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REHABILITATION PRACTICES
FOR TUBERCULOSIS PATIENTS
AT THE OREGON STATE HOSPITAL

CHAPTER 1

OBJECTIVES OF REHABILITATING
TUBERCULOUS MENTAL PATIENTS

A. Introduction

In developing an effective rehabilitation program
for tuberoculous mental patients, all phases of the program
must be given due oonsideration. This study is conocerned
with patients who have two disabling conditions, tubercu-
losis and mental illness. Which condition preceded the
other in onset may or may not be of consequence as indi-
cated later. Tuberculosis imposes certain physical
limitations and the mental disorder contributes certain
psychologicael restrictions. Therefore, it is necessary to
develop simultaneously adequate mediocal care, psychiatric
treatmsnt, and all the other ancillary services.

It will be the purpose of this study to investi-
gate the rehabilitation practices now being used in the
Tuberoulosis Ward at the Oregon State Hospital and to
suggest, perhaps, means of broadening the program. This
study will be conduoted by visiting the hospital and inter-
viewing the dooctors and other personnsl dealing with the
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tuberoculous patients. By referring to the literature and
through contacts with other hospitals, it is hoped that
some helpful comparisons may be made.

In summary, this study will attempt to describe the
rehabilitation practices commonly used for tuberculosis
patients in combination with those practices usually re-
served for mental patients in order to arrive at a workable

program.

B. Soms Definitions Pertinent to the Study

In the field of rehabilitation there sesems to be a
problem in much contradioction of terms, Much of this 1is
due to the fact that there is often overlapping among the
various professional groups; each one having its own
derfinition of what constitutes rehabilitation. Quite often
too, each group places a different connotation on the
activities of all the other groups involved. There appears
to be even a certain amount of rivalry among different
mambers of these groups,

Rehabilitation is a word that is possibly over-
worked. It has become very popular to "Rehabilitate”
everything from the wide-open spaces of our deserts to the
orowded, big-city slums. In this paper the term will be
somewhat more limited. Generally, rehabilitation has come
to mean "training that prepares for the employment of




bhysically handicapped persons." This is too narrow a con-
ception of the many medical and sociel problems facing the
tuberculous mental patient. The Century Diotionary's
definition of rehabllitation 1s more applicable: "to
restore to a former capacity or standing, or to re-sstab-
1ish in the esteem of others or in soclial position lost
by disgrace." The "restoration™ of the tuberculous mental
patient must be individual in nature and involves both
physical and social readjustment, and it must do away with
common misconceptions about tuberculosis, mental illness,
and about the people suffering from them both.

There are other definitions of rshabilitation: one
with a purely medical connotation which is, "the use of
those medical measures which expedite recovery."™ These
measures are for the most part in the field of physiocal
msdicine and are smployed as a supplemsent to the specific
medical and surgical treatment that is contributed by the
physician. Another definition, more broadly conceived,
which is mainly accepted by the professional workers in
the public and private agencies dealing with the handi-
capped is: "Rehabilitation is the restoration of the
handicapped to the fullest physical, mental, social,
vocational, and economic usefulness of which he is
capable." This definition was adopted by the National
Council on Rehabilitation in New York City, May 21, 1942.




This 1s the definition to be used in this study.

Rehabilitation is oreative, It alms to define,
develop, and utilize the assets of the individual. 1Its
purpose 1is to restore competitive abllity, independence,
and self-dsetermination. It seeks to utilize all the
availabls resources both within the individuel and within
the community toward this end. Rehablilitation is not a
process; it is not something you do to someome; rather, it
is a philosophy that must pervade the thinking of every in-
dividual working with the handlocapped. Rehabilitation re-
quires sympathetic understanding.

Rehabilitation should begin when the disability
ocours, and it should not end until the disabled person 1is
using his newly limited abilities to the maximum. The
emphasis should be in strengthening the individual's re-
maining abilities and not in protecting his disabilities.
A prime necessity is for scientific medical care through-
out the process. It ia also necessary that nursing,
technical work, physical therapy, oocupational therapy,
psychology, 8ocial casework, vocatlonal guidance, work-
shops of different kinds, family counselors, civic and
fraternal organizations, and the enlightened efforts of
publioc~spirited citizens in all walks of life all join
together in order to develop a truly effective program




of rehabilitation.

Rehabilitation is good business, especially from the
standpoint of the government. It is financially sound to
rehabilitate the handicapped. A selrf-sustaining rehab-
ilitated worker eliminates welfare payments to himself
and his famlly. This is a very sizable sum out of the
public treasuries. The American people must realize that
this nation suffers an economic loss of nearly ten billions
of dollars svery year because disabled men and women are
away from their jobs.

Each year 250,000 people become disabled by injury,
disease, or congenital defect. Out of these 250,000 only
about one-fifth or 50,000 are rehabilitated each year.
Certainly there is a neesd to expend every effort to reach
and restore the remaining 200,000 individuals to productive
living. In addition, there i3 a need to reach the backlog
of 200,000 or more from each of the preceding years, who
did not have the opportunity to benefit from some orgeniz-
ed program of rehabilitation services. (44)

Modern rehabilitation had its beginnings in Belgium
in 1907. A school was started for thse physically disabled,
essentially for those too 1ll to be admitted to the
regular apprenticeship programs. The program was known
then as "re~education” and to a great extent in Western

Europe, rehablilitation is still called "re-education."




Vocational re-training started in Englend during the
latter years of World war I, chiefly for disabled war
veterans. Gradually the process was expanded to include
the sick, congenitally disabled, the blind and the deaf.

In 1920, the Congress of the United States passed
Publioc Law 16, often referred to as the "Rehabilitation
Bill." This bill set up a federal-state program of voca-
tional training and placement of the physically hendicapped.
Oon July 6, 1943, with the Barden-LeFolletts Amendment,
Public Law 113, Congress authorized the state rehabilita~
tion bureaus to extend their services to the mentally
handicapped. This law provides for remedial services as
well as job training and placement for both the physically
and mentally handicapped. The mentally handicapped are
both the psychiatrically handicapped or mentally 111 per-
son end the mentally retarded or defioient, (22)

On August 3, 1954, Congress unanimously passed
Public Law 565 whioh expands the rehabilitation program
still farther. (45) It encourages the expansion of re-
habilitation facilities, suthorizes training programs for
professional rehabilitation counselors, expands the
finencial base to permit the States to bring better
rehabilitation services to more disablsd people. The new

law also opens the way for non~profit voluntary
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organizations to participate in the State-Federal program
making Federal funds available for the first time to such

organizations.

C. The Nature of the Problem

The psychiatrically handicapped could range from
the newrotic individual to the most severely psychotio.
A3 long as the individuasl's mental condition prevents him
from carrying on his usual activities in the manner
acoustomed, he could be considered to be handicapped,
Many of the tuberculous mental patients who will be dis-
cussed in this study are neurotic but not truly psychotic.
Later in the study a more detailed description of various
mental disorders will be given. At the present tims 1t
will be noted that the neurotic and psychotic individuals
differ chiefly in the degree of mental or semotional
involvement.

The mentally retarded, on the other hand, are
primarily those people with limited intelligence, although
many individuals with apparent deficiency have later been
found to be suffering from some emotional conflict or
block instead of some congenlital type of limitation. A
common misteke is to assume that all individuals within
a given range of intelligsnce are alike and ocan be
treated accordingly. Nothing could be farther from the




truth, because there is a great amount of individual
differences present in retarded individuals Jjust as in the
normal and superior intelligence ranges. Many of the men-
tally retarded are so because of brain injury or degener-
ative illness. It is certainly more of a handloap to
suddenly have an IQ of 70 when previous to the illness or
injury it had been 105, than to have been born with am IQ
of 70, There is a place in soclety for the mentally re-
tarded, if they receive specialized tralning. Some of the
patients discussed in this study belong to the mentally
retarded rather than the mentally 1ll.

The admission of the psychiatrically handicapped to
the rehabilitation program greatly increased the numbers
and varieties of the cases to be handled. Each mentally
111 person has a different sort of individual background
end although it is very often possible to characterize
generally the nature of the illness, a common practice 1s
to over-emphasize the diagnosis and try to standardize the
treatment. There is no panacea for mental illness.

Another thing which must be considered 1s that
gquite frequently a mentally handicapped person may also
have a physical disability. Much has been written about
emotional stress bringing on physical illness or physical
symptoms. Dr. Helen Flanders Dunbar expresses the view

in her book "Mind and Body" that fifty to seventy per cent




of all the physical 1llls presented to the doctors of
America are mentally or emotionally inspired., (12) Weiss
and English hold a very similar view. (55) Conversely,
many physical handicaps resulting either from illness or
injury cen bring about much emotional stress and often a
mental oondition that could be consldered a handiocap in
itselr,

Tuberéulosia is more prevalent in mental hospitals
than anywhere outéide of tuberculosis sanitoria. Surveys
in mentel hospitals reveal 27 to 4O active cases per
thousand examinations, compared to one case per thousand
in our general population (2), and 12 cases per thousand
in our prisons. (l5) The tuberculosis death rate in
mental institutions is 19 times the death rate for tuber-
oculosis in the general population. In 1949, the death
rate for tuberculosis in mental institutions was 500.9
per 100,000 patients, as compared to 26.3 per 100,000 in
the general population. (15)

It has been estimated that at least 30,000
Americans hospitalized because of mental illness are also
arflicted with tuberculosis, even though not all have been
so diaegnosed. Perhaps the main reason that many of these
patients have not been diagnosed as tubserculous is that
modern case~finding procedures for tuberculosis are not

used in many of the mental hospitels throughout the
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country. Indeed many hospitals do not provide adequate
medical treatment or even isolation for the known tuber-
culosis patients under their care. (24)

In trying to work out a total rehabilitation program
for the tuberculous mental patient, it is often necessary
to go beyond the usual domain of the Division of Vocational
Rehabilitation. It is necessary to overcome most of the
disabling effects of two major disorders in the hospital
setting before final consideration of vocational placement
and training can be started. All rehabilitation to be
effective should have a tentative vocational goal set up
as early in the treatment process as possible. It must be
recognized that in many individual cases complete and
total rehabilitation cannot always be attained, however,
and that with meny patients simply the achlevement of a
degree of self-care would be a commendable objective. It
pust be remsmbered too that the mental condition will
often impose some psychological restrioctions to the
programs usually carried out for tuberculosis patients.
Likewise, the tuberculosis might conceivably present some
physical limitations to many of the activities used in the

treatment and rehabilitation of mental patients.

D. The Objectives of This Study

The objectives of this study are:




l. To study the organization of the present
rehabilitation program for the patients in
the Tuberoulosis Unit of the Oregon State
Hospital.

2. To study the methods used at other installa-
tions for the rehabilitation of tuberculous
mental patients.

3., To recommend possible methods for expanding
the total rehabilitation program for tuber-
culous mental patients at the Oregon State
Hospital.

