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Abstract

This research uncovers the practical consequences of liberalizing legal reform in the mental health system for the staff
of a large public psychiatric hospital. The examined reform grants psychiatric inpatients more rights to determine their
own compliance with mental health treatment. Two dominant schemas that are currently used to understand the hos-
pital’s working culture are examined in light of the role of ward staff. A new paradigm, the “ward control outlook,” is
developed to reflect the unique responsibilities of the staff and the daily challenges they face on the wards. This model
predicts that staff in a mental hospital will behave less like rights advocates or psychiatrists and more like patrolling
police officers whose primary job is to enforce rules. Ethnographic research took place in one mental hospital in the
United study finds that the behavior of hospital staff on the wards conforms to the expectations of the new ward con-
trol model. Hospital staff valued the enforcement of rules and the maintenance of order as part of their daily work on
the wards, and liberalizing legal reform was seen as a threat to the ability of the staff to perform their jobs effectively.
The mandates of the reform conflicted with what the staff perceived as the most effective way to deal with problems on
the wards. This created a frustrating situation of workplace anomie that staff relieved by endowing with increased social
importance the coercive measures of control still available to them.

Acknowledgements

I am greatly indebted to my senior essay advisor, Philip Smith, who thoughtfully guided me through this project from
its initial conception to its final draft, and was generous with his time and support beyond all expectations. I also re-
ceived a wealth of valuable help and encouragement from Ivan Szelenyi, the Director of Undergraduate Studies in the
Yale Sociology department. It 1s to both of these men that I owe supreme thanks for minimizing the stress of this ex-
perience and inspiring me to be passionate and thorough in my study of society. Thanks to Alondra Nelson, who gra-
clously agreed to be the second reader of this thesis. Thank you to the members of the Sociology Colloquium—Robert
Delaski, Chinyere Ezie, Wyatt Golding, Carlos Hann, Agata Kostecka, Jenny Lee, and Tracey Paul— for their insight-
ful feedback on various drafts of this project throughout the year. Thanks to Dr. William Sledge, who shared his
knowledge of the mental health system with me, and to Stephen Lassonde, who referred me to Dr. Sledge. I am also
grateful for the funding I received from both the Calhoun Mellon Fund and the Sociology department, which allowed
me to make multiple trips to the research site to gather ethnographic data. I owe a great deal of gratitude to my family,
who not only heartened me with their love and interest in my project, but also tolerated the invasion of sociological
theory into an increasing number of casual conversations.

Finally, I owe thanks to those involved in the mental health system and those working for patients’ rights who took
time out of their days to speak with me. I would particularly like to thank the hospital staff, who allowed me into their
daily world and whose openness and honesty made this project possible. “Never before did I realize that mental illness
could have the aspect of power.”

-Ken Kesey, One Flew Over the Cuckoo’s Nest

“The conjecture that saw the birth of reform is not...that of a new sensibility, but that of another policy with regard to
illegalities.”

-Michel Foucault, Discipline and Punish:

PR S S A A A S S A A S S S T A A A S S I AT A A A S G A A I S A A A A G A O O SV AV S S S S S A SV A SV A S A A A S A S A e

Citation
7 Farber M. (2025). Study on the Medialistic orientation, behavior of hospital and mental health treatment. Science,
< Fducation and Innovations in the Context of Modern Problems, 8(6), 863-879; doi:10.56352/se1/8.5.87. https://imcra-

AP S A AP A AP A P A SV A A A A A A A A A A A A A A A A A S A A A S A SV N A A A A S A S A AN A A AN A A A A A A A A A A A A A A A A A A A A A A S S S A

863 - www.imcra.az.org, | Issue 5, Vol. 8, 2025
Study on the Medialistic orientation, behavior of hospital and mental health treatment
Molissa Farber




Sci. Educ. Innov. Context Mod. Probl.| ISSN p(e): 27900169; 27900177

« az.org/archive/363-science-education-and-innovations-in-the-context-of-modern-problems-issue-5-volviii-2025. html

/.’////////////////////////////////////////////////////////////////////////////////

- Licensed

7 © 2025 The Author(s). Published by Science, Education and Innovations in the context of modern problems (SEI) by
< IMCRA - International Meetings and Journals Research Association (Azerbagjan). This 1s an open access article under
- the CC BY license (http://creativecommons.org/licenses/by/4.0/).

Receved: 15.02.2025 | Accepted: 10.04.2025

I Published: 15.05.2025 (available online)

1. Introduction

Ken Kesey’s celebrated novel One Flew Over the Cuck-
00’s Nest was published in 1962 at the beginning of an
extended period of legal reform aimed at providing men-
tal patients with more rights in and influence over their
own psychiatric treatment. Kesey’s novel 1s set on the
ward of an American psychiatric hospital in the 1950’s
and follows the involuntary commitment of an energetic
Irishman named R.P. McMurphey. While it becomes
clear that McMurphey is not actually mentally ill, he 1is
eventually forced into invasive psychiatric procedures
including Electroconvulsive Therapy (ECT) and a lobot-
omy. These “treatments” ultimately cripple and dehu-
manize Kesey’s hero. The novel not only dramatized the
nature of the psychiatric treatment of the previous era, but
also indicated the start of a shift toward increasing the
power of mental patients to make decisions concerning
their own care in a mental health setting.

The patients’ rights movement of this new period repre-
sented a change from one conception of mental health
treatment to another. The formerly dominant notion of
psychiatric care, characterized as a “medicalist orienta-
tion,” gave doctors and psychiatrists a large amount of
discretionary power to commit patients and treat them as
needed, with or without their consent (Fennell 104). This
approach has given way to a kind of “new legalism” that
not only mtends to protect against unjustified commit-
ment or medication, but carries with it an “ideology of
entitlement” that bestows patients with positive rights to
determine their own care and treatment (Fennell 105).
Much of this legal reform is intended to give patients
rights to equalize the power that psychiatrists hold over
them. However, simply bestowing rights on committed
patients may not be sufficient to correct the imbalance of
power in the mental health system. In attempting to equal-
ize the sometimes-coercive interaction between a patient
and his or her doctor, the new lawmaking ignores another
mfluential and yet unexamined relationship on the wards
of a mental hospital: the relationship between a patient
and the ward staff. Ward staff spend a significant amount
more time dealing with patients under the constraints of
the new legal reforms than do the doctors at the hospital,
and they arguably have the most influence over the day-to-
day running of the wards. In the face of reform that over-
looks the status and activities of ward staff, it 1s possible
that the practices of ward staff might blunt or directly con-
tradict the impact of patients’ rights reform.

This research utilizes an ethnographic research design to

explore whether rights-oriented reform has unintended
consequences on the ground for the staff who work with
patients on the wards of mental hospitals every day. To
mvestigate this question, research was conducted at a large
public psychiatric hospital. The field data gathered in-
cluded observations of the wards and interviews with a
number of professionals in the mental health system. This
research uses sociological inquiry to predict and identify
the mechanisms by which ward staff’ carry out (or fail to
carry out) liberalizing reform in an institution such as an
ipatient psychiatric hospital.

The ward life depicted in One Flew Over the Cuckoo’s
Nest dramatized the limited amount of decision-making
power afforded to patients in the mental health system in
the 1950’s. As the 1960’s approached, the problems of
Cuckoo’s era psychiatric care became a matter of public,
legal, and academic concern that were eventually ad-
dressed through legal reform. A 1967 article from the
Columbia Law Review, for example, reports that prior
legislation in New York was structured such that psychiat-
ric inpatient admissions often happened hastily, with poor
information, and without consulting the patient for addi-
tional insight (Columbia 674). In another example, a 1976
report from the Michigan Law Review focused on the use
and regulation of ECT (Electroconvulsive Therapy), a
form of treatment for some mental disorders that resulted
in uncomfortable and sometimes harmful side- effects for
patients. The Michigan report on ECT emphasized the
need to adopt a review panel that would regulate the ad-
ministration of electroconvulsive treatments, observing
that it 1s unjust to endow psychiatrists with complete pow-
er over a patient’s treatment, as their judgments are often
subjective and can risk forcing “intrusive treatments” on
unwilling but possibly competent patients (Michigan 390).
By 1979, the Yale Law Journal could note that the judicial
system had begun to question the amount of unilateral
power doctors would be able to hold when it came to the
treatment plans of mental patients, and was exploring the
amount of protection available to such patients (Yale 850).
Such legal reform attempted to provide patients with
more rights in their own treatment and focused mainly on
the role of doctors and psychiatrists in the treatment of
patients on the wards of a hospital. Such reform was
aimed at equalizing the doctor-patient relationship, which
was seen as coercive and disadvantageous to the patient
(Michigan 385). The areas of mental health treatment that
were addressed by patients’ rights-oriented reform includ-
ed requiring informed consent before administering men-
tal health treatment and medication, increasing outpatient
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care services, and eliminating indefinite periods of hospi-
tal commitment. While the rights of patients who had
voluntarily sought treatment at a hospital received a signif-
icant amount of attention, there has also been a great deal
of legal wrangling over the procedure of involuntary
commitment, as well as the rights of patients who undergo
such a commitment.

Right now, every state in the U.S. as well as the District of
Columbia has some form of an involuntary civil commit-
ment law (Stavis). “Involuntary civil commitment” is de-
fined as “a legal procedure used to compel an individual
to receive inpatient treatment for a mental health disorder
against his or her will” (“Involuntary Hospitalization”).
‘While the exact policies and timetables vary by state, the
power of the government to involuntarily detain a person
m a mental hospital 1s most often justified on the grounds
that civil commitment procedures prevent the committed
person from harming him or herself or others, whether
mtentionally or unintentionally (Dworkin 294).

