakers, etc., whereas
“the relaters” are more comfortable with informal case reviews with
their fellow Case Aides, movies, low-keyed group supervision, and
resource oriented guest speakers.

4. See patient interview summation in Appendix A.
5. Sec Appendix B.
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Obviously, it is difficult to always have such homogeneous training
groups. Yet, our experience has proven that there is usually a domi-
nant faction in the group, although we certainly respect and respond
to the needs of the minority. It should be remembered that the training
seminar is always supplemented by individual supervision.

By this time, the group itself has evolved an identity with the pro-
gram and with each other. They have also become more familiar with
their facility, and they have established a relationship with their
patients. It is important to note that if the Case Aide has not ac-
complished all three tasks, but most especially the relationship with
the patient, the contract with the program will probably be broken.
If the Case Aide does not develop this sense of commitment, he is not
involved enough to persevere in a difficult, demanding, and somewhat
unrewarding role as a volunteer. As one Case Aide put it, “We're low
man on the professional totem pole.”

2. Implementation. We have evaluated the particular group and
its needs; each Case Aide is committed. Now we can really go to work
on behalf of the patient. The focus of the supervisors shifts from the
Case Aide to the patent. In individual supervision, we can clarify
psychosocial diagnoses and treatment plans. In the groups, we move
from establishing a relationship to using the relationship. This
process is expedited within the groups by frequent case presentations,
as well as by constant evaluation of treatment goals. We also encourage
patient-focused ““putiing-together” sessions, such as “How do we
handle the family who sabotages?””, “How to get John’s teeth fixed so
he can look for a job?”, “What is a good way to approach Dr. Jones?”,
etc. The Case Aide has grown beyond a friend/relator to an ombuds-
man.

As part of the new focus, the supervisors try to reflect some of the
commonality among diverse patient situations. For example, one Case
Aide group might have several patients with problem family involve-
ments. Thus we would organize a series of meetings around topics like
family dynamics, family therapy, family service resources. These might
be presented by ourselves and/or by pertinent guest speakers. Another
area of focus might be community mental health (or the lack thereof)
including problems of alternative living situations, job opportunities,
follow-up services and aftercare services. An entirely different theme
would be in-hospital situations. For instance, the hospital’s internal
power structure and how to deal with it, the integration of the Case
Aide into the particular hospital treatment team, etc. would be pos-
sible topics.

The implementation period is the real heart of the training pro-
gram because this is where the volunteer “makes it happen”. The
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supervisors must maintain a great deal of flexibility during this
period, as contrasted to the more structured orientation phase, in
responding to both the group needs and the individual patient needs.
Although it is helpful to the supervisors to formulate a monthly plan
for each of the different Case Aide training groups, they must be
prepared to dispense with their agenda on short notice. Obviously,
if we are planning to discuss the implication of behavior modification
and a Case Aide arrives, upset, saying that the hospital plans an
immediate discharge of “John”, we could not possibly continue with
the planned agenda. We must respond immediately because we know
that his family does not want him back, and he has no financial sup-
port. What's to be done? As a group, we try to evolve some concrete,
workable suggestions and plans.

3. Termination. There are two kinds of termination that must
be dealt with: that of the patient and that of the Case Aide. These
may coincide, or they may not. To reiterate, the Case Aide's contract
is for one year. This time frame is clearly understood by the Case Aide
and the patient.

Since the goal of the program is to dehospitalize the patient, we use
this year as the frame of reference in which to accomplish this task.
The majority of the Case Aide/patient pairs do work out this way.
Thus we can concentrate our efforts during the last several months on
helping both to work through the separation process. The termination
is one of the most difficult and complicated aspects of our program,
as it is in any therapeutic relationship.

For the most part, the patient is out—is beginning a new life—and
thus no longer needs the Case Aide in the same way. The gradual
separation process is often a relief to the patient who has begun to
develop more independent modes of functioning. The Case Aide
should also be able to let go at this point. The Case Aide group meet-
ings are used as a decompression chamber for emotions like loss,
anger, guilt, relief, and they are used (o generalize the experience and
make it an opportunity for personal growth.

On the other hand, there are situations that are not as ‘“‘neat”. The
Case Aide may have to leave the program precipitously due to illness
or other major life changes. Or the patient may not be ready for the
big step outside the hospital after the end of the first year. Then, it
becomes the responsibility of the supervisor to review the case and
decide what alternatives would be most useful. Do we assign a Case
Aide for another year, or do we use the information gleaned already
to make recommendations to the staff person who had originally
referred the patient?