E. The Method of Arriving at the Objectives

In order to arrive at the objectives of this study,
many hours of research were spent studying the activities
employed at the Oregon State Hospltal and other facilitles;
in reading the literature; and interviewing workers at the
hospital and other agencies; and in corresponding with
other workers throughout the country. This study covers
the period from May 1952 when the Tuberculosis Treatment
Building was opened, until July 1958, Without appearing
presumptuous it is hoped that several recommendations

could be made as a result of direct experience and from

research.
¥, Summary

In summary, it is felt that a complex problem
exists in the rehabilitation of tuberculous mental

patients. Just how the most effective program might be
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carried out is largely a matter of opinion; however, this
study will attempt to assemble the best opinions avail-
able in order to arrive at its conclusions. In all
instances the primary purpose will be thse restoration of
a useful, healthy, and happy individual, cepable of self-

determination--a worth while member of soclety.
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CHAPTER 2

SOME PROBLEMS IN REHABILITATING
TUBERCULOUS MENTAL PATIENTS

A. Introduction

It will not be a purpose of this study to give &
complete clinical desoription of the pathology and treat-
ment of tuberculosis or mental illness. Instead, some
general remarks will be made on the etiology, the
symptoms, the various therapies, and other considerations
a8 a background for the main theme of rehabilitation.
Again 1t 1s necessary to repeat that this study ooncelives
rehablilitation to be of the broadest possible nature., In
order to resolve the difficulties resulting from these two
major disabilities, the most intensive coordinated efforts

are required.,

B, Characteristics of The Tuberculosis Problem

Even with all the latest developments in chest
surgery and the many new kinds of chemotherapy, tuberocu-
losis is in itself one of the major health problems con-
Ifronting this nation today. In Oregon alone there are at
least 600 new cases every year. (30, 31) Often regarded
strioctly es a medical problem, it is necessary to consider

many other factors. The new medical practices have reduced
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the patient's time in the hospital, but in many ways may
have increased the accompanying emotional problems.

Being 111 in the home presents difficulties with which
many families are not able to cope. Dr. Eric wWittkower
sesms to fesl that in most psople suffering from tuberocu-
losis there ars concomitant feelings of dependency as an
underlying factor. (58) Also anxiety and depression seenm
to be present in most cases. Much of this is acceptable to
many individuals as a normal reaction to having such a dis-
easeé. Actually the patient must accept the facts of the
{llness and fight with complete faith and determination
that he is going to recover. He must also be willing to
cooperate with the workers who are trying to effect a cure
of the disease and return him to normal living.

In the case of the father who must leave his fanmlly
to enter the hospital or sanitarium, most frequently the
wife and children must of necessity become welfare cases.
To many people this is a terrific blow to their pride and
one they find difficult to accept. With others this re-
action may be a cover-up for their true dependency feel-
ings. In the case of the mother who must leave her home
and family, soms arrangement must be made to take care of
the children while the father 18 away at work., Often the
anxiety over the children precludes anxisety over the

symptoms or the course of the disease.
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There are many other possible emotional reactions to
having tuberculosis; some may even have deep-seated guilt
reactions, feeling that this 1llness is the result of some
previous sin or feeling of wrongdoing. Many of these
feelings are never expressed openly and often the patient
himself 1s not consciously aware of them, or they may be
repressed, sublimated, or distorted into some othsr re-
action. Again, a certain amount of these reactions are
normal and should be viewed as such, but excess feelings
of depression or anxiety or unwarranted moods of elation
indicate problems of & more serious nature. These feel-
ings have been recognized by many individuals working
with the tuberculous and meny different solutions have
been tried.

Tuberculosis is a rather insidious disease in that
its onset is often gquite slow with no marked symptoms in
the very early stages so that the patient is quite unpre-
pared when the diagnosis is finally confirmed by the
physiocian. It should be noted that pulmonary tuberou-
losis is not the only form taken by this disease. Almost
any tissues of the body can be invaded by the tubercle
bacilli; it merely happens that the respiratory tract is
particularly susceptible. Other forms are tubsrculosis
of the kidney, of the bone, the skin, and larynx, which
make up the bulk of the non-pulmonary forms of
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tuberculosis. The first symptoms may be a gensralized
restlessness or oonversely, lassitude. All too often,
the diagnosis is told the patisnt quite casually with
little consideration of the emotional trauma involved.
It seems that much more thought should be given to the
very presentation of the dlagnosis to the patient.

The rehabilitation process should begin at this
point or possibly even before the diagnosis is made.
Social and family background data should be available, and
then should be utilized to the greatest extent possible,
If this area were fully considered, many of the emotional
stresses that build up within the patient eould be easad
oconsiderably. To be sure there needs to be a period early
in the treatment of nearly all tuberoulosis patients that
involves complete bed rest; but this does not mean that a
social worker or counselor could not visit the patient
to reassure him that his family was being adequately pro-~
vided for, or to tell the mother how her chlldren are
doing. A ocavity in the lung does not mean that all the
rest of the person is at a standstill. Life goes onj;
the patient must be made to feel that he 1s not left out,
that he is still needed and important and must return to
his normal place in socliety. Dr. Bruce Merrill of the
Montefiore Hospital in New York has a great deal to say
on this subject. (48)
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\

The tuberoulosis patient 1s usually considered to
be positive or active as long as he 1s coughing-up
positive sputum, or if x-ray examination shows cavitias or
soft lesions, or if the culture of a gastric or bronehlal
lavage shows positive bacteria. If after six months of
bed rest and chemotherapy, the patient has no more
positive sputum, and no positive culture from a gastric or
bronoial lavage, and if x-ray and flouroscopy shows the
cavities to be reduced or encapsulated, he may be consider-
ed negative. After six months classification as negative
with no positive sputums or other indications of relapse,
he may be considered as arrested. At this time the
patient may be considered for discharge from the hospital.
He may have to continue the chemotherapy and some bed rest
for a period up to a year after discharge, with only
moderate activity and monthly examinations and x-rays. If
there is no further recurrence the patient might be con-
sildered cured, and should be able to undertake most normal
activities obsserving certain precautions as to adequate
rest and diet and the avoidance of over-exertion. The
writer is indsebted to Dr. Ambrose Churchill, Chief of the
Tuberculosis Survey Section of the Oregon State Board of
Health for the above information during a personal
interview.

There is often a rather emotionally trying
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read justment perlod following discharge from the hospital
and the resumption of more or less full normel activities.
If an adequate program of rehabilitation were undertaken
during hospitallization with competent follow-up after dis-
charge, much of this stress could be relieved. It has
been often demonstrated the relationship between emotional
seourity and tuberculosis breekdown, therefore, adequate
rehabilitation would tend to reduce recurrence and
rehospitalization. (48)

The background of much of this emotional unrest
has its origin prior to the time that the patient develops
tuberculosis. As long as the patient did not have tuber-
culosis he 4id not care very much, but concepts were
developling about tuberoculosis that very often were not
wall=grounded in fact. Frequently these ideas are so
undesirable that when the diagnosis has been confirmed
they are repressed often along with the acceptance of the
diagnosis. This often leads to people refusing to under-
g0 hospitalization. Many who do enter the hospital refuse
to follow the full prescribed course of treatment. Nearly
thirty per ocent of all patients lsave the hospltel or
sanitarium before treatment is complete. Leaving the
hospital A.M.A. or Ageinst Medioal Advice, constitutes one
of the greatest problems in tuberculosis control. (54)
The facilities which seem to have the best tuberculosls
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treatment also seem to make the fullest posslble use of
the ancillary services. They usually have a lower rate
of irregular discharge as well.

It has been atiributed to Sir William Osler many
years ago, "The cure of tuberculosis depends more on what
the patient has in his head then what he has in his chest”.
(6) Dr. Karl Menninger has this to say, "Tuberculosis is
after all, a graceful way to destroy oneself--slowly,
tragically, often with relative comfort, good food, rest,
peace, and the sympathetic tears of all". (25) Weiss
and English (55) find that a strong need for love and
protection seems to be present in some of the cases stud-
jed. One patient may have been overworking in order to
obtain satisfaotions for this emotional nesd meanwhile
taking poor care of himself. Another patient may have
reacted much more passively, readily submitting to the
slightest indisposition and almost eagerly embracing
hospitalization.

Dr. Wittkower points out some very subtle rela-
tionships in en address before the National Tuberculosis
and Health Associstion at their Fiftleth Anniversary
Meeting at the Hotel Statler, New York, Novembei 21,
1952, (27) Dr. Wittkower considered: 1. The Premorbid

Personality, 2. Reactive Phenomena, to symptoms, to

diagnosis, to illness, to treatment, to discharge. Then
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he draws some practical conclusions that everyone working
with tuberculosis patients should keep in mind. These
conclusions involved: 1., The First Approach, 2. Hospi-~
talization, 3. Personnel, doctors, nurses, and social
workers, 4. Types of Patients and Reactions, 5., Manage-
ment, operations, grousing, irregular discharge, morale,
and after-care. He presents all of these points with a
great deal of insight in a most provocative manner. The
main theme involves the tuberculosis specialists shifting
their focus of interest from the tuberole bacillus to the

person that harbors it.
C. Characteristiocs of Mental Illness

It has recently been established that between rifty
and seventy per cent of all illness i1s dus to some form of
mental disorder. In this study it is not possible to
describe all of the various types of mental disorder in
great detall. Some of the more common types of mental
illness, particularly those types which seem to be en-
countered most frequently by ths tuberculous mental
patient will be desorihed. The outstanding characteristio
of all mental 1llness is its individual nature; however,
mental 1llness can be categorized in several different
ways., Historically, Pinel, the great Frenoh leader in
the treatmsnt of the insane in the early 1800's,
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contented himself with four categories of mental disorder:
mania, melancholia, dementia, and fdiocy. In the past
hundred and fifty years great strides have been made in
classification, diagnosis, facilitlies, and treatment.

The first terms to be discussed are functional and
organic. An organic disorder 1s one in which some part or
parts of the pervous system has been damaged or destroyed
dus to injury or some physical 1llness such as brain
tumors, meningitls, alcoholic toxicity, encephalltis,
gerebral arteriosclerosis, or syphilis. Brain waves taken
from the electroencephalogram often point out many organic
brain conditions such as the different forms of epilepsy.

A functional disorder is somsewhat more obscurs and
much more common., An individusl is unseble to perform one
or more functions normally, though there 1s no damage or
deatruction of any part dirsctly involved in the function.
The functional disorder, then, includes that typs of
secondary reaction to soms actual organic damege or
impairment, suoh as loss of speech followling an injury to
the hand. These reactions are usually gquite unconsocious
in the individual patisnt. There may bs soms subtle
metabolic chemical ochange in the braln tissues during the
funotional dlsorders, but at the present time resesarch
has not confirmed this. Ths recent rather widespread

sucoess of the tranquilizing drugs has led to a great deal
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of speculation on this acoount and points out the nesd for

much research in the flelds of biophysics, biochemistry,
and neurology.