Just as previous legal reform increased the rights of volun-
tary mental patients, a general trend of increasing the
rights of mvoluntary patients has been observed. Unlike
laws dealing with voluntarily commuitted patients, however,
the area of involuntary civil commitment has been a par-
ticularly sensitive one for patients’ rights advocates.
‘Whereas voluntary patients want to receive some kind of
help for their illness, involuntary patients have shown no
such intiative and assumedly do not want any kind of
medication.

Many of the more recent changes to this legislation have
focused on modernizing involuntary civil commitment
procedures. One such act 1s the District of Columbia
Mental Health Civil Commitment Modernization Act of
2004, which modified the existing law governing civil
commitment of imvoluntary patients in D.C. This revision
1s now commonly known as the Ervin Act (Title 21, D.C.
Code §501-592). Among the changes made by this reform
were an elimination of indeterminate periods of commit-
ment by limiting commitments to one year, and greater
emphasis on treating patients in the least restrictive setting
possible (Library of Congress). Prior to Ervin Act reform,
D.C. also saw mental health legislation that drastically
limited the use of involuntary physical and chemical re-
straints on patients who were involuntarily committed to
the hospital.

In a public statement in support of the new legislation,
D.C. Delegate Eleanor Holmes Norton argued that these
reforms were important in order to “reinvigorate the
rights of people with mental illness” and “modernize the
way mental health services in the District of Columbia are
delivered” (Library of Congress). A house report on the
act asserted that the lawmaking was needed in order to
“Increase the involvement of [patients] in their treatment
and recovery process” (THOMAS). Other laws providing
mcreased protection of patients’ rights in D.C. were sup-
ported alongside the Department of Mental Health’s
promise that these new reforms would “provide patients
with the right to complain and be heard” (‘DMH Initi-

ates...”). Similar legislation in California, the Lanterman-
Petris-Short Act, set goals of “protecting mentally disor-
dered persons...from criminal acts” and “safeguarding
individual rights” (California Welfare and Institutions
Code §5000).

Rights-oriented reform such as this has had a number of
positive outcomes for both the patient and for the com-
munity. Looking at D.C. in particular, a March 2005
speech by a representative of the Department of Mental
Health (DMH)—an entity created by the reform—spoke of
a number of the department’s accomplishments in the
face of this reform:

[DMH succeeded in] creating Care Coordination and the
Access HelpLine, a whole new accountability system, and
opportunities for agencies to provide community mental
health services. [We also expanded] housing opportuni-
ties and services to persons who are homeless, add[ed]
new [patients’] rights requirements, moderniz[ed] com-
mitment statutes, creatfed] a new grievance system and
contractled] with an external advocacy organization to
advocate on behalf of [patients] (“Testimony”).
Additionally, patients’ advocates would tell you that these
legal changes have reduced the number of observable
rights violations on the wards (Erin, Zoe, Kate, Claire).
Although this sounds positive, the fact remains that the
role played by hospital staff on the wards in the successful
execution of patients’ rights legislation remains relatively
unexamined. Thus far, while reports explore aspects of
the conservative social control power held by psychiatrists
or the community-based ideals of the reformers (Stead-
man 263), sociological and legal literature lack a critical
look into the role that staff play in the implementation of
legal reform within the public mental hospital.

Literature review

There exist two ideal types that can serve as yardsticks in
predicting the outcomes of patients’ rights legislation n
the above areas of working life at the hospital: the new
legalistic outlook of reformers and the medicalistic out-
look of doctors. These outlooks are named after Fennell’s
two orientations toward mental health legislation (104-5).
It should be noted that these outlooks function simulta-
neously on the two distinct levels of the practical and the
theoretical. The practical level of the outlook attempts to
capture the phenomenological aspect of the legislation,
focusing on the way in which reforms are experienced by
staff. On a theoretical level, the outlooks function as para-
digms i social science, helping to increase the under-
standing of a larger system or trend.

The New Legalistic Outlook

According to this outlook, the hospital environment is
seen through a more community-oriented lens. This
stance 1s reflected in the written forms of the new legal
reforms, which allows inpatient hospitalization only if it is
the “least restrictive form of treatment available” for a
person who 1s found to be at risk of harming himself or
others.15 In cases where a doctor wants to involuntarily
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commit a patient, the law requires a series of legal hear-
mgs in which the hospital must prove that the patient
needs to remain in the hospital. Under this view, the hos-
pital should only keep a patient in the hospital until they
are stable enough to receive services as an outpatient in
the community.

According to the mandates of new legalism, the hospital
staff are responsible for administering a basic level of care
without violating the informed consent of the patient.
‘While hospital staff retain discretion in emergency situa-
tions, the majority of control over treatment shifts to the
patient. The role of reform in this setting 1s patient-
oriented, and ensures that patients have the right to be
mvolved with and consent to their own treatment. The
new legalistic view does not seem to consider how such
reform might impact on the job of the hospital staft.

The Medicalistic Outlook

In this view, a large degree of power is granted to psychia-
trists and medical science to determine the best course of
treatment for a given patient, which in this schema is often
chemical (Yale 854). The role of the doctors in this out-
look 1s synonymous with almost complete control over
most aspects of a patient’s care, including the ability to
change or eliminate medical records (Yale 855). Often,
the ability of the doctor to determine treatment remains
mtact, even when the doctor is unable to perform an un-
biased evaluation (Michigan 390).

Hospital staff serve as instruments of the doctors’ power.
In fact, the control that staff are able to exercise on the
wards 1s limited by preference of the doctors, who are
viewed as having the ability to control and manipulate staff
(Yale 855). Reform in such a setting would focus on bring-
ing the power dynamic between the doctor and the patient
to a more equal level (Michigan 385).

A New Model: The Ward Control Outlook

Note that neither the new legalistic nor the medicalistic
viewpoint directly applies to the unique relationship be-
tween patients and hospital staff. The new legalistic view
celebrates the community- and patient- focused goals of
legal reform rather than the reality on the wards, and
could be criticized for its 1dealism. Meanwhile, the medi-
calistic outlook describes the power of psychiatrists and
doctors—both of whom are more highly trained, better
paid, and more distant from the daily realities on the
wards than are the staff. Furthermore, medicalism as-
sumes that the hospital staft comply with the instructions
of the doctor. Neither view truly captures the day-to-day,
face-to-face reality of social control on the hospital wards.
To remedy the shortcomings of these outlooks, I propose
a third schema that more accurately represents the dy-
namic of working life in the mental hospital: the ward
control outlook. This outlook 1s based not on legal expec-
tations of human rights nor on notions of medical power,
therapy, nor anything relatively clinical as might be ex-
pected. Rather, it is founded on theories of police patrol-
ling behavior. It might seem strange to suggest that em-

ployees in a therapeutic setting such as a psychiatric hospi-
tal behave in ways similar to police officers on patrol.
However, there is sociological literature and ethnographic
evidence to suggest that this might be an effective compar-
1son. My approach in testing this model focuses on the
practical level of the ward control outlook—the way in
which reform is experienced and interpreted by staff—in
the hopes of using practical-level findings to develop a
theoretical paradigm that can contribute to a larger body
of sociological analysis.

The ward control outlook considers power and interac-
tion in the hospital from the perspective of the staff mem-
bers, whose job requires the enforcement of rules and the
maintenance of control. In order to meet the demands of
their jobs, staff seek to retain a wide scope of discretionary
power when it comes to the treatment of patients on the
wards of the hospital. The role of the ward staff under my
ward control outlook 1s similar to what Howard Becker
called a “rule enforcer” (156). As rule enforcers, it 1s the
responsibility of the staff to see that protocol is followed
and order is maintained on the wards, and they would be
provided a large amount of discretion to discharge this
duty (Becker 159). The inability to use such discretion in
enforcing these rules 1s directly threatening to the enforc-
er’s sense of purpose (Becker 161). Leonard Pearlin con-
ducted a study along these lines called “Sources of Re-
sistance to Change in a Mental Hospital,” in which he
found that ward hospital staff are very resistant to changes
m policies and procedures on the wards, particularly in
cases when such change makes it more difficult to do their
jobs (November 1962: 325). As a result, hospital staff
become entrenched in their preexisting procedures and
norms (Dowdall 91).

Given that the ward control outlook views staff discretion
as centrally important in the discharge of daily duties, it
follows that staff would need this discretion in order to
preserve control over the wards and maintain their deci-
sion-making autonomy (Turner 138). This perception of
staff power on the wards 1s very similar to the function of
discretionary power in policing literature. In his study on
police discretionary behavior, James Q. Wilson com-
pared mental hospital staff to patrolling police officers, for
whom occupational discretion also plays a large role
(1968: 410-11). Egon Bittner’s study of police behavior on
skid-row is particularly relevant to staff behavior in mental
hospitals. Bittner’s description of skid row 1s strikingly
similar to an acute ward in a psychiatric hospital, as both
are full of people who seem unable to live a normal life
and are presumed to be incompetent by enforcers (Octo-
ber 1967: 705). Bittner predicts that the result of such an
environment would lead staff to be consistently aware of
the threat of violence (Bittner October 1967: 706).
Liberalizing legal reform under this schema could be seen
as a threat to the staff’s ability to maintain and use discre-
tion in their day-today interactions with patients on the
wards. A loss of discretion would correspond to a loss of
control over an already chaotic environment. Reform in
an institution 1s an example of an occupational uncertainty
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(Burawoy 79) that would create what Bryan Turner calls a
“dual system of authority” (156). Under this dual system,
there would be a conflict between the governing laws and
the methods employed by ward workers, resulting in a
“fractured” environment (Turner 156). The splitting na-
ture of this environment can lead to feelings of frustration
and powerlessness (Townsend 178), or increased work
for staff. The response to this situation, according to
Bittner, could be an increased exercise of coercive control
for the purpose of regaining order (October 1967: 713).
In 1957, Robert K. Merton wrote about the kind of insti-
tutional mstability that patients’ rights reform could create
by using the language of Durkheim’s “anomie.” Anomie
represents a feeling of normlessness created when “the
technically most effective procedure, whether culturally
legitimate or not, becomes typically preferred to institu-
tionally prescribed conduct” (Merton 135). Workers at-
tempt to minimize the strain of anomie by resorting to
“Innovation” in situations where the institutionally pro-
scribed means of achieving a goal—for example, the spe-
cific restrictions detailed in the legal reform—are less effec-
tive than a non-proscribed means, which could be any
number of approaches mcluding physical or chemical
coercion (Merton 141). Merton calls these “control
mechanisms” (180-1).