We have found it helpful 10 emphasize the over-all relationship of
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both the Case Aide and the patient to the program in the initial con-
tract. We also achieve such an effect via the availability and back-up
of the supervisors. We think it important to meet each patient and to
plan joint interviews periodically; this fosters a familiarity with the
program on the part of the patient over and above his relationship
with a particular Case Aide. Then, if the Case Aide must drop out,
the patient still has a sense of contact with the program which can
support him until we can make a decision about reassignment.

E. Individual Supervision. Each Case Aide relates to a particular
supervisor, one of the two psychiatric social workers assigned to the
program, for individual help in setting realistic goals with his patient.
This strong case-work back-up is an integral part of the work of the
program. We have found that concrete, reality-based supervision. is
more effective than more analytical, intellectual supervision.

Individual conferences are held weekly, bi-monthly, or monthly,
depending on the needs of the patient, the comfort and skill of the
Case Aide, and the length of time that the relationship has had to
develop. The social workers are there also on an as-needed basis
for crisis intervention.

F. Case Aide Development. We have tried to build into the pro-
gram a skill development component based on the interests, talent, and
potential of the Case Aides. As stated above, the core of the program
is the one-to-one relationship. Case Aides entering the program are all
exposed to this modality.

Yet, to keep the program meaningful to the volunteers and re-
sponsive to emerging needs of the patient population, Case Aides who
elect to stay with us more than one year may elect to join a Senior
Case Aide group. These Case Aides have demonstrated a high degree of
ability to establish and to use themselves effectively within a relation-
ship, a constructive and intelligent use of supervision, and a desire
to learn better helping skills.

Itis important, in any viable volunteer program, that the individual
donating his time and energy be given every opportunity to grow.
Rather than keeping cach person in a “Case Aide” mold, we try to
give him an opportunity to use particular talents and skills in new
and creative ways. For example, those with artistic skills do a form of
art therapy, and those with writing skills help with the Case Aide
Chronicle, our program's newspaper.

In addition, we try to enhance the treatment skills of the Case Aides.
For example, some Case Aides are asked to be responsible for ap-
proximately three or more patients. Such a geometric progression is
even more effective in extending the social worker’s reach than the
series of one-to-one relationships. In this Senior Case Aide group,
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each member is involved in a project that has been developed to
maximize individual interests and skills. Supervision and consultation
are provided by the program supervisors. Some examples are:

—teams of two or three Case Aides meet with groups of eight to
fifteen patients from one ward around some common theme which
may be the development of social interaction skills, the process of
finding a job, etc.

—a Case Aide and a unit social worker have been co-leading a group
of six women with the specific goal of enabling them to establish an
independent living situation. Families of these patients no longer can
be involved; therefore, we are urying to create a similar feeling of
support and mutual help among the women themselves. We are
developing a new approach to alternative living—cooperative apart-
ment sharing with the back-up of the hospital services, the Case Aide,
and the community.

—another example of Case Aides as innovators is the Aftercare/
Resocializiation Group being established by two Case Aides with the
consultation of the supervisors of the Case Aide Program. This group
will be available to people who have been hospitalized but are now
living at home; many men and women who have been “away” from
the normal community life find it difficult to make friends or to
develop their social life, so such a group opportunity should be useful
and supportive.

IV. Conclusion

In concluding this manual, we would like o re-affirm our tremen-
dous respect for the Case Aides. It is our feeling that there is a vast,
almost untapped resource available in the volunteer; it needs only
to be channeled. It is our hope that this paper will make a contribu-
tion to the utilization of these helpers by delineating the procedures
and techniques that we used to create a highly effective treatment pro-
gram with one neglected population.
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REFERRAL FORM FOR CASE AIDE UNIT

Open Referral System—Referrals accepted from all Units of the
Hospital

B T 3 o

CASE AIDE PROGRAM OBJECTIVES: Case Aides are mature,
selected volunteers who pledge a minimum of one morning a week to
work under professional supervision on a one-to-one basis with hos-
pitalized mental patients or former patients ti aid the resocialization
and, in many cases, their return and smooth adjustment to life outside
the hospital.

CASE AIDE PROGRAM GOALS: 1. Serviceto patients
2. Opportunity for volunteers
to use their experience-in-
living for service
3. Liason between the hospital
and the community.
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4. Patient Interview Summation

CASE AIDE PROGRAM

Patient Interview Summaltion

NAME PATIENT

DATE GROUP

Comment briefly, but specifically, in each of the following areas. Use
reverse side for additional space if something especially interesting
occurred- in one of these areas.