Another form of classification of mental illness
is oconcerned more with the degree or seriousness of the
disorder, Starting with the least involved, though not
necessarily the least serious if we consider the impact
on society as a whole, due to the overwhelming numbers,
would be the maladjusted individuals. Following this,
more or less in the order of progressively more serious
involvement, would be: the neurotics, those with
psychosomatic disorders, ths delinquent or psychopathio
personalities, and the psychotic.

The malad Justed personality is not considersd
mentally 11l in the sense that he needs hospitalization
or actuel psyohiatric treatment. Generally these
individuals tend to be rather unhappy, ill-at-ease, or
poorly adapted. They have not lost contact with reality,
they have no stereotyped reactions, or symptoms of
various kinds., There is seldom an undue amount of
anxlety; the individuals are just slow to react to
changes in their environment, or perhaps they just do not
see what sort of action 1s needed. Frequently a little
information and direction is all that is needed for the
individual to clear up most of hils problems on his own
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initiative.

The second category is the neurotio. An individual
suffering from & neurosis has a more severe involvement
than the meladjusted individual. TUsually there is a great
deal of anxiety which is probably the chief dlstinguish-
ing factor of neurosis. Ths anxiety leads to unjustified
fears, compulsive acts, obsessions, and frequently hyster-
ioal reactions. The individual is usually in touch with
reality but ssems to be unable to rsach any solution of
his problems unassisted. Hospitalization is seldom re-
quired but trained professional help in the person of a
psychiatrist, a clinical psychologist, or possibly a
counselor is frequently the only way in which the in-
dividual can find relief., Many neurotiocs go on for
years and never seem to get much better or much worse.
Others find that their responses to the stresses and
strains of their environment become less and less ade-
quate, they may begin to lose contact with reallity drlift-
ing into a fantasy existence and a "nervous breakdown" or
psychosis would result.

Psychosomatic disorders result in an actual physical
ailment which had its origin largely in the disordered
mentel processes of the patient. This is often the type
of allment which defles most medical treatment: chronic

backache, headaches, poor digestion, ulcers, some types
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of high blood pressure, asthma, even injuries due to acci-
dents in the "accident prome" individual, could all be
considered psychosomatic disorders. There 18 usually some
emotional stress or confliot of which the patlent is often
not even aware., Instead of developling an abnormal be-
havioral pattern, a physical illness complete with symptoms,
which 1s more soclally acceptable, results. Basically
this seems to be some sort of escape reaction. Often the
physical symptoms will respond to treatment only to recur
later or in some other physical manifestation. An
ultimate cure results only if the mental and emotional
conflicts are resolved. For further reading the book
"Mind and Body, Psychosomatic Medicine” by Dr. Helen
Flanders Dunbar is recommended. (12)

Delinquent and psychopathic personalities have
another type of serious mental disorder centering chiefly
around anti-social behavior. The term "psychopathic
personality” is dropping out of use since it literally
msans any form of mental disorder. A preferred term now
is "character disorder™ since basically these individuals
are violating the ethical and moral codes of sooclety and
something may be lacking in their character development.
One other term proposed for this type of individual was
"gnethopathic” referring to a lack of ethics, but it

seemed to be rather cumbersome., Still another term was
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"gociopathic". Generally this type of individual is quite
irresponsible and sometimes extremely dangerous. Delin-
quents, criminal types, chronic alcoholics, ne'er-do-wells,
and many sexually ebnormel people belong to this category
of behavior types. One of the largest groups 1s the
alooholics who resort to excessive drinking in a disorder-
ed attempt to escape the painful realities which they can-
not seem to solve.

In a character disorder there is no loss of contact
with reality; rather, there 1s a complete disregard for
the ethical, moral, and legal principles and conventions
which must be observed in an orderly society. This does
not mean to say that anyone who is a non-conformist 1is
suffering from a character disorder; only when the non-
conformity is harmful to society with no consideration
for the rights and feelings of other people., Some of
these individuals have responded very well to treatment
and rehebilitation but very often a great deal of
resistance is met. Frequantly volunteer agencies such as
Alcoholics Anonymous have been very successful in dealing
with the more refractory individuals. Church and youth
groups, soclal and fraternal organlzations, schools,
organized athletics, and housing developments are some of

the agencies which work well to help prevent the develop-

ment of some of these anti-social tendencies. Many of
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these individuals find themselves in jalls and prisons
instead of hospitals. Fortunately many of the ocorrection-
al institutions are bsooming jJust that with professionally
trained starffs, instead of being merely punishment centers.

The most advanced or pronounced stage of mental
1llness is the psychosis. The psychoses usually have some
generalized symptoms, often with a similar beginning,
course, and outcome. A person suffering from a psychosis
has lost almost all contact with reality. Generally the
behavior is strange, speech shows irrational patterns of
thought, and the patient shows little conformity with the
people around him. Sometimes there is posturing and strange
affectations of dress., The individual needs careful
diagnosis and treatment and all the other ancillary servioces
necessary for recovery, therefore hospitalization is usual-
ly required. Contrary to common belief the great majority
of mental patients are not dangerous. Their confinemsnt

to a mental hospital is often more for their own protec-

tion rather than the protection of society as a whole.

In some of the degenerative psychoses there is
little chance for a complete racovery or cure although it
is often possible to effect a very noticeeble improvemsnt,
In most all other cases it is possible to achleve a cure
if a complete program of rehabillitation is instituted as

early in the course of the disease as possible. Indeed
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there are many cases on record of deep-seated psychoses
being oured with a full program of totel rehabilitation.

The psychoses because of their more pronounced
symptoms may be classified further according to ths
general symptom-complex. Generally most patisents suffer-
ing from a psychosis have some symptom or a combination
of symptoms which allows for a certain generalized
diagnosis to be made., It must, however, be reiterated,
that similar though many cases may be, each patient
suffering from a psychosis or any other form of mental
disorder is a unique individual with a unique heredity
and unique environmental pressures, His reaction there-
fore will be unique, and oftentimes treatment which is
successful on other individuals with similar symptoms may
not be successful on him. This necessitates a complete
study of each individual patient if the most successful
sort of rehabilitation is to be made.

The most common type of psychosis according to its
symptom-complex is schilzophrenia, which has seversal
distinct sub-types. There are also manic-depressive
psychosls, general paresis, senile psychosis, alcoholic
psychosis, cerebral arteriosclerosis, and a scattering
of other rather rare disorders such as those due to brain
injury and epilepsy.

Schizophrenia acocounts for about twenty per cent




of all psychotic patients, Literally the term means
*gplit-mind” or possibly the more common term "split-
personality", although this is not an entirely acocurate
desoription. The disorder was formerly known as "dementia
praecox" because of its early "precocious" onset in the

late teens and early twenties. Hallucinations, delusions,

unwarranted suspicions, posturings, fantasies, and general-
1y bizarre behavior are some of the patterns of symptoms
in sohizophrenia. Some individuals are very amenable to
treatment while others may be disturbed for years. The
variations of schizophrenia are: simple schizophrenia, the
paranoid type, catatonic type, and the hebephrenic type.
Simple schizophrenla 1s not as spectacular as the
other forms. It is charaoterized mostly by a general
apathy or lack of interest. Only rarely do the patients
get angry, usually at suggestions from others. Apparently
there are no delusions or hallucinations or at least they
are not communicated to anyone else, Generally the
patient is quite complacent and satisfied with an extrems-
ly simple existence. They don't seem to live up to their
potential. Their apathetic epproach spreads to all phases
of their existence: appearance, diet, lodgings, personal

cleanliness, family, friends, job, literally everything.

Since they are not disturbed, many people would not
consider them mentally 111, Since their illness is not
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spectacular they may go along for years without being
disgnosed as mentally 111, end as in &1l mental illiness
successful recovery often depends largely on early treat-
ment.

The paranoid type 1s quite different from simple
schizophrenia; this is a most spectacular disorder. The
patisnt has very bilzarre delusions, and they are often very
changeable. The patient often identifies with soms
historical or Biblical figure, claiming to be Jesus Christ,
Napoleon, Virgin Mary, Julius Caesar, Florence Nightingale,
and many others. Often they will indulge in slaborate
costumes to best portray their identity. Also they hesar
voices procleiming "Hail Caesari” or "Vive l'Empereur!”
befitting the personage they have become. There are
messages of state, divine revelations, ocommandments,
orders of battle, letters, communiques, financial reports,
anything to spread their fame and glory. These flights
of fantasy, escapes from reality, are reallty itself to
the individuel patient. In the early stages these
delusions are often quite highly organized, but as the
illness progresses magical and mystical powers begin to
be made known; strange machines and devices play en
increasingly important part in the delusions.

One of the key delusions in paranold schizophrenia
is that of being persecuted, people or things being against
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him. If he sees two people talking, he feels that they are
talking about him and the things they are saying are not
very nice. Perhaps they are even plotting against him, so
he must ect in order to get.even. The reaction of seeking
some sort of revenge for atrictly imegined persecutory
behavior makes this type of patient potentially very
dangerous. There is another disorder called paranoia in
which there are no haliucinations and little break with
reality or lack of interest. Aotuslly the patient builds
up a painfully logical and complicated delusional system,
Just the basic premise 1s wrong or perhaps the final
conclusion. The facts are usually correctly perceived,
but incorrectly interpreted. There is usually either a
delusion of grandeur or of persecution, but there is no
progressive dsterioration as in paranoid schizophrenia,
Catatonle schizophrenia is a type of disorder in
which the patient withdraws almost completely from
reality. Some have practically returned to the fostal
stage; curling up into & tight 1ittls ball and refusing
to communicate, eat, or even perform acts of elimination.
This state raquires complete physical care; tube feeding,
dressing, undressing, and moving from place to placs.
These patients have sometimes been referred to as "human
vegetables", Apparently, however, according to patients

who have recovered from this disorder, this quiet
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withdrawal period is filled with constant mental activity
in an attempt to reorient oneself. Despite the apparent
complete detachment from the externsl environment, there
is a constant observation of all that goes on. These
periods are often called "oatatomic stupor" and they are
usually quite long-lasting. They are perhaps the most
distinguishing symptom of catatonic schizophrenia.
Occasionally these prolonged withdrawal periods
may be broken rather unpredictably by brief outbursta
of wild and uncontrolled excitement which may result in
homicide or sulolde, It is felt that these outbursts
are an indication of the continuous mental agitation
during the stuporous withdrawal state. Treatment of the
catatonic patients is often very difficult because of
the extreme withdrawal. A total program using elsctro-
shock treatment, psychotherapy, occupational therapy,
recreation therapy, adjustment of the environmsnt or
milieu therapy, and a general Ifeeling of sympathetic
understanding have achleved some very good results. The
tranquilizing drugs seem to offer hope for some patients.
There is much need for research in all of these areas,
According to Dr. Herbert Nelson, Clinical Dirsctor
of the Oregon State Hospital, catetonic stupor is
becoming a very rare condition. The patients respond

very well to milieu therepy, that is everyone dealing with
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such patients is very warm and friendly, speaking to them
every day and in every way trying to draw them into
purposeful activities. Formerly they were treated as if
they could not understand what was going on around them,
and very often reumarks or attitudes were expressed that
only caused further withdrawal. Now about the only plece
patients are found with this condition is on the admissions
wards when they come into the hospital following a severs
traumatic experisnce. Within a few days of concentrated
friendliness, their acute withdrawal symptoms disappear.
Formerly there were whole wards full of this type of
patient.