According to Anselm Strauss, any employee 1s capable of
breaking the rules and turning to these control mecha-
nisms to cope with a situation of workplace anomie (395).
The necessary stimulus for breaking the legally proscribed
rules in this case could be the series of legal reforms that
took away some degree of discretion or convenience for
the staff, thus creating a challenge for maintaining order
and fulfilling duties on the wards. The question that must
be answered by this research is whether or not the reform
created such an anomic situation, and if so, whether such
a situation engendered rule-breaking or rule-bending in-
novation on the part of the staff. If it did, an examina-
tion of the consequences of this reform can improve the
way In which similar lawmaking i1s implemented in the
future.

Hypothesis and predictions

Can such a model attempting to predict the behavior of
employees in a psychiatric hospital be accurate when it 1s
based largely on theories describing the attitudes and re-
sponses of police officers who deal with trouble-makers
and criminals? And if my ward control model of staff
working culture proves to be valid, how this schema pre-
dict the staff’s reaction to recent patients’ rights-based
reforms?

Hypothesis

Using legal reform to change the institutionally proscribed
means of achieving the goal of modernized mental health
treatment does not change the ward control culture of
power on the hospital wards. Rather, it changes the tech-
nical process required to reach an ends. The conflict be-

tween a new legalistic proscribed means and the ward
control staff orientation creates a situation of workplace
anomie in which the institutionally proscribed conduct 1s
not interpreted by staff as the most effective way of dealing
with problems on the wards. Staff alleviates this conflict by
resorting to innovation—whether rule-breaking or rule-
bending—to accomplish the ends of the reform.

Predictions

If the hypothesis 1s correct and the culture of ward control
exists— and prevails—in spite of the new legalistic changes
to institutional procedure, we can expect to observe the
following:

Prediction One: Ward staff perceive their job as that of a
rule- enforcer 1n a skid-row environment. As a result, staff
feel they are entitled to a significant degree of discretion-
ary control on the wards.

Prediction Two: The power of patients to be involved in
their own treatment will be seen as at odds with the role of
staff to exercise discretionary control over patients. The
loss of this discretionary control would be believed to
compromise the ability of the staff to maintain their role
on the wards and enforce rules on patients.

Prediction Three: The loss of discretion and the reduced
ability to enforce rules on the part of the staff will be seen
as a threat to the ability of the staff to do their job.
Prediction Four: The patients-rights reform creates work-
place anomie once “the technically most effective proce-
dure, whether culturally egitimate or not, be-
typically preferred to institutionally pre-
scribed conduct” (Merton 135). The institutionally pre-
scribed conduct—the new legislation—will not be seen as
the most effective procedure and staff will seek to alleviate
this strain through some form of innovation.

comes

Description of research site

This research focuses on the opinions, observations, and
experiences of staff at a large public psychiatric hospital in
a major metropolitan city on the East Coast. The hospital
was formerly a federal institution, but ownership and con-
trol shifted to the city in the late 1980’s (Wikipedia.org).
The hospital has a total of 315 beds, 123 registered nurses
and 31 residents (Hospital Map). 175 acres of the grounds
are in use. Of the buildings in use, there are several long-
term care buildings, a short-term care building, and a fo-
rensic pavilion for criminal offenders. There are also sev-
eral administrative buildings, one of which is used for
selected legal procedures mvolving the mvoluntary com-
mitment of patients.16

The long-term care buildings have anywhere from one to
six occupied wards. The short-term care building has eight
wards, at least one of which is reserved for geriatric pa-
tients. The acute and sub-acute wards are in this building.
The acute ward receives patients when they are first sent
to the hospital, whether voluntarily or involuntarily. Once
their behavior becomes less extreme or they are placed
on a steady regimen of medications, they are considered
stabilized and are sent to the sub-acute care ward. The
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layout of these two wards 1s the same.

In order to better visualize these wards, let us follow a
visitor walking through the acute ward. We will call this
visitor Emile.

Standing in front of the door to a ward—or unit—Emile
may Initially have some trouble gaining access to the in-
side. All of the doors in the hospital, except for the
ground-floor entrance to the stairwell and the stairwell
exits, can only be opened with a key. None of doors in
the wards lock automatically. Rather, everyone with a key
must be careful to manually lock the doors behind him
when they are opened. The front door is no exception.
The doors to the unit are old and heavy, coated with dark
green paint that 1s coming off in places. There are signs on
the front of the doors—“Attention visitors!”—advising
guests to leave behind matches, lighters, and sharp ob-
jects. As long as he does not look suspicious, Emile will
not be searched; there 1s an honor system. If Emile does
not have a key to the door, he can ring a doorbell on the
outside of the ward and wait for staff to let him in. If he
does not want to bother the staff with the doorbell, there
1s a narrow window in the ward door he can poke his
head through to get the attention to any official-looking
person with a clipboard.

Once Emile gets past the main door, he will find himself
in a long, brightly-lit hallway. Doctors and their teams of
residents use the rooms nearest to the ward door for con-
ference rooms and break rooms. As Emile walks further
down the hallway, he will see one or two patient bed-
rooms at the end, each housing no more than four pa-
tients. Continuing to walk away from the ward door, the
hallway will dead- end at a dark green door to the porch,
which 1s also locked. As a visitor, Emile may be allowed
access to the porch, where he might see a public defender
meeting with patient who has legal questions in relative
privacy. Other patients, however, can only gain access to
the porch when staff periodically open it to allow cigarette
breaks. If Emile steps onto the porch, he will find himself
In a square room with two adjacent walls that are open to
outside air, but are completely enclosed in a thick black
screen. There are a few chairs on the porch of varying
comfort and softness available for Emile to sit on.

When Emile leaves the porch, the main hallway will steer
him into the center of the ward. Emile will be standing in
a large, open common area filled with fat, blue, foam-
rubber chairs. Some of these chairs are pushed together
to make sofa-like objects. On occasion, Emile will over-
hear daytime talk shows or movies that are brought in by
the staff and shown on a small television. If Emile stays on
the ward for the day, he will see that patients spend most
of their time in the common room. During the day in the
common room, patients can be found staring at the televi-
sion, sleeping on the chairs, or walking around engaged in
conversation—sometimes with another person. If Emile
needs to use the restroom while he 1s on the ward, he
might want to avoid the patient restrooms and showers
that adjoin common room and ask to use the staff bath-
room, instead. It is most likely cleaner. Emile will find the

majority of the patients’ bedrooms lining the outer border
of the common room. An extension of the common
room 1is set off to the side of the main part, although it 1s
still open and visible. Since the walls near this area are
lined with windows, it 1s sometimes referred to as the sun-
room; although Emile will probably feel that it lacks much
of the typical warmth and quaintness associated with the
term. Emile will not notice the solitary confinement room
in the very back corner of the ward, diagonal from the
main door.

‘Whatever Emile needs while he is on the ward as a visi-
tor, he will have to ask the staff. Emile will find the staff
on the ward behind a long, raised desk that resembles the
wall to a fortress. The desk faces the common room and
the bulk of the patients, some of whom pass the time by
persistently talking to staff, requesting to use the phone or
smoke cigarettes when it i1s not the designated phone or
cigarette time, or asking staff to please release them.
There is usually at least one patient at the desk doing at
least one of these things, and staff might invite Emile be-
hind the desk if he is being bothered by the patients in
front of 1t. Behind this desk, he will find a number of staff
areas, including a phone room, a supplies/records room,
a refrigerator, sink, and a converted break room—formerly
a second solitary confinement space. On weekdays, the
desk 1s usually manned by between two and four semi-
skilled staff members or psychiatric nursing assistants
(PNAs) and one registered nurse who is in charge of the
staff. Additionally, each ward has a records clerk who 1s in
charge of aintaining patients’ records and photocopying
these records upon request from attorneys.

Staff are responsible for providing some degree of activity
for the patients, and this often occurs in the form of staft-
led activity “groups.” Groups range from dancing to board
games to discussion groups. All patients are supposed to
attend group, but Emile might not know this from the
number of people who actually sit in group. It is a regular
occurrence that some patients cannot be roused from
their sleep on the thick blue foam chairs to move mnto
group, and Emile will see many others sitting in group but
not participating in the activity.

‘When Emile is ready to leave the ward, he can either use
his key to unlock the main door or ask a staff member to
walk him out. If he lets himself out, he will walk through a
handful of patients who usually wait by the ward door or
who have followed him to it. They may ask to be let out,
or they may wait quietly, eyeing the door. Emile will have
to be vigilant not to let anybody else out with him, and he
should be certain to lock the door behind him.

Methodology

The data collected consists of three parts: independent
research in journals and databases; personal observation
while on the ward; personal interviews with staff, adminis-
trators, and legal professionals; and primary materials
provided by the institution and various departments with-
m it.