Activities (What you did and what happened 1oday with your patient)

New Information (Facts unknown to date)

Health (Padient’s physical condition and/or complaints)

Reactions (Patient’s response, your mood and attitude, effect of the
intervicew—satisfactory or unsatislactory—and why)
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5. Final Patient Summary

DATE TO DATE

I

IIL

V.

GUIDELINES

SUMMARY OF CONTACT WITH PATIENT

. Appearance and behavior of patient in initial contacts:

A. Anycontacts with family orfriends

B. Activities with patient, for example: efforts to improve
physical appearances, social behavior, increase her op-
portunities for social or business contacts . . picnic,
home visits, ete.

Any changes in patients appearance or behavior—
A. When and why you feel they occurred?

Plan for the patient.
A. Your plan, as a result of understanding patient better and the
aims of the job either in the hospital or outside, is patient
able and ready for a job or home—what type?

If patient is now working or in ahome:
A. How is she functioning?
B. Whatare your plans for terminating with patient?

. Your own statement about your relationship with the patient:

How is patient now and are you satisfied with your contact with
her? What would you like to see happen now with your patient?



CASE AIDE TIME SHEET
Total Hours Weekly (Approximately)

Case Aide Recording  Community
Training Planning & Staff Consult. with Telephone  Research Liaisons
Week of  Seminar  Administration  Meetings  Drs., Nurses, etc. Calls Evaluation  Education
Totals
Case Aide Patient Patient Supervisory Special
Screening Screening Interviews Conferences Activities Other Traveling
Totals
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APPENDIX B

CASE AIDE PROGRAM STATISTICS

Success Rate

Of the patients who participated in the Case Aide Program and
terminated in the second half of 1972, halfl left the hospital for inde-
pendent living situations, family care homes and nursing homes, while
the other half remained in the hospital upon termination.

Numbers of Case Aides and Patients Involved in the Program in 1972

CASE AIDES 51 53 54 52 53 46 42 42 57 54 59 59
PATIENTS 66 73 79 75 69 67 79 79 103 101 119 119

Number of Interview Hours Per Volunteer

On the average, cach Case Aide spent 3.7 hours per month in patieni
interviews and special activities (which usually include patients).

How Case Aides Spent Their Time in 1972}

Hours Percent

Padent Interviews and Special Activities 2417 41.0

Group Supervision 1195 20.2

Individual Supervision? 569 9.6

Staff Consultations, T'elephone Calls and

Community Work 925 15.6

Recording 609 10.3

Planning, Staff Meetings, Patient

Screening and Other _196 33
‘T'otal Hours: 5911 100.0%

1. From Time Sheets [illed out monthly by Case Aides.
2. Case Aides tend 1o underestimate time spent in individual super-
vision.
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How Supervisors Spent Their Time in 19723

Planning
Individual Supervision
Telephone Calls

Case Aide and Patient Screening, Patient
Interviews

Recording, Research, Evaluation
Group Supervision

Consult with Dr.’s, Nurses, ctc.
Staff Meetings

Community Liaisons, Education

Special Activities and Other

Total Hours

3. From Time Sheets filled out monthly by supervisors.
There arc two Social Work Supervisors who work full time in the

Program.

Hours  Percent
731 19.3
726 19.2
134 11.5
379 10.0
339 9.0
278 7.3
2717 7.3
272 7.2
245 6.5

ot 27
3782 100.0%
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GLOSSARY

I. General Terms

A. acute: a person who has been hospitalized for a short period
and whose psychiatric symptoms are still flagrant.

B. chronic: a person who has been hospitalized for a length of
time, varying from 6 months to 40 years, who apparently has
not responded to available help, i.e. medication, electro-shock,
insulin therapy, psychosurgery, or psychotherapy. The
psychiatric difficulties that had brought this patient to the
hospital in the first place may no longer exist or have been
superceded by the institutionalization process, such as infantil-
ism, depersonalization, depression, and apathy.