The last form of sohizophrenia is the hebephrenic
type. The patients with this disorder do not seem to have
the pronounced delusions of the paranoid type nor extreme
withdrawal of the catatonic type, Basically it sesems to
be a supser-extension of simple schizophrenia with the
extreme lassitude transformed into a constant stream of
unrelated chatter and all sorts oi nonsense syllables
frequently referred to as "word salad”. Many of the
patients make up words and expressions and stick them sall
together with a general overall theme but with no
apparent relatlionship between contiguous words. Along with
the hebephrenic spsech are often rather silly actions,

meny of which seem quite inappropriate such as: smiling
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or laughing at something sad, or orying at something funny
or comical. Then there are some individual patients who
seem to have a combination reaction of hebephrenic and
paranoid or catatonic symptoms. Thers is often consider-
abls intellectual deterioration. In other words the
hebephrenic type is also a sort of catch all label for
all the schizophrenic reactions which are difficult to
classify or which fall to have the more rigid sterseo~
typed symptoms of the paranoid or catatonic types. Al-
though all of these reactions tend to be quite different
and individualized, all of the schizophrenic reactions
have one general underlying symptom. That 1s a rather
self-centered lack of interest in reality and a very
complacent satisfaction with his own little fantasy
existence. The internal environment has become much more
interesting to him than anything external.
Manic-depressive psyochosis presents quite a
different picture from the various types of schizophrenia.
The manic~depressive patients do not show the delusioms,
hallucinations, loss of contact with reality, or truly
bizarre behavior that charaoterizes schizophrenia. The
very depressed patlients feel unaccountably sad and gloomy;
to do anything at all requires the greatest effort on
their part. The manic patients feel just the opposite,
elated, happy, with an exaggerated sense of well-baing.
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Their energy seems boundless and they feel there is nothing
they cannot do and do very well. Occasionally these ex~
treme variations in mood will oceur in somewhat of a cyclic
reaction in the same patient, hence the term "manic-
depressive” psychosis. Many patients are depressed
entirely throughout the course of their illness with no
manic episodes. Some manic patients never seem to become
depressed. These conditions are often gquite spontaneous

in onset and recovery.

With some patients the depression grows progressive-~
ly more pronounced to the point of attempted suicide,
Others feel so despondent or gullty over something that has
happened over which they may or may not have had any
responsibility; they often feel unworthy to assooliate with
any other person., This condition requires a rather firm
non-sympathetic attitude, if the patient gets sympathy
he then feels guilty and becomes more depressed. In many
manic patients thelr tireless enthusiasm and use of
energy tend to wear them down physically. This is the type
of person who is desoribed as "burning the candle at both
ends." Their plans and sohemes which probably at first
showed originality and a degree of practicality grow
progressively more complicated and grandiose until they
become impossible to fulfill. About this time the manic

patient often becomes very scornful of anyone in authority
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and takes them to task at every opportunity. Both menio
and depressed patients seem to respond quite well to
eleotro-shock treatments. There is another form of
depression called involutional melancholia which tends to
follow the menopause in some women. It does not seem to
be related to manic-depressive psychosis since there is
seldom any manioc episodes. There is a similar disorder in
men following the involutlonal period which comes ten to
fifteen years later than in women. It is thought that
possibly changes in glandular secretions may play a part
in the onset of this type of disorder;however, this is
doubtful. Hormone therapy has been tried with oconflicting
results reported; much more reseaerch is needed in this
area. This age is a period of great paychological stress
for many individuals.

General paresis 1s strictly a degenerative illness
due to a definitely organic cause. It 1s an advanced
stage of syphilis wherein the disease causing agent the
microscopic spirochaete Treponema pallidum invades the
tissues of the frontal lobes of the cerebral cortex. This
causes a particularly stereotyped symptom syndrome. There
is a general forgetfulness, followed by a lack of personal
neatness, irritability, occasional convulsions, poor
Judgment, slurring of speech, handwriting becomes Jerky

and virtually unreadable, muscular coordination fails so
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that walking becomes difficult, and gradual paralysis
takes place. There are often accompanying delusions of
grandeur or feelings of depression. Formerly this disease
resulted only in an earl} death., Now, by purposely in-
fecting the patient with malaria, the resulting high
fevers apparently kill the spirochaetes resulting in al-
most immediate improvement of the mental condition.
Actually the destroyed cortical tissue cannot be replaced
80 that the disease is only arrested, not cured. Preven-
tion seems to be the best course, with adequate complete
treatment of syphllis when it ocours, or preferably the
slimination of syphilis through proper instruction in sex
hygiene, In the Scandinavian countries where probably

the most advanced sex hygiene clinics have been established,
general paresis is practically nonexistent.

The senlle psychoses or mental disorders of the
aged present one of the most challenging social and medical
problems of our times. As the general health of socisty
improves the average life span inoreases, and as more
people live to advanced asge the prospects of senility be-
come more pronounced. Thers is a general'tendenoy for
all people as they grow older for all of their faculties
to be limited somewhat, The rate at which this occurs
and ths number of faculties involved certainly varies

considerably with the individual. Some people would not
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be considered senile at the age of 80 while others might
begin to show definitely senile tendencies as early as age
45. There is naturally a certain physical deterioration,
and the extent to which this might promote an accompanying
mental deterioration is pronounced. This does not mean to
say that all senile psychoses are organic in nature, some
may be quite functional reactions.,

An example of physical deterioration could be
oerebral arteriosclerosis, wherein the walls of the
arteries in the brain become thickened or hardened, limit-
ing the supply of oxygen and food materials to the nerve
cells and slowing the removal of waste products. This
would certainly limit the normal functioning of the brain.
Another physical disorder is cerebral hemorrhage, which 1f
extensive enough ocan cause nearly immediate death; or 1if
1imited in scope may cause pressure on certain areas of
the brain giving rise to attacks of apoplexy or paralysis.

The problems of the aging ars being studied under
a relatively new rield of inquiry known as geriatrlocs.

It is interesting to note that many mental hospltal
senile wards are becoming known as geriatric wards. The
geriatrics patients are rapldly becoming one of the
largest general groups of mental patients, The senile
or geriatric patients often show lapses of memory,

particularly for recent events, while remaining quite
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clear on happenings of youth or childhood. The geriatric
patient is frequently untidy in dress, table manners,
personal appearance, and toilet habits, They are liable
to be confused, suspicious, sccentric, sad, and generally
8low to react or adjust. Becauss care for such indivi-
duals 1s often quite difficult, constantly more of these
patients are being placed in hospitals. Many of the
patients' families are not able or do not want to assume
the responsibllities for the care of these elderly psople
in their homes. Whether or not mental hospitals ere the
besat place for these particular patients is largely open
to question. Frequently the emotional demands of this
new adjustment are very difficult, worsening the patient's
condition. This 1s especially true if the hospital pro-
vides nothing more then custodial care with nothing for
the patient to do but sit and rock. However by tender
affectionate care and by drawing the patisnts into
carefully plannsed group activities, maeny hospitals have
done a good Job of keeplng the patients comfortable and
ocoupled at something within their individual limitations.
In summary, the problems of the mentally 11l are
nearly as many and varied as the individuals who have
the disorders. Much research needs to be dons before
satisfactory rehabilitation can be effected for all mental
patients. Complste total rehabllitation for all mentally
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4111 individusls may never be within the realms of possib-
11ity, but it should definitely be a goal for which every-

one interested should constantly strive.
D, Characteristics of Tuberculous Mental Patients

As indicated sarlier, both tubsrculosis and mental
i1liness require a relatively long psriod of hospitalization.
Tuberculosis requires a rigidly enforced authoritarian
program of bed rest, medication, and frequently surgery.
Most forms of mental illness require a rather sympathetlc,
permissive program with a variety of activities, some
medication, frequently shook treatment, and only cccasion-
ally surgery. There is a basic difference underlying the
treatment programs for these two conditions. Nevertheless
patients do contract the dual disability of tuberculosis
and mental illness and both illnesses should receive
adequate treatment simultaneously. The welfare of the
patient should always be the primary consideration so
that there should be little or no reason to suspend
treatment of one condition to treat the other exclusively.
For example, if all psychiatric treatment were suspended
while the patient was assigned to the tuberculosis
treatment unit, the possibility of his mental condition
growing much worse would be a definite consideration.

It must be reiterated that ths primary function of a
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mental hospital is the treatment of mental illness and
that all other treatment should be performed as neesded,
but that it should remain as a secondary function.

In spite of the views of Dr. Wittkower that there
seams to be a common feeling of dependency in most tuber~
culosis patients, apparently there are few other common
mental symptoms in the tuberculous mental patients, (58)
Indeed the more refractory tuberculosis patients are
those who cannot foroe themselves to accept these feelings
of dependency, reacting with quite a definite feeling of
independence, often considerably worsening their tuber-
culosis condition. The distribution of msntal 1llness
among the patlents of the tuberculosis treatment ward
seems to pretty much parallel dlstribution throughout the
mental hospital population. Nearly sall ths psychoses
could be represented in the tuberculosis ward glving
pretty much of a ocross~-section of the entire hospital
which i8 one reason that a study of this perticular
facility should be of interest. There mey be a slightly
higher proportion of geriatric and aleoholic patients
because the usual physical deterioration in these patients
tends to open the way for tuberculosis infection. The
lack of segregation of patients with different mental
symptoms could possibly complicate psyochiatrio treatment.

Because of 1ts highly contagious nature, proper
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tuberculosis control demands that all patients having
active pulmonary tuberculosis be isolated in a specisliz-
ed tuberculosis treatment unit., All patients with sus-
pected or arrested pulmonary tuberculosis should be further
isolated from those patisents with active tuberculosis as
well as the non-tubercular patients., This would require

a separate tuberculosis treatment facility within the
mental hospital. Usually a special treatment ward of

this kind should economically house about 150 patients,

It has not proven too successful to refer mental patients
with tuberculosis to tuberoculosis saniteria because of the
lack of proper asscurity precautions. Frequently the more
disturbed patisnts in tuberculosis saniteria must be
referred to a mental hospital if 1t has adequate facilitles
for the isolation and treatment of tuberculosis.