The independent research component of this study used
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a number of online databases and other sources of litera-
ture. Articles from Jstor.org provided information about
short-term experiments and studies conducted in mental
hospital settings, and helped expose staff- patient relation-
ships and perspectives. Lexus-Nexus was utilized to pro-
vide information on written mental health laws in the city
under examination. These laws were used as a subjective
backdrop against which the analysis of staff behavior on
the wards took place. Online databases of congressional
hearings were used to acquire transcripts and reports from
discussions pertaining to the mental health reform. State-
ments made by lawmakers represent the intended goals of
the new legislation, and these are contrasted with empiri-
cal evidence from the wards. Finally, online archives from
local newspapers were helpful in revealing the local per-
ception and understanding of conditions at the hospital, as
well as any news-worthy incidents that took place at the
hospital in the periods before and after the reform. Much
of this information from these sources was disguised as it
discloses 1dentifying information of the research site,
which must remain confidential.

Interviews

Before conducting interviews, this project underwent a
review process at Yale University, where my research
proposal was approved and I successfully completed an
online course in ethical research procedure. The approval
process at the hospital in question was relatively more
strenuous—the research proposal underwent several revi-
sions and was discussed in a committee meeting of the
Institutional Review Board, where it was provisionally
approved and then forwarded to the city’s relevant gov-
ernmental departments and the unions of the hospital
staff, nurses, and doctors to receive their approval.

Data collection at the hospital was conducted in two dif-
ferent interview sessions over three different trips. On one
of these trips, no interviews were conducted due to logisti-
cal difficulties with the Institutional Review Board of the
hospital. The majority of the opinions gathered in inter-
views are those of the daytime ward staff who work from
morning until 3:30pm on the acute and sub-acute intake
wards, as these employees have the most daily contact
with patients who are awake. Additionally, patients on
these wards have just arrived at the hospital and their be-
havior is not yet stabilized. As a result, more patients on
the acute and sub-acute wards refuse medication, causing
the staff to confront on a daily basis the new reforms that
regulate the administration of involuntary and emergency
medication.

The first series of interviews took place over the summer
after my internship with the Public Defender ended and
consisted of nineteen interviews. Those imterviewed were:
two attorneys for the Attorney General’s office; two Public
Defender attorneys; one Public Defender investigator; two
staff doctors; two judges on the mental health circuit; and
twelve members of the hospital ward staff, including nurs-
es, PNAs, and record clerks. PNAs make up the bulk of
the ward staff, and thus they also make up the bulk of the

mterviews conducted.

During a second trip in February, one additional staff
member was interviewed at length, along with a hospital
administrator who 1s responsible for training residents and
doctors. Additionally, two more public defender attorneys
were interviewed. One of these attorneys was a key figure
in the reform of the civil commitment and mental health
laws for this city, and has detailed knowledge of the pat-
tern of legal change over the last five years. Lastly, a fol-
low-up interview was conducted with one of the doctors
on the acute intake ward.

Interviews followed the technique set out by Smith and
Smith, which 1s itself a variation on Norman Denzin’s
mterpretation of interviewing:

In conducting interviews...we probed for “stories” rather
than “epiphanies.” The 1dea here was to collect episodes
that were in some ways typical of lifeworldly experience
but nevertheless sufficiently vivid and illustrative to have
stuck in the informant’s mind (Smith and Smith 10).

The interview was not concerned with garnering the de-
tails of staff’s factual understanding of the law, but rather
their perceptions of their job in the face of concrete pro-
cedural changes at the hospital. A sample interview is re-
produced in Appendix A.

Most interviews were tape recorded. Several subjects re-
fused to be tape recorded, so for these interviews hand-
written notes were taken. All subjects were presented with
an informed consent form that explained their participa-
tion n this re-search  and promised confidenti-
ality. A copy of this form can be found in Appendix B. A
total of twenty-four personal interviews were conducted,
lasting approximately twelve hours and spanning over 120
pages of transcripts. The majority of participants were
African American and female. They averaged more than
sixteen years of working in the hospital. In this research,
all interview subjects are identified by a codename and
their job position in order to protect their identities. Their
real names were not recorded at any point in this re-
search. A table of the codenames, jobs, and subject de-
mographics can be found in Appendix C.

The Mental Health Division of the Public Defender Ser-
vice, which works with the patients at this hospital and
whose offices are on the grounds of the hospital, provided
a number of documents relating to legal reform in the
hospital and 1n the city, as well as the training manual pro-
vided to their employees and mterns. A security guard at
the hospital provided me with a small pamphlet that cele-
brated a milestone in the age of the hospital and con-
tained historical information.

Results

Presentation of the results will proceed by addressing each
sociological prediction in order. In attempting to judge
whether the prediction was observed on the wards, inter-
view data will be presented and interpreted in light of the
theoretical argument.

Prediction One: Ward staff perceive their job as that of a
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rule- enforcer in a skid-row environment. As a result, staff
feel they are entitled to a significant degree of discretion-
ary control on the wards.

In order to address this prediction, we must first answer
the embedded questions about the role of staff as rule-
enforcers and the skid-row nature of the ward.

The Role of Staff as Rule-Enforcers

The hospital staff overwhelming presented their job in
terms of maintaining order, or keeping patients “under
control” rather than offering therapy. In interviews, staff
displayed a strong sense of responsibility when it came to
enforcing rules and maintaining order on the ward. Jack, a
psychiatric nursing assistant (PNA), was asked how he
perceived his responsibilities to the client, and he an-
swered, “to make sure that they are safe, to make sure that
they don’t get hurt, [and] to make sure they don’t hurt
anybody else.” The 1dea of a regulator or enforcer was
also evident in the response of Maya, a Licensed Practical
Nurse (LLPN) who said “one of my biggest responsibilities
Is to ensure their safety. The safety of my clients, their
peers, and all the staff T work with.” Here, Maya extends
her responsibility beyond one solely to the client, or pa-
tient, but to everyone on the ward.

Townsend suggests that this broader conception of staff
responsibility causes staff to experience positive emotions
as they create a “more powerful self” that is capable of
handling challenges effectively (9). Naomi, who is also a
PNA, contextualized this “more powerful self” when she
recounted a time when her role as a rule- enforcer and
order-maintainer was tested:

I remember one nurse used to fuss at all the nurses be-
cause they’d associate with the PNAs [Psychiatric Nursing
Assistants]. And this one nurse—oh, she was real high on
her horse, honey—“you’re not supposed to have anything
to do with PNAs.” Until one day a patient jumped on her
and the PNAs was there, and nobody helped her. [laughs]
She got creamed! [laughs] When she came back, she was
singing a whole different tune. “Hi! How you doing!” You
know? She had to learn. She had to learn (Naomi, PNA).

What this nurse “had to learn” was that it 1s the job of the
staff to enforce the rules of behavior and maintain order
on the wards. When the PNAs refused to help her, there
was nobody left to protect her from a violent patient. This
role perception, as Becker predicted, is central to the
fulfillment—or non-fulfillment—of PNA duties.

Staff emphasized not only their feeling of responsibility
when it came to enforcing rules, but also the perceived
importance of their need to do so. Without enforcement
of behavioral and social rules on the wards, staff repeated-
ly mentioned the possibility of ward-spread chaos. “One
client” who 1s rowdy or misbehaving, according to a li-
censed practical nurse (LPN) named Becky, “can cause
others to escalate.” Turner points out that this situation
would be unacceptable, as a large aspect of staff’s role
mvolves maintaining control over the situation on the

wards (138).

The Intake Ward as Skid Row

Several pages back, the work of Egon Bittner was dis-
cussed for its analysis of police behavior in a “skid row”
environment. According to Bittner, the police view skid
row as “the natural habitat of people who lack the capaci-
ties and commitments to live ‘normal’ lives on a sustained
basis” (October 1967: 705). He also 1dentifies the im-
portant elements of police perceptions on skid-row as
being “the presumption of incompetence” and the con-
stant feeling of impending violence (Bittner October
1967: 705-6). Both of these attitudes can be found among
the ward staff.

Presumption of Incompetence

The tendency to presume incompetence is challenged by
the new reforms. Relevant citations in the laws indicate
that “The [patient] may revoke his or her consent to the
participation or authorization for notification...at any
time,” and “The [patient]’s treatment preferences shall be
followed...and shall never be overridden for the conven-
ience of the department or other provider.17 Specifically,
the section of the law entitled “Retention of civil rights”
delineates that “[patients] shall be presumed legally com-
petent and retain all civil rights, unless otherwise limited
by order of the court.”18 According to one of the attor-
neys interviewed, the court rarely limits the civil rights of a
patient. New legalists embrace the presumption of compe-
tence. Attorneys for patients stress that, in accordance
with the new laws, it 1s not their job to make plans or deci-
slons In a patient’s best medical interest, but rather to nav-
igate them through the legal system to help them meet
their own personal goals (Kate).

As Marla, a PNA, observed, the patients “get in their opi-
um meds, they feel good, they get back out, they feel like
they don’t need their meds, then it starts all over again.”

Threat of Violence
An element of Bittner’s work on skid row that is particu-
larly salient in the ward environment is the sense that staff
is “constantly attuned to the possibility of violence”
(Bittner October 1967: 706). The threat of violence 1s a
dark cloud that hangs over the acute unit and was evident
in almost every interview. Brandy framed the issue pre-
cisely when she said of the patients, “They really don’t
know how to control their temper as you and I know how
to control ours. And if they feel like striking, they’ll just
strike and they don’t care about the consequences.” Most
staff members had a story about violence they had either
experienced or observed at the hands of patients:
People getting assaulted, doctors getting abused. I seen a
doctor get stabbed. That was really terrifying. And I got
assaulted, twice. I'm still here, though. You hear about
things. General stuff, a bunch of stuff. General stuff. But
that’s just part of the job, you know? (Brandy, Record
Clerk.)
Naomi shared a recent incident in which a patient told
her that he would “break [her] day.”
This incident highlighted the constant sense of

neck one
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possible violence on the wards which was only exacerbat-
ed when “they still did not give him any medication be-
cause they said he wasn’t taking any.”