II. Schizophrenic Reactions
A. childhood

While the normal child goes through a stage in which he is

relatively unaware of and unresponsive to the things and

people around him during his first 3 months of life, this stage

passes, and the child soon becomes responsive to sights, sounds,

people.
The child suffering from primary infantile autism (the autis-
tic child), however, never grows out of the state of isolation
and separation. He remains unresponsive to his mother. He
does not cuddle or cling. He is out of touch with his surround-
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ings and appears to be living inside a film or shell. Not only
is there a marked delay in speech, sometimes he never learns
to talk. He is slow and late in learning to crawl or walk. He
neither plays with other children, nor is he aware they are
around. He prefers to play with inanimate objects and his
play consists of going through repetitive mechanical acts with
atoy orany physical object, hour after hour.

adult

Schizophrenic reactions synonymous with the formerly used

term dementia praecox, represent reactions characterized by

fundamental disturbances in reality relationships and concept

formations, with affective, behavioral, and intellectual dis-

wurbances in varying degrees and mixtures. There is often a

strong tendency to retreat from reality, and to experience emo-

tional disharmony, unpredictable disturbances in stream of

thought, regressive behavior, and in some, a tendency toward

“deterioration.” The predominant symptomatology determines

classifying such patients into types.

1. schizophrenic reaction, simple type
This type of reaction is characterized chiefly by reduction
in external attachments and interests and by disintegra-
tion of human relationships. It often involves adjustment
on a lower psychobiological level of functioning, usually
marked by apathy and indifference rather than con-
spicuous delusions or hallucinations. Characteristically,
there is an increase in the severity of symptoms over long
periods, usually with apparent mental deterioration, in
contrast to the schizoid personality, in which there is
litdle if any change.

2. schizophrenicreaction, hebephrenic type
These reactions are characterized by unpredictable
giggling, silly, inappropriate behavior and mannerisms,
delusions, often of a somatic nature, hallucinations,
and regressive behavior.

3. schizophrenic reaction, catatonic type
These reactions are characterized by conspicuous motor
behavior of ¢ither marked generalized inhibition (stupor,
mutism, negativism and waxy tlexibility), or, on the
other hand, excessive motor actvity and excitement. The
individual may regress to a state of vegetation,

4. schizophrenic reaction, paranoid type
This type of reaction is characterized by autistic, un-
realistic thinking, including delusions of persecttion,

.
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and/or of grandeur, ideas of reference, and often halluci-
nations. It is often characterized by unpredictable be-
havior, with a fairly constant attitude of hostility and
aggression. Excessive religiosity may be present with or
without delusions of persecution as may be an expansive
delusional system of omnipotence, genius, or special
ability. The systematized paranoid hypochondriacal
states are included in this group.

schizophrenic reaction, acute undifferentiated type
This reaction includes cases manifesting a wide variety
of schizophrenic symptoms, such as confusion of thinking
and turmoil of emotion, perplexity, ideas of reference,
fear and dream states, and dissociative phenomena. These
symptoms appear acutely, often without apparent pre-
cipitating stress, but exhibiting historical warning
evidence, and they are often accompanied by either
excitement or depression. The symptoms often clear in
a matter of weeks, although there is a tendency for them
to recur. Cases usually are grouped here in the first, or
an early, attack. If the reaction subsequently progresses,
it ordinarily crystallizes into one of the other definable
reaction types.

chronic undifferentiated type

When the reaction cannot be classified in any of the more
clearly defined types because of the mixed symptomatol-
ogy, it will be placed in this group. Patients presenting
definite schizophrente  thought, affect and  behavior
beyond that of the schizoid personality, but not classifi-
able as any other type of schizophrenic. reaction, will
also be placed’in this group. This includes the so-called
“latent,” “incipient,”’ and ‘‘pre-psychotic” schizophrenic
reactions.

. schizophrenic reaction, schizo-affective type

This category is intended for those cases showing signif-
icant admixtures of schizophrenic and affective reactions.
The mental content may be predominantly schizophrenic,
with pronounced elation or depression. Cases may show
predominantly affective changes with schizophrenic-
like thinking or bizarre behavior. The prepsychotic
personality may be at variance, or inconsistent, with
expectations based on the presenting psychotic symptom-
atology. On prolonged observation, such cases usually
prove (o be basically schizophrenic in nature.,
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7. schizophrenic reaction, residual type

This term is applied to those patients who, after a

definite psychotic, schizophrenic reaction, have im-

proved sufficiently to be able to get along in the com-

munity, but who continue to show recognizable residual

disturbances of thinking, affectivity, and/or behavior.
Most of these patients are placed in nursing homes or

simply discharged to the community.

These definitions are based largely on material to be found in:
Diagnostic and Statistical Manual Mental Disorders. Washington, D.C.:
American Psychiatric Association, 1952. ,

Basic Handbook on Mental Iliness by Harry Milt. Maplewood, N. Y.:
Scientific Aids Publications, 1969.