The individual patients may have any of the
symptoms discussed in Part C; some may be violent, others
quite passive, and some may even be cooperative. Their
tuberculosis may be highly advenoed with large oavities
or possibly just minimal suspected lesions. It is en-
tirely possible that a third or even more pathologlcal
conditions such as disbetes, heart disease, or cancer
might be present as well as the two conditions being
studied. This presents the widest possible variation
in the type of patients and should demand the fullest
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posaible use of treatment and ancillary services if the
greatest posalible measure of rehabilitation is to be
erfected,

The usual security measures employed at most mental
hospitals should tend to relieve one of the greatest prob-
lems in normal tuberculosis control; that of irreguler dis-
charge or patlents leaving the hospital against medicel
advice. The program of enforced bed rest for most tuber-
cular patisnts becomes a problem with the more disturbed
patients; the use of restraints would seem to be rather
1ll~-advised and yet the patient should remain in bved,

Many patients put in restraint will fight the restraint
constantly getting very little rest. FPerhaps the tran-
quilizing drugs could be used here unless their use would
be eontraindicated by tuberculosis therapy. Again it is
necessary to warn against the patient who is too passive
accepting everything possibly sven death.

These two opposlte reactions ocourring at about
the same time seem to be one of ths oritical points in
the whole rehabilitation program. It becomes necessary
to somshow communicate to the patient that for his own
benefit he should remain in bed; to somshow stimulate him
to want to get well; to somehow convincee him that his
Tamlly and friends still love and respect him; and

probably most important, to somehow restore his true
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feeslings of self-respect--~that he is a worth while human
being. Time hangs so heavily upon the patient's head
during this perled; 1t is vital that he have something
constructive to oceupy his mind and hands during this
time of prolonged bed rest. How to get sufficient
personnel to devote adequate time to each patisnt is one
of the biggest problems in total rehabllitation. The
planned program of rehabilitation will be discusaed in

Chapter 5.
E. Summary

In summery, the complications facing the individusl
patisnt with both tuberculosis and mental illness are many.
He has two rather severe handicaps to overcoms. Both dis-
abilities carry a degres of social ostrecism in addition
to their own particular disabling characteristics., 1In
order for a tuberculous mental patlent to be restored to
society, it is necessary that soclety itself be informed
and perhaps "rehabilitated.” It is necessary that
soclety know and accapt that patients with both tuber-
culosis and mental illness can ba cured, It 12 necessary
that society oast off the soolel stigma attached to both
tuberculosis and mental 1llness. When this has besn
acoomplished the task of restoring healthy citizens to
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soclety will be much more effective. All this will take
time, money, and well-trained sympathetic personnel.
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CHAPTER 3
THE INTEGRATED REHABILITATION TEAM
A. Introduction

In this chepter will be discussed the physical plant,

the integrated rehabilitation team, and the other agencies
involved in the rehabilitation of the tuberculous mental
patients. Any proposed or suggested program dealing with
the rehabilitation end treatment of the mentally 111l
should adhere to and use as a gulde the following set of
Fundamental Prinociples adopted by the Amsrican Psychia-
tric Association. (1)

1. BEvery hospltal or olinlc should provide
active treatment and humane care for its
patients, and educational and research
facilities for its staff.

2. The superintendent, manager or director
should be a well-qualified physioian and
an experienced psychiatrist with adminie-
trative ability. He should be the ohlef
professional administrative officer of
the hospital, departmsnt, or clinioc, free
from partisan political interference, and
should have authority commensurate with
his responsibility. He should be adminis-
tratively responsible only to the
aprointing authority.

3. The treatment of patients is the primary
responsibility of physloians enly, and
they may not delegate this primary
responsibility. Auxiliary professional
personnel render necessary and valuable
assistance to the physiclan but this
professional activity must remaln at all
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times under the direction and general super-
vision of the physicilan.

A mediocal staff of ethical, competent phy-
siclans should be provided in sufficient
number to furnish effective treatment and
care of the patients, with incoreasing
opportunity for individual therapy.

Auxiliary professional services should be
provided by well-trained personnsl, adequate
in number, properly organized, and under
ocompetent supervision.

Adegquate disgnostioc, therapeutic, and
rehabilitation raeiiities, with efficient
technical services under competent medical
supervision, should be provided.

Aocurate and complete medical records
should be kept. These should be promptly
written and filed so as to be accessible
for use in clinical reference and research,

Competent personnsl should be provided to
carry out the necessary administrative and
maintenance functions of the hospital,

A physical plant should be provided, free
from hazards, properly equipped, and with
adequate space for the comfort and
scientific eare of the patients.

New mental hospitals should bs constructed
in locations readily acocessibls to the
population they are intended to serve and
preferably in close proximity to medical
schools or simllar centers of medical

act 1v1ty .

Every hospital and clinic should be inte-
grated with other health resources of the
community.
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B. The Physical Plant

There are a number of consldsrations to be taken in-
to account in the buildings for a treatment center for
tuberculous mental patients. First of all, the building
should provide adequate sanitary facilities for the treat-
ment of tuberculosis, and secondly it should provide the
necessary security precautions observed in general mental
hospitals. Usually thess treatment centers should provide
for between 100 and 300 patients, economically for not
less than 150. Somewhere between one per cent and five
per cent of the hospital population depending on the ade-
quacy of case-finding and treatment, and facilities avail-
able would be sxpected to be found in the tuberoulosis
treatment unit. Facilities should be provided for all
anci{llary services as well as mediocal treatment.

Some rather general considerations will be taken
from the report "Control and Treatment of Tuberculosis in
Mental Hospltals" by the Committes on Hospltals of the
Group for the Advancement of Psychiatry. (20)

l. The building should bs largely self-

contained with a suitable range of
therapeutic, recreational, and
rehabilitative facilities which may be
exclusively employed in the care and
treatment of tuberculous psychotio
patients. Diagnostic and treatmsnt
activities requiring elaborate equipment

(major operating rooms) or the services
of specially trained persomnnel
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(biochemicel determinations, K.U.B.
studies) will be carried out in common
hoapital areas available for servloce
to non-tuberculous patients.

The building design, the egquipment
standards, and the finish of the walls
and floors should be of a nature to
encoursge the maintenance of striot
asepslis.

The bed capacity of the building should
be sufficiently large to allow for the
development of appropriately sized
nursing units and the adequate dlagnostic
oclassification of patients without
exceeding the boundes of maneuverabllity
and of efficient medical administration.

Adequate areas for patient services,
personnel offices, ward utilities, and
housekesping facilities should be pro-
vided on each ward to allow for the
establishment of independent, looked
nursing units.

Through careful design and the thoughtful
choloe eand location of squipment, all
necessary psychiatrio safeguards for
patients and staff should be inconspicuously
zgtaingd, end optimel levels of observation
aured. )

The building design should allow maximunm
flexibility in the operation of varied
medical programs without the sacrifice of
present convenience.

It probably would not be necessary for such a unit

to be entirely self-contained, for example, most food

could be prepared in the oentral kitchen of the hospltal

although speclal consideration for special diet for the

tuberculous should be given. Special consideration

should be given to the preparation of special supplemental
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diet, such as, frult juloes, eggnogs, malted milk for
between meal snaoks and facllities should be provided on
the ward for their preparation. Ambulant patients should
probably eat in the ward dining rooms, but bed patients
should be fed in their rooms, and the necessary facilities
and personnel should be provided. Laundry too, could be
done in the central laundry after some preliminary de-
oontamination. All laundry from the tuberculosis unit
should be segregated, washed separately in the laundry,
and returned only to the tuberculosis unit. Engineering
and general repairs ocould be conducted by the general
maintenance staff as long as they observed normal aseptic
precautions. Garbage could be put through a kitchen
grinder disposal unit and flushed along with the sewage
through the regular hospital sewage disposal system. An
incinerator should be provided on the ward for all sputum
oups and paper waste such as paper napkins, towsls, and
ocleansing tissues.

A surgery should be adequate for at least minor
surgery and even major chest surgery. There should be
facilities for pneumothorax and pneumoperitoneum collapse
therapy as well as phreniocotomy and bronchoscopy. The
laboratory facilitles should be ocomplete for blood and
urinalysis as well as, incubators, autoclaves, centrifuges,

and all that is necessary for gastric lavage cultures,
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X-ray facilities must be quite complete for immedlate
development of films and eguipment for both 4" x 5"
soresning films and the full size 14" x 17" films, There
should also be adequate fluoroscopic equipment.

Fach nursing unit should provide a minimum of
seventy to eighty square feet of bed space per patient
and thirty to forty square feet of day room space per
patient., A separate solarium with windows on three sides
should be part of each nursing unit. There should be ade-~
quate space and equipment for nurases' stations, attend-
ants, dootors® offices, interview rooms, staff conference
rooms, social service, oocupational therapy, hydrotherapy,
electroshock therapy, visiting rooms, kitohens, dining
rooms, reoreation, library, canteen, luxury closets,
clothes storage and locker rooms, linen storage, bath and
tollet facilities for patients, nurses, attendants,
doctors, and visitors, Janitorial supplies, elevators,
and mechanical servioces.

The tuberoulosis treatment center should have
accommodations for both male and femals patients, houeing
them perhaps on different floors or at opposite ends of
the same floor. Provision should be made to segregate the
patients with active tuberculosis from the arrested cases

by placing them at opposite ends of the bullding if ths

gexes are on two different floors, If both male and
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femals patients are on the same floor, then the ambulant
patients should be on the ground floor, and the patients
with active tuberculosis largely on bed rest could be on
the second floor. This latter arrangement might ald a
great deal in the sooclalization of the patients since they
seldom get to participate in the dsnces and most of the
other sociel activities of the hospital. There ars other
architectural aspects, such as materials, costs, stylse,
colors, all of which are important but which will not be
pursued further in this study. The overall appearance
should more or less harmonize with the other buildings

on the hospital grounds. An enclosed courtyard should
provide for moderate outdoor exsercise and perhaps
patisnts' flower gardens. The bullding and grounds
should be edaptsed for the treatmsnt of patisnts and the
safety of the staff, but the primary question should al-
ways be, "How may these facilities best be used to
promote the rehabilitation of all our patients?" An
adequate physical plent will ald in the development of an
effective rehabilitation program, but it will not
guarantee it; the administration and personnel of the
hospital sees to 1t that the program is ocarrised out.