The Entitlement to Discretionary Control

The combination of these factors—the rule-enforcing role
of staff and the skid-row nature of the intake ward—lead to
the main part of the prediction: whether these two factors
result in a feeling among the staff that they are entitled to
discretionary control over the available resources of coer-
cion—namely involuntary and emergency medication, like
PRNSs. In examining the interview data, this feeling was
indeed prevalent.

PRN is an abbreviation for a Latin phrase Pro Re Nata,
that means “as needed.” A PRN 1s a dose of medication,
often anti-psychotic or sedative medication—that 1s admin-
istered to a patient when his behavior becomes dangerous
to himself or to others, and other methods of calming a
patient down have failed. Sometimes, a patient will re-
quest a PRN from the hospital staff when they feel they
need one. Erin, an attorney for the public defender ser-
vice and an individual intimately involved i the construc-
tion of the new legal reforms, noted that the PRN is in-
tended to “supplement” a patient’s normal round of med-
ications. She compared a PRN to cough medicine, in that
one only takes cough medicine when a cough becomes
troublesome. Likewise, a PRN is prescribed “for a flare-
up in a psychiatric condition” (Erin). When a PRN is
administered against a patient’s will, as it often 1s, it 1s con-
sidered mvoluntary and provided in the form of an injec-
tion (Erm). This injection 1s not effective as an anti-
psychotic, since it is in a large, immediately-released dose;
rather, its immediate effect is that of a sedative (Leonard).
The staff often tried to downplay this aspect of the PRN.
For example as Naomi told me of PRNs, “It’s not so
much that we’re trying to keep you ‘snowed under,” or
anything like that, but we’re trying to keep you calm
enough that you sleep.” It should not be necessary to
point out the argument of patients’ rights advocates in this
case: that the line between keeping a patient calm enough
that they stay asleep and using the medication as a tran-
quilizer is a thin one, at best.

Staff often expressed the need for coercive measures like
PRNs and restraints using the vocabulary of control, tying
the measures back to a need to prevent violence or mini-
mize the constant, unmitigated threat of violence that the
staff deals with on a daily basis. When Marla spoke of the
mmportance of using a PRN on an out-of control patient,
she said that, “A lot of times all it will do is put them to
sleep for a minute or two. But that minute or two could
be enough to calm them down to have them listen to you
when they wake up.” Here, as in the observation from
Brandy, the need for coercive measures is closely tied
back to the importance of the staff’s job in rule-
enforcement. Ward staff often described patients in terms
of an in control/out of control binary. Staff almost always
indicate that a patient who 1s on medication 1s in control,
while a patient who refuses medication has a high likeli-

hood of becoming out of control. Becoming out of con-
trol 1s synonymous with physical violence. As a result,
refusing medication seems to become synonymous with
the tangible threat of physical violence, which only en-
hances the staff’s need for control and the threat of allow-
ing patients to refuse medication.

Incidentally, many patients’ rights advocates and mental
health attorneys agreed that in instances where a patient is
out of control and dangerous, the staff must be able to
somehow control the patient. Many new legalists indicated
approval of the use of PRNs, but only after all other
means of control or diffusion of the problem had been
completely exhausted.

Prediction Two: The power of patients to be involved in
their own treatment will be seen as at odds with the role of
staff to exercise discretionary control over patients. The
loss of this discretionary control would be believed to
compromise the ability of the staff to maintain their role
on the wards and enforce rules on patients.

Prediction one—that hospital staff feel the need for discre-
tionary control in their jobs—seems to be observable on
the wards. Moreover, it seems that staff exhibit feelings of
powerlessness in the face of the threat of removing aspects
of their control. What happens, however, when the new
legalistic approach grants patients the right to refuse
treatment? Can the rights granted in the new reform coex-
1st with the existing culture of control on the wards? My
prediction is that they cannot.

When staff were asked the effects of patients’ rights legis-
lation on their ability to perform their jobs on the ward,
they often shared the opinion that this reform removes a
notable amount of their power over patient care and their
ability to enforce rules. This created a feeling of power-
lessness among the staff in the response to their compro-
mised ability to perform the functions of their job.

Nature of Patients Rights-Based Reform

There were several elements to the series of patients’
rights- oriented legal reforms in the examined city. One
aspect of the reform made it much more difficult for hos-
pital staff to restrain or involuntarily medicate a patient.
Whereas the definition was once more loose, the law now
demands that doctors run through a lengthy gauntlet of
paperwork and legal proceedings before the staff are al-
lowed to administer involuntary medication on a regular
basis. Additionally, while doctors can authorize staff to use
mvoluntary medication in the case of an emergency, the
law became clearer on the definition of such an exigency,
establishing:

Emergency: situation in which [patient] is experiencing a
mental health crisis and in which the immediate provision
of mental health treatment 1s, in the written opinion of the
attending physician, necessary to prevent serious injury to
the [patient] or others.

This law also eliminated the ability of the staff to place
patients in both physical and chemical restraints. The law
specifically forbid a physical restraint technique known as
“four-point restraint,” in which the four limbs of a patient
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are tied to the four corners of a bed. “Chemical restraint”
refers to the deliberate administration of medication to
sedate a patient, effectively restraining him or her (Erin).
The reform meant that involuntarily committed patients
could refuse medication regardless of a doctor’s prescrip-
tion, with the exception of valid orders for emergency
medication and PRNs.

While PRNSs are still allowed, the freedom of PNAs to
administer them has been limited. The public defenders
telt a strong sense of pride in the new restrictions on med-
1cations and restraints that the new laws enacted. Claire, a
public defender, commented that, “It used to be that you
would see clients overly medicated quite often because of
their behavior. The law has changed some to kind of limit
the use of PRNs.” Patients’ rights advocates saw these
changes as a positive step. Zoe, the public defender and
patients’ rights supporter, acknowledged that the reform
can be perceived as less than positive for the staff, but that
such interest 1s outweighed by that of the patient:

A psychiatrist or even someone else on a treatment team
might have ideas about what they think a person needs,
and those 1deas might be right on—no one would disa-
gree—but until a person is able to accept those things
themselves, I don’t think that the treatment can be effec-
tive (Zoe, Public Defender).

These changes are central to the new legalistic spirit of the
reform: to encourage mentally ill people to seek voluntary
treatment rather than be forced into treatment at a hospi-
tal (Kate).

Despite such community-oriented attitudes of new legal-
1sm, the ward control culture of the staff persisted. The
very passage of these new laws was perceived as discourag-
g for them, as reform took away some amount of their
discretion and power. Jack, a PRN, commented matter-of-
factly on legal reform, saying that when “there’s something
that is passed, we’ll get it at a level where we are told, you
know, ‘don’t do this any more.”” Chuck, a PNA in the
sub-acute ward, said, “Whatever the legal system does, it’s
out of our hands.” Marla captured this feeling of
powerlessness and indignity emerging inherently from
patients’ rights-based reforms, when she answered,

“Do you feel like you have any rights? No, we've got
none. We were told that we signed up to be punching
bags. That’s what we do.”

Loss of Discretion Attributed to New Laws

Patients’ ability to refuse medications 1s an aspect of the
reform that most dramatically reduces the coercive discre-
tion once held by the staff. Erin proudly noted, “If a pa-
tient now wants to refuse medication, it can’t be adminis-
tered to them over their objections.” The results of this
change were certainly perceived by the staff. PNA Naomi
spoke of a patient who availed himself of his right to re-
fuse medications:

Yeah, we got a nurse that been out for two years because a
patient refused medications and the doctor wouldn’t let
the nurse force any medications on him. The patient went
out in the dayroom, decided, “I'm not taking no m-f med-

ication,” and he broke the collarbone of a nurse (Naomi).
The sociologist Elizabeth Townsend noted that “Partici-
pation engages people as activists in shaping their own
lives. In contrast to the one-way dependence that under-
lies caregiving, participation 1s enabled in two-way, inter-
dependent processes that generate empowerment for us
all” (Townsend 3). In the post-reform hospital, removing
staff discretion limited “two-way, interdependent process-
es” and created a disempowering experience for the staff.
Leonard, a hospital administrator, commented that pa-
tients’ rights reform “creates more work for mental health
staff, because the whole thrust of the patients’ rights
movement is to stop seeing people as patients who receive
treatment from on high and to make the relationship
more equal” (Leonard). In Leonard’s view, then, a patient
self-monitoring his own illness simply made “more work”
for others. Because the staff tie their discretion to use
coercive measures so closely to the ability to fulfill the
central rule-enforcing aspect of their job, feelings of de-
featism and discouragement resulted when their discretion
over these measures was threatened by reform that equal-
ized their relationship with the very people they must
keep under control.

New legalists are not always sympathetic to the negative
aspects of the reform for the staff. One public defender
expressed her shock that increasing patient’s rights, par-
ticularly the right to refuse medication, could be seen as a
negative change by staff on the wards when she sighed, “I
cannot believe that a professional would feel like some-
one’s choice to take medication or not is interfering with
that person’s treatment” (Zoe). Rights advocates point out
that the decision regarding treatment must rest with the
patient. New legalists often justified this by comparing
mental illness to any other non-psychiatric illness such as
a cough or pneumonia, in which a patient can chose
whether or not to be compliant with his or her medication
(Erin, Claire). The right to decide whether or not to take
one’s medication, according to these reformers, should
not be taken away simply for reason of mental illness
(Claire).