C. The Psychiatrist

The personnel involved in rehabllitating the
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tuberculous mental patients must work as a closely co-
ordinated team, Both professional and non-professional
.workera should be imbued with the team spirit, directed at
restoring a&s many of their patients as possible to healthy,
worth while, productive lives. There must be a sharing of
ideas, purpose, and direction. The patients themselves
should not be left out of this sharing; they too should be
made to feel a vital part of the rehabilitation team. The
effect of one patient on another can be tremendous, and
the whole program wlll not work unless the individual
patient wants to get well and cooperates with the starf to
that end. This whole feeling of sharing should be a con-
stantly growing, expanding thing, and it can succeed only
by the enlightened efforts of everyone concerned.

Since this study is primerily concernsed with tuber-~
culosis in a mental hospital setting, the first member of
rehabllitation team should be the psyohiatrist. Other
members should be the chest physician, the nurses, the
attendants, the sooclal case worker, the occupational
therapist, the psychologist, the chaplain, and the labor-
atory and x~ray techniclans. These are all hospital
personnel; others outside the hospital play an equally
important part in total rehabilitation; first, the

vocational rehabilitation counselor, public health nurse,

physioclan, county welfare worker, state employment service,
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the family, friends, and various volunteer organizations

such as the Tuberculosis and Health Assoclation and the

Mental Health iAssociation. All these agencies and indivi-

duals, indeed all of soclety, have a stake in rehabilita-

tion and in seeing that the best possible job is done.

The psychiatrist is primarlly & physiclan with

speclallzed training and experience in the diagnosis and

treatment of mental illness, He must be a graduate of a

medical school approved by the American Medical Association,

followed by two years of internship and three ysars of

psychiatric residency in approved mental hospitals or

psychiatric clinics. Along with the pre-medical college

training, this represents some twelve ysars spent in pro-

fessional preparation. To qualify as a Diplomate of the

American Board of Psychlatry and Neurology, he must have

completed three years of psychiatric residency in a

hospital or hospitals approved by the Amsrican Medical

Assoclation, followed by at least two years practice in

the fleld of psychiatry, at which time he is eligible to

take the qualifying examination from the Ameriocan Psychia-
tric Assoclation. Many practicing psychiatrists have
never taken this examinatlion and even though eligible to
do 8o arae therefore not yet Board certifled. There are at
the present time only two on the staff of the Oregon State
Hosplital who are Board Diplomates, although there
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are several eligible to take the qualifying examination.
Generally, the psychliatrist has had little or no training
in psychlatry or psychological principles until after his
graduation rrom_msdioal school during his internship or
residency. Some hospitals have only been approved by the
American Psychlatric Association for a one or two-year
residenocy program, so that the resident must find another
institution in whioch to complete his residenoy progranm
and subsequently becoms a qualified psychiatrist,

A3 a physlolan, the psychiatrist should bs quali-
fied to dlagnose and treat physical ailments as well as
purely mental conditiona. One of the first steps in
treating a functional mental disorder should be to first
rule out the possibility of some organlc cause, Only a
physician is so qualified., In the treatment of the tuber-
culous mental patient he should have some specialized back-
ground in the emotional and physical aspects of tuber-
culosis, and should work very closely with the chest
specialist to determine the best possible course of
mediocal treatment, He needs to be especially ocompetent
because of the dual nature of the disability which oertain-
ly complicates the total rehabillitation of the individual
patient. In order to make the most adequate mental
diagnosis he may call on the cliniocal psyohologlst for

test interpretation, the psychlatric social worker for
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family background and other signifiocant observations, the
nurse and attendants about behavior on the ward. Fre-
quently the best means of assembling this information
about a patient is at a staff conference with a free in-
terchange of information and ideas. For best results these
conferences should be a round-table affair rather than
triangular with the psychlatrist prealding.

Not all dlagnoses will require this degree of con-
oentration, but once the diagnosis has been made the
therapeutic program should begin. The treatment program
may call for occupational therapy, hydrotherapy, insulin
or electro-shock therapy, work therapy, recreation
therapy, and possibly psychotherapy. The psychiatrist
should direot and prescribe all treatment directed at the
mental end smotional disorders of the patient. He should
work c¢losely with the other members of the team in order
to know how the patient is responding to ths various
treatments., He should change or limit the different forms
of treatment as ilndicated by the patient's responses, All
psychiatric treatment should be coordinated with the
treatment for tuberculosis, FPerhaps the most lmportant
function of the psychiatrist should be the stimulation

of the patient to want to get well.
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D. The Chest Physiocian

The chest physiclan is perhaps in shorter supply
than even the psychiatrist. Ideally he should be a
phthisiologist, a specialist in diseases of the chest with
perhaps emphasis on the diagnosis, treatment and control
of tuberculosis. Of course, he should have expsrience
and training in the diagnosis and treatment of the various
forms of pneumonia, pleurisy, and heart conditions as well.
However if one is not available, perhaps a general
practitioner could be given some specialized training in
tuberculosis control, Some hospitals have given this
special training to one of the starff psychiatrists and rely
on & nearby tuberculosis sanitarium for consultants as
needed. He should be especially competent at analyzing
chest x-rays as this is one of the chief diagnostic tools
of the chest physioclan. Fluoroscopy and sounding of the
chest with the stethoscops are also important techniques.
There is some question as to whether the chesat physioian
should be the ward dootor-in-charge. On many mental
hospital staffs he would be the only ohest specialist
and would probably have to aot as a consultant to the
general medlcal and surgical unit., Certainly he should
be the Tubsrculosis Control Officer for the entire
hospital responsible for case~-finding procedures. He

should conduct the educational program for the nurses,
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attendants, and other personnel in tuberculosis control
measures. Besides the initial orientation for new worksrs
there should probably be a regular program of seminars for
continuous improvement and interchange of ideas., Frequent-
ly the chest physician ls not a qualified ohest surgeon,
but it is often possible to obtain these services from
strictly tuberculosis hospitals or from specialists in
private practice.

The chest physician should administer pneumothorax
end pneumo peritoneum collapse therapy as needed by the
patients, frequently as often as once a month., He should
make dally ward rounds, espscially in the bed rest wards,
He should carefully determine the activity tolerance for
each individual patisnt and prescribe sppropriate occupa-
tional therapy. He should work closely with the psychia-
trist being especially watohful for extreme agitation or
depression in the patient and taking proper corrective
measures. He should prescribe the chemotherapy for
tuberculosis, At present, intermittent treatment with
streptomycin and eilther para-amino salicylic aoid or
isonicotinic hydrazide are achieving good results. These
drugs are more commonly known by their initlals: P.A.S.
or I.N.H., An interesting sidelight is the effect of the
I.N.H. on the mental ocondition which is usually quite

favorable, but which occasionally has had some
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undesirable results. (39)

As tuberculosis control officer the chest physiocian
should read and interpret the 4" x 5" chest x-ray of each
new patlent to the hospital. Any susploious films should
be repeated on a full size 14" x 17" film followed by a
thorough chest examination if indicated. It might be wise
to teke a gastric lavags for culturing as wsell., The
soclial worker attached to the tuberculosis treatmsent unit
might be able to uncover something in the patient's history
which might help to indicate the presence of tuberculosis,
There should be a yearly hospital x-ray survey of all
patlients who have been in the hospital more than one year.
It might be well to have this done on or about the
enniversary of their admission. The same procedure could
be used as on admission films. From the data so collected
a tuberculosis registry could be set up for all the
patients in the hospital; this is a very important step
in the oontrol of tuberculosis., All staff too should
have regular x-rays, those working on the tuberculosis
wards about every three months. The patients on the
tuberculosis wards for treatment should be x-rayed
monthly, bimonthly, or as the chest physician sees fit,
on full size film to better check on the course of the
disease.

In addition to reading and interpreting all chest
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x-rays, the chest physioclen should supervise and interpret
all tuberculin tests, smesars, cultures, blood tests, and
other laboratory reports. The laboratory and x-ray
personnel need to be especially capadble; it would be pre-
ferable for them to be on the level of medical teoch~
nologists. One of the most important functions of the
chest physician in total rehabilitation would be to
maintain liaison with the local and national societies
interested in tuberculosis, as well as county health de-
partments for the follow=-up of released patients., He
should keep abreast of the modern trends in the control
and treatment of tuberculosis, working very closely with
the psychiatrist in helping to meet the emotional needs
of the patients. The chest physician can reassure the
patient almost better than anyone else by gaining the
confidence of his patients and by keeping their relation-
ship as warm as possible. The patient must want to
recover from his tuberculosis as well as his mental condi-
tion. The basic philosophy of the chest physiclan should
center around the restoration of a healthy effective
person and not exclusively in the healing of a pulmonary

lesion.
E. The Nursing Staff

The nurse plays a vital role in the rehabilitation
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of the tuberculous mental patient. Traditionally it 1is
the function of the nurse to carry out the treatment
orders of the physiclan. Usually the nurse actually ad-
ministers the medications, maintains the standards of
cleanliness and hygiene on the ward, keeps the records of
all medication and treatment, supervises the attendants,
and generally mansges the activities of the ward. The
Registered Nurse is a graduate of the standard three-ysar
ourriculum of nursing training in a hospital school of
nursing. Many nurses earn a Bachelor's Degree in Nursing
Education by attending college in a prescribed course for
about one year in addition to the hospital training. Most
supervisory positions require the Bachelor's Degree. In
many states at the present time all nursing trainees must
take a three-month period of psychiatric nursing in an
approved mental hospital.

The Head Nurse on the tuberoculosis treatment ward
of a mental hospital should have speclialized training in
tuberculosis control as well as be a well-trained

psychiatric nurse, She should have her Bachelor's Degree,

with a minimum of sixty hours of college credit, a six
months' post-graduate coursse in psychiatrioc nursing, and
two years' experience in a psychiatric hospital or clinie,
and at least one year in a tuberculosis sanitarium. (1)

The other nurses on the ward could have appropriately




61

less training and experience. It would be partially the
reaponsibility of the Head Nurse to provide instruction
for the other nurses under her charge and for the attend-
ants in the ocare and treatmsnt of tuberculous mental
patients. Care should be teken to prevent her from becom-
ing an administrator exclusively; her training makes her
too valuable merely to ait at a desk; she is needed on
the ward working with the patients.

The nurse has been included with the physicians as
a part of the professional medical members of the
rehabilitation team since she is in more constant contact
with the patients. Observation of the patients and in-
formed recording of such observations is one of the
fundamental funotions of the nurse without which the
treatment phase of the total rehabilitation program would
be definitely limited. The nurse sets the mood for the
non-professional personnel of patience, understanding and
taot, which i3 so necessary in working with tuberculous
mental patients. The nurse too, somsetimes finds herself
drawn into a more or less psychotherapeutic relationship
with various patients. It is necessary that she then
understand something of psychodynamics and at the same
time reallze her limitations as a therapist. She should
report to the psychiatrist any conclusive observations

and turn over to him any situation that becomes too
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involved for her to handle. Personality traits being what
they are, ococasionally the nurse or some other individual
may be able to achieve a better therapeutic relationship
with some patients than the psychlatrist himself. The
diffioulties of such a proocedure are many, the training

of very few people is adequate to do a good job; however,
if closely supervised by the psychiatrist soms positive
results have been obtained.

F. The Attendants or Aides

The attendants or psychiatric aldes are the most
numerous and the least welle-trained of all the personnel
working with mental patients. There are almost no re-
quiremsnts for being an attendant; many are not even high
school greduates, The pay scales are usually commensurate
with the lack of qualifications, bare subslstence in many
cases, 3Soms hospitals have set up a training program for
attendants from three months to a year in duration. Somse
hospitals have even included collegs course work as a
part of the training for supervisory workers. (57) One
of the greatest needs in mental hospitals today is for
better trained, sympathetic people to work as attendants.

There are frequently eight to ten timss as many
attendants as nurses in mental hospitals. Frequently

there are from two to ten times as many nurses as doctors.
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The ratio of attendants to doctors could vary anywhere
from ten to one up to thirty or forty to one. (57) This
results in a tremendous problem in supervision of person-
nel, and the problem is increased by the lack of education
gnd training of the attendants. Therse is usually about
one attendant to every five or six patients; this inocludes
Janitors, mess attendants, practical nurses, barbers,
beauticians, and so forth, and assumes this figure acoounts
for all the shifts with these personnsl working an eight-
hour day, forty-hour week., The attendants havs by far ths
most time of any staff members with the patisents, It is
not enough that they keep the doors locked and take the
patients to the bathroom. The attendants must become
active, functioning members of the rehabilitation team.

As it 18, many attendants often have responsibilities for
which they are not at all prepared. If no training
program is instituted for attendants, the best attempts

at rehabilitation on the part of the professional staff
would often result in nothing more than custodial care
with no ons to follow through on the ward.

Attendants are usually pressent on the wards twenty-
four hours a day, usually in shifts of eight hours. They
have the responsibility of feeding, clothing, and generally
seeing to the needs of the patients; bathing, shaving,
fixing the hair of the women patients are all a part of
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the task., On the tuberculosis treatment ward, all the
sweeping, cleaning and ward work would fall to the attend-
ants instead of the patients a8 on general wards, Since
the tuberculosis ward is isolated from the rest of the
hospital, most of the respomsibility for recreation for

the patients would rest with the attendants and therefore
some of them should have specialized training in recreation
therapy. On a tuberculosis treatment ward of 150 beds,
there should be at leaat.one full-time Registered Ocouwpa-
tional Therapist, but there should be two attendants
trained to assist in ocoupational therapy. (1) By
maeintaining friendly relationships with the patlents,
talking to them as individuals, and lending a sympathetic
ear to what the patlient has to say, the attendants can help
out effectively in the therapeutic program.

It might be advisable to adopt a training program
for attendants such as in Californie or Texas with subse-
qusent upgrading and salary increases, After a two-year
college training program, during which they work about
half time at the hospital, they are known as psyochiatric
techniciens instead of attendants or aides. (57) The
ocourse includes in the first year: English, chemistry,
anatomy and physiology, micro-biology, psychology, history
of nursing, professional adjustments, and nursing arts.

In the second year they take: dietetics, dlathermy,
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psychlatry, medical and surgliocal diseases, principles of
sociology, rehabilitation therapy, psychiatric nursing,
and operating room techniques. They earn a total of 27
semester hours of credit sach year. After completion of
the course, they are oconsidered for positions as charge
attendants and supervisors. Since this course closely
parallels the regular nursing currioulum, many of these
trainees go on to become Registered Nurses,

After a course of this kind, it would be possible
for the attendants to converse fairly intelligently with
the physician, psychiatrist, nurse, social workers,
psychologists, and other professionally trained personnel.
Also thelr observations of the patient would become more
significant, They could become contributors and achiave
some personal status on the rehabilitation team. The
most important benefits would be passed on to the pytients
through increased understending and more skilled handling
of their problems by the personnel in most constant contact
with them. There is resportedly an increased recovery rate
in the hospitals where the attendants have had this in-
ocreased training. In Califormias there is an attempt to
eliminate altogether the classification of attendant,
making all such workers either psychiatric technicians or
trainees. If such an extenslive educational program is not

possible, then at least some sort of intensive in-service
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training should be given in the hospital by qualified
members of the staff.

G. The Clinical Psychologist

Two professional members of the hospital team in very
short supply are the clinical psychologist and the psychla-
tric soclal worker. The clinical psychologist should have
a Ph.,D. degree in psychology with his clinical experience
in an approved psychiatric clinic or mental hospital.

This is usually a three-year program beyond the master's
degree with two years in academic and research work and
possibly some teaching followed by the one year of super-
vised clinical eéxperlence., One of the chlef responsibvil-
ities of the clinical psychologist is the administfation
and interpretation of psychological tests of various
kinds. These tests could bs standardized tests of
intelligence, interest, and aptitude, or the more
projective personality tests such as the Rorschach Ink
Blot Test or the Thematic Apperception Test. The behav-
foral responses of the patient while being tested are
often quite as significant as the actual responses to the
test items. The psychologlst must be sensitive to these
responses and be able to record and interpret all signirfi-
cant observations. This testing information should be of
particular concern to the psychliatrist in formulating his
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diagnosis and the resulting treatment program. The test-
ing data also enters into the planning for the vocational
rehabilitation of the patlient.

The clinical psychologlst is particulerly well
trained for teaching in the areas of psychodynamics, re-
search methods, and interpsrsonal relationships. As such
he would be an important part of any hospital program for
the in-service training of nurses and attendants. His
background in research and statistlos would meke him a vital
part of any psychological research program carried on at
the hospital., More and more the mental hospitals need to
become teaching end research centers. In order to more
adeguately pursue a research program it 1s not enough Jjust
to have the manj the man must have the time, he has to have
faith, he must have an insatiable curiosity, and he must
have the materials with which to work. There must be a
free interchange of ideas and information. Thers must be
coordination of effort. Frequently recordings of seminars
about problem situations on the wards could ralse more than
enough questions for which to seek answers, The psycholo~
gist can prove extremsly valuable in this area.

One of the most disputed areas in which the
clinical psychologist can work is paychotherapy. Many
psychologists are quite expert in this rather difficult

f£4eld. Some are guite adept at individual psychotherapy;
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while perhaps the most proficlent leadsrs of group therapy
sessions are often clinlcal psychologlsts., The psycholo-
gist regardless of his competence should not of necessity
become impatient nor aggressive in seeking to perform
therapy. He must understand that in a mediocal setting
that the physiclan or more specifically, the psychliatrist,
should prescribe and direot all treatment. It must be
understood too, that many physiclans cannot yet accept the
contributions of the psychiatrist let alone the psycholo-
gist. Some psyohlatrista seem to resent the intrusiom of
a clinical psychologist into the treatment program with
his Ph,D. degree allowing him to be ocalled "Doctor." This
presents a very real threat to many physiclans, although
those psychlatrists who seem to be achieving the highest
degree of success in thelr therapy welcome the addition
of the well~trained clinical psychologists to the rehab-
ilitation team. (57) There is a place for the olinical
psychologist in therapy, not necessarily subordinate to
but rather cooperating with the psychiatrist. The need

i1s much greeter than actually indicated because of the
general reluctance or resistance of meny physiclans to
using the services of the psychologists in testing,
teaching, research, and therapy, particularly in therapy.

When relatively untrained attendants and nurses are being

urged to enter some phases of treatment, it seems a
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tremendous waste to ignore the clinical psychologist with
his seven to elight years of professional training in
psychodynamics. Indeed in some Veterans Administration
Hospitals tuberoculous mental patients are treated by a

team of a chest physician and cliniocel psychologist. (51)

H. The Psychiatric Social Worker

Another professional member of the rehabilitation
team is the psychiatric social worker. There seems to be
none of the reluctance toward utilizing social workers
that is felt against the clinical psychologists. The
social worker gathers family data, digs out significant
social history, interprets the hospital to the patient and
his relatives, and at the same time the patient to the
hospital. In many ways the psychiatric social worker is
the bridge between the hospital, the patient, and the
community. The social worker should be one of the first
people the patient seses on entering the hospital and one
of the last people to be seen on lsaving. The case-
work report prepared by the social worker can be one of
the most effective diagnostic tools used by the psychia-
trist. The primary function of the socisl worker is
gathering information about the social background of the
patient. To be effective this information should be
shared with appropriate personnel, the psychiatrist,
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psyochologist, nurse, rehabilitation counselor, and even
attendants. All this can be done properly without violat-
ing confidences, One of the best ways to do this is at a
case conference where all the personnel participate.

The psychiatric social worker must be a graduate
of a recognized school of social work. He should complste
at least the two~year graduate course leading to the
Master's degrese in Social Work. The first year of graduate
training 18 rather common to general case work, supervision,
medical social work, or psychiatric soclal work. Special-
{zation comes in the sscond year with emphasis on
psychiatry and psychopathology. There should be closely
supervised oclinical internship for a year or two in a
psychiatric clinic or mental hospital. There is a tremen-
dous shortage of trained psychiatric soocial workers; many
hospitals havs to be satisfled with four-year graduates or
even less. Care should be taken that soclal workers'
positions do not degenerate into oleriocal jobs. Adequate
clerical help should be provided by typists, stenographers,

and filing clsrks so that all professional workers can

spend more time in the duties where they are most needed.
The social workers may find themsslves in therapy

situations especially with the relatives of patients.

Many mentally ill patients are reacting to what is basical-

ly an unhealthy environmental situation. Very often the
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unhealthy situation exists in the family and the social
worker must attempt to relleve some of these family
pressures before the patient can be returned to society.
The social worker belongs out in the community at least
part of the time gathering data which will be helpful to
the patlent's recovery in the hospital or which will
facilitate his suoccessful return to the community. Perhaps
in the case of a male patient the psyohiatric social worker
could help to gain the ald of county welfare departments
in caring for the family during the hospitalization period.
It should be the responsibllity of the social worker to
follow-up discharged patients to see what kind of adjust-
ment 1s being made. Because of their special study of
group dynamics psyohiatrioc social workers have been
successfully used as teachers or as group therapy leaders.
One hospltal holds such group therapy sessions for dis-
charged patients. The social workers are especially
needed in out-patient clinios where they exiat. They
would probably be attached to the aimissions service and
would not work directly on the tuberculosis treatment
wards. The importance of social history in formulating a
diagnosis has already been pointed out, however, the case
workers could also work up excellent research projects
from the case historiss they have available. Therefore

the psychiatric social worker is an important member of
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the rehabilitation team in diasgnosis, therapy, community

relationships, follow-up, and research,

I. The Occupational Therapist

Ocoupational theraepy plays & vital part in any hos~-
pital setting where a prolonged recovery 1is involved. The
Ocoupational Therapiast should be a graduate of the five-year
college program approved by the American Medical Association
and should be reglstered by the American Ocoupational
Therapy Assooiation. They are then known as 0.T.R. or
Registered Ocoupational Therapists. Occupational therapy
has as its major purpose the utilization of organized pur-
poseful activities. Some of the goals are: to help restore
self-confidence in the patient by providing him with an
opportunity for the successful completion of tasks within
his competence at the moment; to assist in and encourage
the socialization of ths patient and his particlpation as
a member of a working group; and to provide opportunities
for the patient to perform activities which may gain him
the approval and emotional support of the therapist and
his fellow patients.