However, without the coercive option, staff said, “there’s
nothing you can do, just be available” (Marla). When
PNA Jack was asked for his opinion on a patient’s right to
refuse medication, he answered, “Well, it hampers their
treatment plan when they refuse to cooperate with the
plan and we don’t really have a whole bunch of alterna-
tives when they don’t. Usually, until they decide to be
something more, you just wait it out.” The result 1s a feel-
ing among the staff of fatalistic disempowerment.
Ultimately, the increase in patients’ decision-making pow-
er did affect the way in which staff were able to enforce
rules and fulfill their jobs on the ward. When she ex-
plained her hope to retire early, Naomi said, “If they
would give us back the freedom, and really let me do what
I was trained to do—because I think I'm pretty good at it—
then maybe I would stay longer. But long as you restrict
me, I feel useless. I feel like a babysitter. Because you not
letting me help anybody.”
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Prediction Three: Loss of discretion and the reduced
ability to enforce rules on the part of the staff will be seen
as a threat to the ability of the staff to do their job.

Naomi’s comment regarding her role as a “babysitter”
frames a reaction to patients’ rights-based legal reform that
reduced or eliminated staff’ discretion in the everyday
order-maintenance and rule- enforcement aspect of the
staff’s jobs. As Naomi illustrates, these reforms and the
resulting powerlessness to enforce rules and fulfill job
responsibilities pose a direct threat to the hospital staff.
When staff were probed on their feelings in the wake of
the patients’ rights reform, they echoed a sentiment con-
sistent with the ward control schema—that this reform and
the resulting losses of discretion and power were threaten-
ing to them. Staff perceived these threats as both physical
and psychological challenges that seemed to occur on a
daily basis, threatening their personal safety as well as their
perceived role and status as a staff member in the hospi-

tal.

Physical Threats Posed by Reform

The physical threats perceived by the staff as a result of
the legal reform were not difficult to identify. The greatest
threat the staff faced was the possibility of being violently
assaulted on the wards. This should be distinguished from
the possibility of violence discussed earlier, as it 1s not just
a general possibility of violence, but a threat that is per-
ceived to emerge directly from the recent legal reforms.
The most controversial of the reforms in the eyes of the
staff was the right of patients to refuse the medication rec-
ommended to them by their doctors. Those staff mem-
bers who disagreed with this right made up at least one
half of the interview population. For most of them, their
negative feelings toward the patient’s right to refuse medi-
cation were rooted in an idea Brandy expressed, that “a
lot of staff and someone in [the interviewer’s] position
could get hurt from them not taking their medication.”
Brooke, a PNA, lowered her voice when said gravely:
Many things happen in here. Patients—well, you may not
hear a lot about patients hurting staff, but they do because
they’re sick, and when you try to restrain them people get
hurt because the patient is very sick and can be out of
control. Until you get some medication in them and they
get able to control their behavior. And that can happen
(Brooke, PNA).

Without the ability to administer involuntary medication,
the staff’s fears of violent outbreaks were sometimes con-
firmed. Naomi told the story of a patient who continually
refused medication while on her ward, and was eventually
moved to the sub-acute ward. Naomi and the other staff
on the ward with her suspected that the patient would
“flick off,” or have an outbreak, but he continued to re-
main within his rights to refuse his medication. Eventually,
the patient did erupt into violence on the sub-acute ward:
By the time they called help—a code thirteen—that’s where
all staff get together and try to restrain the patient—it had
already been like three staff members all together got
hurt. One had to go out in an ambulance. But all that

could have been prevented. All of it could have been, if
they would have just said, okay, regardless of what he say,
give him some medication (Naomi, PNA).

Even though serious incidents do not happen daily on the
wards, a bitterness 1s created in the wake of the threat, as
Naomi 1nsists, “When I signed that contract to work here,
I did not sign up to be somebody’s punching bag.”

Even the members of the hospital staft who acknowledged
that the reform was a good thing for patients and was the
right step to take often followed this concession with an
equally strong sense that staff’ somehow suffered as pa-
tients were given more rights. Laurie, an LPN (Licensed
Practical Nurse) called this a “Catch-22,” in which “what 1s
good for the patients can also be a danger to society.” Jack
also agreed that the reforms were a good thing for pa-
tients. When asked how he felt the reforms affected him
in his job, he responded, “somebody has to suffer for
somebody else to straighten up.”

Jack’s idea that somebody has to suffer for somebody else

to straighten up seems to apply to the staff on both counts.
According to Turner, line staff are in a difficult position,
as they will be subject to regulation of both a burcaucratic
and a professional nature. The staff are the ones expected
to change their behavior to conform with liberalized ideas
of patients’ rights—to straighten up, as Jack said—but it is
also the staff who suffer many of the consequences of this
liberalization. In the face of this threat, Naomi spoke of
the overly- critical hospital administration and comment-
ed, “They wonder why half the staff stay behind the desk.
It’s because it’s safe back there! (laughs) You have more
rooms to run to back here! It can be really hairy up here
sometimes.”

Psychological Threats Posed by Reform

In interviews, a threat less tangible than physical assault
emerged. The psychological consequences of patients’
rights-based reform did not sit well with the staff. The
psychological threats posed by the reform seemed to fall
mto two main categories: the frustration of occupational
uselessness; and the threat to staff members’ identity and
sense of self-competence resulting from an increase in
patients’ decision-making rights.

Occupational Uselessness

The occupational uselessness aspect of psychological
threat stemmed from a feeling that the staff’s job no long-
er accomplished any kind of goal. Laurie said that, despite
the fact that her job was “very stressful,” she felt that if
“the little you do can help them recover fully or to some
extent, you feel satisfied that you contributed to their bet-
terment.” Becky echoed the psychological re-
wards that Laurie discussed when she explained that,
“This job is about changing people, helping them to be
better by taking meds.” However, they perceive their ma-
bility to make patients take their medications to be the
reason patients do not get better. The high rate of recidi-
vism on the wards led many staff members to comment in
frustration that the ward door almost seemed to revolve.
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Emily observed, “Patients come in, we hope that they get
better, but a lot of them leave and come back—it’s like a
revolving door.” In fact, when I made my second wisit to
the hospital in February 2006, I was surprised to see a
familiar name on a label outside of one of the patient
bedrooms—I recognized the patient as one who had been
committed to the hospital several times over the summer,
and he had returned again.

This revolving door effect has a greater psychological con-
sequence for the staff. As Townsend notes, a positive job
outlook comes from the perception that work is being
accomplished, and that life 1s being managed effectively
(9). In contrast, the environment created on the wards 1s
one that Brooke the PNA characterized as “a downer.”
The negative staff outlook can often be traced back to the
feeling that “I love to see them make progress and be able
to help them. But sometimes...you don’t see any pro-
gress” (Brooke). PNA Naomi agreed: “And it’s sad to see
them come right back in the door, come right back in the
door. And that’s sad.” Allison, a PNA, addressed the psy-
chological toll of recidivism as well:

And the turnover is so frustrating. You know, you see
them get better and leave, get better and leave, you feel
like you've done something. But now, it feels as though
you not doing anything, because they're coming
back...Like cats, how many times have you been back
through here? (Allison, PNA).

In this, the feeling of uselessness and frustration are ex-
plicit, and the toll they take on the staff 1s exhausting and
demoralizing.

Threat to Identity/Status

Leonard Pearlin wrote that new legalistic policies such as
those under examination “are indicators of conditions of
patient freedom, autonomy, and decision-making actually
extant on wards” (November

1962: 331). The flip side of this coin is that when an in-
crease 1n patient rights such as these occur in an area of
ward life when the patients oppose the staff—such as the
choice to take medication—then more “freedom, auton-
omy, and decision-making” for the patients necessarily
means less of all three for staff.

As a result, the legal protection of a patient’s right to re-
fuse medication is often seen as a direct threat to the
competence and identity of the staff. Erin said: The doc-
tor thinks, “I'm the doctor, I'm the one with training. I
think you have bronchitis, I think you have schizophrenia,
I think you have something. 'm recommending this
treatment, and you're not going to do that?”...they have
that same tension of doctors thinking, “I know what’s
right, I know what’s best, and you're ignoring me” (Erin,
Public Defender and Legal Reformer).

The preference of reformers to prioritize the opinions of
mentally ill patients over the doctors and the staff is a di-
rect challenge to the status identity and self-image of hos-
pital staff.

Beyond frustration, multiple staff members recounted the
frustration of seeing a patient who clearly needs medica-
tion in their opinion, but is refusing that medication and

getting worse. Brooke spoke exhaustedly about patients
who “clearly...need medication and they’re able to refuse
to take it and you see them getting worse, their behavior 1s
getting more out of control...and they’re still not getting
any medication.” Maya also addressed the frustration
stemming from these reforms:

Because I guess things are changing...] know why re-
straints were taken out and why 1t’s a necessary issue with
that, but it’s like, certain patients can come In for treat-
ment. They get the right to refuse medication, and then
you see them escalating and you see all this behavior and
you can’t medicate them. They have the right to refuse
(Maya, LPN).

The element of identity threat emerging from the re-
forms—the feeling of deep upset that staff sometimes ex-
pressed when it came to a patient’s right to refuse medica-
tion—might seem conservative or heartless to new legalists
at first glance, but within the context of their job at the
hospital, one can understand how staff would be so affect-
ed by this aspect of the reforms. The staff are the ones
who spend the most time with the majority of patients.
They have the most opportunity to observe the patients,
talk casually with the patients, and form bonds with them.
It is the hospital staff who offer medications to patients
daily; it 1s to the hospital staff that the patients who refuse
their medications address their refusals; and it 1s this same
staff that no longer has the ability to administer these med-
ications against the will of the patient.

The right to refuse medication seems to pose such a psy-
chological threat because, to the staff, the need for pa-
tients to be medicated 1s visible to them every day. Ac-
cording to Naomi, it is “obvious:”

After three days, you should give the mvoluntary medica-
tion. Because it’s obvious this person—if you observe the
person and the person is rattling all the time talking to
voices and so forth, but don’t want medication, it’s obvi-
ous. They need some kind of help (Naomi, PNA).

Giving the patients the right to refuse their doctor-
prescribed medication 1s interpreted as a choice between
the perceptions of the patient and the perceptions of the
staff. When the perceptions of the patient win out, the
staff feel their competency is undermined. New legalists
respond that while staff might be frustrated by a patient’s
refusal to take medication, they must accept this as an
indispensable part of the job (Zoe). However, this attitude
does not necessarily take into account the depth of the
negative reaction to such institutional changes. Becky ex-
pressed this sentiment beautifully when she said, “A nurse
was beaten here, but nobody needs to be maimed. ...It
feels like the patients say, ‘T know my rights, I know this, I
know that.” Well, who am I?”

Prediction Four: The patients-rights reform creates work-
place anomie once “the technically most effective proce-
dure, whether culturally legitimate or not,becomes typ-
ically preferred to institutionally prescribed conduct”
(Merton 135). The mstitutionally prescribed conduct—the
new legislation—will not be seen as the most effective pro-
cedure and staff will seek to alleviate this strain through
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some form of mnnovation.

In reporting on this prediction, we must establish the
presence of workplace anomie by illustrating both the
perceived ineffectiveness of the “institutionally prescribed
conduct’—the legal reform—and the perceived “most ef-
fective procedure,” which could be anything else but will
be shown to be the old system of greater staff discretion.

Perceived Ineffectiveness of New Legislation
In interviews, staft often expressed the opinion that the
new legislation was not effective in dealing with problems
on the ward, or was not realistic “on the ground.” Tobias,
a ward psychiatrist, stated this directly when he said, “The
new law flies in the face of accumulating knowledge that
we're not treating pneumonia that can be treated in 10
days or two weeks or three weeks.” For the most part,
ward staff agreed that the reform hindered their occupa-
tional role of maintaining order on the wards.
It should not come as a surprise that patient’s rights re-
formers did not think the law was as ineffective as the staft
did—many of the rights advocates noted the positive ac-
complishments of the law:
There were close to 500 people who were committed
under the indeterminate commitment and remained
committed. My impression 1s that the department has
only sought recommitment in maybe 100 of those cases,
and maybe 1s going to file for recommitment in 50 to 100
more. So, less than half the people who had been com-
mitted for indefinite periods of time, when someone was
really forced to look at it and say “Can you justify continu-
g this?” they couldn’t (Erin, Public Defender, Legal
Reformer).
However, several staff members spoke of ineffectiveness
emerging from an administration or from lawmakers like
Erin who have no idea how their legal policies work “on
the ground.” One attorney for the hospital could not an-
swer any of my questions regarding life on the wards, sug-
gesting I talk to staff who know more about “the everyday”
(Stella). This distance resulted i a feeling like Naomi’s,
that “patients got all these rights, but [lawmakers] never
come on the unit and really see what the patient needs.”
The feeling of increased hospital bureaucracy
was also a hindrance to the acceptance of the legal reform
on the wards:
We have to do a lot of bureaucracy. I have a problem
with bureaucracy and I have a problem when it’s time to
Xerox and you all come to me after I’'ve done all this
work and say the patient has been made voluntary. I think
they should know, they should give us more time. I don’t
think you should come to me if you have two weeks and
you come to me today and you want the charts of a pa-
tient that they’ve had for two weeks down the road, and I
have to do all this stuff, why don’t you just bring it down
closer? I think it’s crazy (Lily, Record Clerk).
Staff both observed reform that was ineffective in solving
problems on the wards, and worked under a bureaucracy
they felt was ineffective and distanced. This created a
preference for the old systems of regulation and control.

Workplace Anomie

The perceived ineffectiveness of the new legislation creat-
ed an anomic feeling of frustration. This anomie resulted
from a conflict between the legally prescribed procedure
and what the staff felt was the most effective way of dealing
with a problem on the wards. Maya spoke of her mner
conflict between what she thinks must be done and what
her job requires she do when she sees a patient on the
wards who needs to receive medication, but 1is refusing to
take it:

We're sitting here and they’re responding to voices, get-
ting agitated and they get to refuse their medication for as
long as they’re up here. I believe that they need to have
emergency meds that they used to be able to do that they
can’t do anymore (Maya, LPN).

The staff’s anomic conflict between institutionally pre-
scribed conduct and the most effective procedure was
particularly acute when it came to the sometime-
consequences of patients’ refusal of medication: violence
against staff. Becky talked about a nurse who was hit in
the jaw by a patient. Instead of being able to respond with
emergency medication, “the nurse had to call a code, fill
out papers. Then it 1s frustrating to be told you should
have done it differently when you’re the one with the bro-
ken jaw and the client is still out walking around. You
think it’s kind of stupid.” In this case, the prescribed pro-
cedure was seen to be bureaucratic and ineffective com-
pared to other alternatives.

Resulting Reliance on Coercive Means of Control

One surprising observation relating to workplace anomie
was the way in which staff acted to alleviate the pressures
of anomie. Relieving this feeling of disempowerment,
according to Townsend, comes down to taking action
during the course of a normal day that “actually [does]
something” to regain control. As Anselm Strauss warned,
“...all categories of personnel are adept at breaking the
rules when it suits convenience or when warrantable exi-
gencies arrive” (395). When Laurie the LPN explained of
a patient’s right to refuse medication, she insisted, “They
have this right just like any other patient, but we should
have other avenues to make sure that the patient 1s medi-
cated if they are dangerous to themselves or others. Medi-
cation 1s needed to control behavior.” The use of these
“other avenues” 1s observable 1n staff interviews, and in-
cludes the use of verbal threats and warnings as well as the
administration of emergency and PRN medications.

Verbal Coercion

Verbal efforts at regaining lost discretionary control can
come n the form of coercive remarks or meanness. Many
members of the staff indicated that when a patient refuses
medication, they often respond by telling them that they
will not be able to leave the hospital until they begin tak-
ing their medication. While there 1s an element of truth to
this—often, a doctor will hold a patient who is refusing
medication longer than one who isn’t—many patients in-
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terpret this to mean that they must take medication to be
released, which is incorrect. Marla tells those patients who
refuse medication that they “need to think about it, be-
cause a lot of times you won’t leave until you get it.”

In speaking with Tobias, the ward psychiatrist, about his
responsibilities to the ward staff, Tobias revealed an inter-
esting aspect of the coercive control used by staff when he
explained why he does not interfere when he thinks statf
are “speaking harshly, loudly, scoldingly, belittlingly, con-
temptuously to patients:”

I do not feel that it’s my job, this is for political reasons, to
tell staff when I think they are being unkind and sadistic as
happens even on the wards...I don’t feel it’s my role for
political reasons—by political I mean interpersonal, re-
specting quote “staff territories”—to tell staff when 1 feel
they are not being benign. I mean, I would like to be able
to...but I do not, as I would with my own supervisees, say,
“you know, I think you might be better to say x and y in a
somewhat different tone” (Tobias, Psychiatrist).

It 1s telling that a staff member could engage a patient in a
“harsh” or “contemptuous” manner, and this behavior
would fall squarely within the grounds of “staff territories.”
That verbal interaction, of whatever nature, still falls with-
i the discretion of staff members. As Tobias predicted,
removing that discretion would create a fallout so negative
that it 1s better to allow the staff to continue to be verbally
coercive.

Chemical Coercion

The law in this city specifies that “[patients] have the right
to be free from seclusion and restraint of any form that 1s
not medically necessary or that is used as a means of co-
ercion, discipline, convenience, or retaliation by staff.”20
However, the use of available chemical means of control
to relieve the anomic stress created by the new legislation
seemed to be evident on the wards. While it 1s more diffi-
cult to give emergency and involuntary medication, staff
still maintain the ability to administer a PRN once a doc-
tor has written a PRN order for a patient. Recall that med-
ication like a PRN is only meant to be given in cases when
the patient 1s posing an immediate danger to himself or to
others. When asked about staff administration of PRNs,
Tobias noted that after an order is written, patients who
are “very loud and annoying” probably get PRNs when
“talking to a patient in a gentle and empathic way would
probably be quicker and equally effective.” The public
defender shared this view, as Kate observed:

I think they get used too much. I think that PRNs should
be for when somebody’s out of control. Okay? And I
think sometimes they’re used for when people are just a
pain in the ass. They’re coming up asking

too many questions, they’re using the phone too much,
and they’re used just as a way of controlling them, and
that’s not what they should be used for (Kate, Public De-
fender).

[A worker] clings to the possibility of a last remnant of joy
in his work... Even when the details of performance have
been prescribed with the utmost minuteness...there will be

left for the worker certain loopholes, certain chances of
escape from the routine, so that when actually at work he
will find it possible now and again to enjoy the luxury of
self determination (78).

In this case, the “last remnant of joy” and the last possibil-
ity for self determination among the staff 1s some means
of coercive control. It is this control which perhaps allows
ward staff to “escape from the routine” dictated in the new
legislation and once again feel in control and relieved of
anomic pressure.

Erin, who has worked on the grounds of the hospital as a
public defender for many years before helping to create
the reform, noted:

It used to be you would walk on a ward and there was
almost always someone in a locked seclusion room.
There was almost always somebody walking around with
wrist restraints, leather restraints, or someone tied to a
bed in what they call four-point restraints. You rarely see
that at this point (Erin, Public Defender and Legal Re-
former).

Given that staff no longer have the discretion to utilize
these more visible forms of restraint, administering PRN
medication seems to be a vital alternative. Moreover, such
an act would help ease the anomic discomfort caused by
the patients’ rights-based reforms. Erin confirms this sus-
picion when, after describing the staff’s reduction of phys-
ical restraint at the hospital, she continued by asking, “Are
they chemically restraining [patients] as an alternative?
Maybe.”

Interestingly, several interviewees presented examples of
an alternate scenario in which staff maintained a greater
amount of discretion in the operation of the wards and
the care of patients. In these instances, staff spoke more
positively about their jobs and portrayed the environment
as calmer, downplaying the need for mechanisms of coer-
cive control like the PRN. Naomi, who usually works
weekdays but was interviewed while working a Saturday
shift on the ward, talked about Saturdays as a time when
hospital administrators do not report to work and she has
more discretionary control over the happenings of the
ward. The Saturday ward environment that 1T observed
was markedly different on this day than it was during the
week. As Naomi described:

I just put on a DVD and let them relax. Doors are open
all day, make sure they get their cigarettes, and that’s it. It
be nice and calm on the weekends, I love it. But during
the weekday, come Monday morning, oh boy. Totally
different (Naomi, PNA).

No evidence was found to show that the incidence of
PRN administration rises on the weekends. The work
environment on Saturdays and Sundays, while it may in-
dicate a more relaxed “weekend effect,” also illustrates
what the ward might look like if the stress factors inspired
by the legal reform and resulting losses of discretion were
removed, or if the staff could better adapt to them.
Another unexpected effect observed on the wards was the
increased social importance that the staff placed on the
forms of control still contained within their discretion,
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namely PRNs. According to Maya:

PRNs are needed. They’re needed. Because especially
like I said for some that don’t take medications and then
they escalate and stuff like that, PRNs are the only thing
we have to help us. We can’t restrain them, we can’t do
anything else. I believe the PRNs are very much needed
(Maya, LPN).

Maya was not the only person to hold the view that
“PRNs are the only thing” that can help the staff fulfill
their job. When asked about PRNs, Brooke the PNA
agreed, “Well, 1t’s needed. Because if a person is out of
control, you need to give them PRNs...You can’t control
them without it.” Stressing the vital role that the PRN
played in the arsenal of the ward staff felt like an effort to
preserve staff’s right to exercise this discretion. Staff often
thought of PRNs and emergency medications as the last—
and sometimes only—line of defense and treatment in the
wards, and clung to it as such. One of the most poignant
comments on the renewed importance of the PRN in the
face of the legal reform came from Becky the nurse:

One minute, a client could be sitting there...and the next
minute you turn around and they’re hitting someone
else, and [the administrators/lawmakers] not here to see
that. I mean, I haven’t been in this ward that long, and 1
heard about overmedication, but I think they need to
get everybody’s opinion. I believe a lawyer who’s not
here working or a doctor that’s not here for 8 hours or
16 hours when we have to stay over and you’re seeing
all this behavior and you really don’t have anything but
your PRN (Becky, LPN).

Recommendations

Although patients may not be worse off on the
wards now than they were before the patients’ rights
legislation, the negative side- effects of such reform do
not need to occur. Leonard Pearlin wrote in his exam-
mation of the alienation of nursing personnel at a large
mental hospital that a mental hospital must not only
attempt to meet the needs of the patient and the
community, but must also satisfy “the diverse aspira-
tions and opportunities sought by its members” (June
1962: 320). By recognizing the ward control culture of
the staff, cities that expect to make significant changes
to mental health reform in the future could minimize
the negative ramifications of patients’ rights-oriented
changes.

It should be noted that the scope of this project did
not include a thorough analysis of alternatives to the
existing legal reform, nor was the purpose of this re-
search to explore the feasibility of such alternatives. This
study was not an evaluative study, and that does not
place me in the strongest position to suggest extremely
detailed policy changes. That being said, these general
recommendations can be offered:

1. Provide greater emotional and psychological valida-
tion for staff during periods of change. Staff members
are likely to feel confused, challenged, or threatened

by reform that takes away their discretionary power on
the wards. Establishing a program that is effective in ad-
dressing staff concerns would minimize the feeling
held by many of the staff that they were completely
powerless in the administration of the hospital and
the reform of procedures. This, in turn, would help
decrease the feeling of workplace anomie.

2. Along these lines, invite members of the hospital
staff to sit on the committee that designs the reforms.
Such an act would lessen the distance that staff feel lies
between them and the administrative policies to which
they are subjected. By featuring hospital staff on law-
making committees, cities seeking to increase patients’
rights can show deference to the role and identity of the
hospital staff while still accomplishing reformist goals.

3. Increase funding for mental hospitals. In interviews, a
significant complaint of the staff was the decrease in
funding to the hospital over the years. This decrease
m funding meant that staff had fewer resources to
work with and disintegrating grounds on which to
work, and low pay for which to do it. The positive
effect of having a financial influx, even in the face of
discretion-reducing reforms, could create more loyalty
to the admiistrators and lawmakers and thus less
pressure between the mandates of the lawmakers and
the way in which they perceive a problem should be
dealt with on the wards.

Conclusions

The evidence gathered demonstrates that the two exist-
g paradigms for conceptualizing the mental hospi-
tal—the new legalistic and the medicalistic models—do
not accurately capture the worldview of ward staff. The
dynamics of this occupational culture cannot be pre-
dicted by turning to community-oriented schemas or
familiar outlooks from social theory involving medical
power. Rather a new view of working life at the hos-
pital is required—this was named the ward control
model. The conception of the hospital staft as “rule en-
forcers” who more closely resemble police officers
than doctors or rights reformers informed this outlook
and sheds light on the way rights-based legal reform is
mmplemented on the wards of the hospital.

The data presented in this research strongly suggests
the recent changes in mental health law have had
unintended consequences for both patients and hospital
staff. The reform that gave patients an increasing num-
ber of rights to regulate their own treatment took away
power from the stafl’ without providing them with an
effective and legitimate system through with to enforce
rules and maintain order on the wards. This posed a
conflict for the staff between the procedures mandat-
ed by the new legislation and the procedures that the
staff believed would be most effective in handling situ-
ations on the wards. These remaining means of con-
trol—verbal warnings and PRNs—took on great im-
portance and were ultimately portrayed by many staff
members as an indispensable last resort in fulfilling
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their jobs.

In Michel Foucault’s landmark book Discipline and
Punish, he suggests that legal reform would not actu-
ally eliminate or reduce the power of staff, but rather
would better distribute their power so that it moves
from being visible to being invisible (81). Erin spoke of
walking through the wards without seeing patients in
wrist restraints, as used to be customary. Zoe remem-
bered a time when she would see notes in the charts of
a patient who was refusing medication that read “give
PRN meds if person continues to refuse.”  According
to Zoe, “that’s blatantly wrong, that’s a violation of
DMH's own policy that PRN meds would be given just
for refusal to take meds.” The ward control model
seems to show, as Foucault suggests, that the power
of the staff to exercise their own discretion does not
actually disappear from the wards and the charts as new
legalistic outlook would hope, but is rather dispersed
among remaining staff powers in such a way that it
becomes invisible. The danger 1is that this mvisible
power i1s unchallengeable; when held by the staff on the
wards, 1t can only work to the disadvantage of new legal-
1stic goals.

Whether these results could be observed in the absence
of the legal reform is unclear. It is impossible to
know pre-reform attitudes and behavior with any de-
gree of certainty. Judging from the content of the in-
terviews, however, the ward control model is upheld,
and ultimately staff members indicated in their re-
sponses a paradoxical increase in the social importance
of coercive control for ward staff in the execution of
their daily tasks post-reform.

In arriving at this conclusion, my ntention 1s not to
argue that patients’ rights-based reforms were a step
mm the wrong direction, or that they left patients
worse-off than when they started. Rather, what should
be taken from this research 1s that such lawmaking must
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consider the unique ward control nature of working life
on the hospital grounds. Without taking the ward
control schema nto account, new legalistic reform
jeopardizes the rule-enforcing ability of the staff and
risks unnecessary negative consequences. The staff’s
desire to reduce the strain resulting from these nega-
tive social consequences seems to lead to a tightening
of control over coercive mechanisms that ultimately
mfringe upon the rights of patients and work to their
disadvantage. Additionally, such reform to
lower staff morale, which might lead to recruitment
and retention problems. In interviews, Jack said that it
was Important to “think about the money aspect of it”
i order to stay motivated, but as Marla suggested,
“How about a higher pay for us? We don’t make half
enough. Believe me.” In an environment with an un-
stable population, high staff turnover could be devastat-
ing to the progress of patients and could result in large-
scale aggressive outbursts (Wulbert 5).

Working at a psychiatric hospital combines a volatile
work environment with fundamental questions about
identity and power. As the patients’ rights movement
proceeds, it is important for reformers to recognize that
the social situation of the staff at the hospital cannot
be understood using the existing models of new legal-
ism or medicalism. Rather, the relationship of the staff
to hospital patients must be considered in light of a
ward control model that recognizes the nature of pow-
er and control in the staff-patient interaction in the hos-
pital. This understanding is vital to making provisions
to ease staff through new patients’ rights lawmaking,
which would otherwise be a difficult legal transition.
Considering reform in light of the ward control cul-
ture of hospital staff will inform—and make more ef-
fective—future attempts at legal change within such insti-
tutions.
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