Ocoupational therapy is especially helpful 1in the
tuberculosis treatment progrem as well as that for mentsal
patients because it provides a form of diversion for ths

bedfast patient, and also provides an opportunity for the
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patient to work through some of his conflicts. One psy-
chiatrist has expressed the thought that ocoupational
therapy is a form of non-verbal psychotherapy; that the
patient who is unable to communicate in words may be able
to express himself through the various media of occupation-
&l therapy. Successful occupational therapy should be on
the presoription of the physlolan, directed at the neesds
of the individual patient, and should not exceed his
limitations. Some of the projects that might be used are:
knitting, embroidery, metal tooling, leather working,
needlepoint, crocheting, basketry, beadwork, woodwork,
plastics, pottery, ceremiocs, modelmaking, drawing, paint-
ing, radio repair, and many others., Actually the things
that the patients can do are limited only by their own
enthusiasms, interests, and abilities. Very often the
therapist must originats some enthusiasm, stimulate in-
terest, and frequently must develop abilities., Many
patients respond very well to this type of therapy.
Materials present somewhat of an economic problen as do
tools, however, the chief problem is finding a competent,
imaginative therapist who can improvize and utilize the
materials that are availabls.

The American Psychiatric Association recommends
one Reglstered Occupational Therapist and one Ocoupation-

al Therapy Alde for every one hundred patients on the




Th

tuberculosis treatment ward of a mental hospital. On a
unit with 150 beds, there certainly should be one trained
ocoupationsl therapist with one or better two attendants
tralned to assist in this form of therapy. The occupation-
al therapist 1s usually bright and cheerful and brings
something quite apart from the usual hospital routine to
ocoupy the patients' hands and minds. Not only a diversion,
the project chosen by the patient can be an expression of
his inner motivations. ZFrequently & successful sdaptation
to occupational therapy hes been followed by & resolution
of the conflicts which have led to the patient's mental
condition. With individual and group psyohotherapy, and
other supporting treuatment recovery 1s frequaently effected.
The pathological aspects of tuberculosis seem to respond
favorably to occupational therapy as well. Occupational
therapy can begin to establish some work tolerance which

is very necessary in setting up any broad vocaticnal plan.

The observations of the therapist can be very helpful to

the other members of the rehabillitetion teanm.

Jd. Other Therapists

Thare are sevsral other workers who should be men-
tioned in conjunction with ths occupatlonal theraplst.
They are the rehabilitation therapists-~both educational

therapists and manual arts therapists, physical theraplsts,
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and recreation therapists. The Veterans Administration
Hospitals have been instrumental in the formation of the
relatively new field of Rehabilitation Therapy. There are
two recognized branches: Education Therapy and Manual
Arts Therapy. At the present time they are striving for
professional recognition by setting up a registry and
specific requirements. They have as their purpose the
restoration of the patient to at least his former level of
efficiency, and if possible, to increase his level of
funotioning. (28) These therapies by means of practical
training or retraining in neocessary, marketable skills seek
to bridge the gap between the more or less hobby or crafts
nature of Ococupational Therapy projects and actual on-the-
Job vocational training.
The aims and purposes of Education and Manual Arts
Therapy are as follows:
1. To provide basic academic skills for the
student to use to facllitate his ruture
ad Justment.
2, To provide basic personal skills for the
student to use to fscllitate his future
ad justment.

3. To provide acorsdited academic work on
primary end secondary levels,

ke To provide information which will serve
as a basis for their diserimination in
introaspsotion.

5+ To ocoupy the student constructively.




6. To provide activities and entertainment
which are designed to keap the student
in contact with his concept of normaloey.

7. To provide opportunitiss for social
interaction.

8. To provide opportunities for success.

9. To provide an accepting atmosphere.

10. To ocollasct data which may shed light on
thesse conditions, their amelioration,
educatlon and perhaps their prevention.

Rotice the emphasis on the term "student" instead of
"patient". This is one more indication that the patients
are somewhat further along the road to recovery. There
sesms to be some overlapping with Occupetional Therapy as
far as the goals are concerned; however, the techniques
are quite different. There is no competition between
occupational therapy and education or menual arts therapy.
It 18 conceivable that a petient could be engaged in both
at the same time., The therapists should be willing to co-
operate and pool their talents for ths optimum benefit of
the patient, and of course, all should bs under the
direction and preseription of the physician. Occupational
therapy seems to be almed at the bedfest or at patients
with limited "up time”™ or possibly at patients with
limited concentration or attention span; whereas the

rehabilitation therepies are direoted at patisnts capable

of more sustalned effort.
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The education therapy program consists of actual
academic instruction in English, reading, composition,
typing, science, foreign languages, mathematics, bookkeep-
ing, spelling, political science, history, geography,
business law, in fact any subject which might be taught in
a regular school curriculum. Manual arts therapy would
include actual wood, metal, and elsctrical shopwork with
the kinds of tools and equipment that might be found in
placaes of employment rather than simply hobby equipment.
Radio repair and electric motor rewinding and repeir have
been very popular media in manual arts therapy.

Instruction is often very difficult because of the
abnormalities of the patients, Classes must be held to
quite small numbers because of this and extreme diversity
of interests, abilities, and backgrounds of the patients.
It is conceivable that some students might profit from
college level of instruction, but for the most part the
courses would be limited to baslc skills, This sort of
educational program would require the highest possible
level of teaching and the personnel should be correspond-
ingly well trained. A Master's degree should most probably
be one of the requirements; a very good background in
psychology would also be necessary. The personality of
the teaoher would be another important factor, a warm,

patient, outgolng individual seems to be able to identify
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better with the patients and the patients with the teacher.
As in meny other activities, the personnel are more im-
portant than the facilitlies; Intelligent, dedicated, active,
well-trained personnel can do a good job in any kind of
adaptable facilities. This may seem 1like an expensive
brogram, but in the Veterans Administration Hospitals it
seems to be dafinitely paying off in better, more rapid
adjustments by the patients who oan show after discharge a
concrete improvement in skills as a part of their stay in
the hospital.

Physical therapy was the earliest developed of the
adjunctive therapies. It developed originally to help
amputees learn to get about on artificial limbs, gradually
spread to other post-surgical treatment, and is widespread
in the treatment of poliomyletis and other crippling and
paralytic diseases, Therse would be some need for a
Physical Therapist in a unit for tuberculous mental
patients, particularly in post-surgical cases and with
patients requiring extended bed rest, There are very few
things which are as debilitating as complete bed rest,
neocessary as it may be in tuberculosis treatment. The
physical therapist through massage and passive exercise
can do much to maintain some muscular tone and circulation,
also to prevent so-called bed sores whloh are common in

periods of long hospitalization.
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The training of qualified physical therapists varies
somewhat, but generally two years of college are required
with rather intensive study of anatomy, physiology, kine-
siology, and so forth. Many physical education majors
enter the field of physical therapy. After a two or three-
year college course, the physical therapist takes a two-
year course 1in a hospital training institution approved
by the American Medical Asasociation.

Hydrotherapy remains an effective form of treatmsnt
for some mental patients and should be supservised by a
qualified physical theraplst, especially if the rigild
aseptio conditions for the treatment of the tuberculous
are to be maintained. The physical therapist should
supervise and instruct the attendants in proper methods of
massage and passive exercise, It may be that the use of
the tranquilizer drugs could somewhat limlt the need for
hydrotherapy. In any avent, the physical therapist has a
valuable contribution to meke in the total rehabilitation
of the tuberculous mental patient.

Carefully planned recreation is of vital importance
in the tuberculosis treatment unit. Many hospitals have a
program called recreation therapy and this title is
partiocularly appropriate on the tuberculosis treatment
unit because all activities are on the prescription of the

physlclians. Thils includes games, parties, sports, dances,
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field trips, piecnics, swimming, cards, chess, checkers,
roller skating, movies, dramatics, talent shows, ping pong,
library faclilities, patients' canteen, and other entertain-
ment or diversionary activities, The more strenuous
activities would most probably be prohibited and a pro-
gressive schedule instituted according to the patient's
chest condition., Croquet, shuffleboard, cards, and even
dencing might be acceptable; while swimming, tennis, volley-
ball, and other such activities might not. Care must be
taken to insure that recreational activities do not inter-
fere with the routine treatment program. Also it should
be remembered that everyone, even a mental patisnt, needs
some time to be alone with his own thoughts and that a
constant swirl of activitles might actually hinder recovery.
It seems that the most effeotive times for recreation
would be on the weekends and in the evenings. If there is
television on the wards, patients should not be dragged
away from a favorite program to participate in an organiz-
ed tiddleywinks tournament. There 1s a need for organized
and supervised recreation, but the recreation should be
tailored to the needs of the patlient.

The American Psychiatric Association recommends
one full-time recreation worker for every 1,000 patients.

They should most probably be college graduates, although

no specific requirements are made. Frequently they will
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be physiocal education majors who have specialized in group
recreation, Armed forces service clubs, Red Cross ocan-
teens, and YMCA work might be good sources of experienced
workers. On the tuberculosis treatment ward, most of the
reoreation duties would fall to the attendants since the
patients must be isolated from the genseral hospital
pbopulation. It might be wise to select attendant from the
evening shift to be in charge of the recreation activities.
Possibly some special training and coordination could be
worked out with the Recreation Director of the hospital.
An important phase of the program could be the utiliza-
tion of volunteer workers, naturally the utmost care
would have to be taken to protect them from tubsroulosis
infection., The medical staff should ocertainly have the
final approval as to which activities were appropriate for
the individual patients. A well planned recreation
program is an integral part of total rehabilitation.
Another important rehabilitation worker is the
hospital chaplain. Actually chaplains would be preferrsed
sinoce religious expression should be given to patients of
all religions, Catholic, Protestant, and Jewish. It
might even be advisable to have somsone avallabls who is
familiar with other religions such as Moslem, Buddhist,
and Hindu, since people of these faiths occasionally find

themselves in mental hospitals. In meny cases of mental
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iliness, religion seems to be a precipitating, even a
causative factor. The personal demands placed upon a
person by his religion seem to often be the chief stress
factor in his illness. Many patients with delusions or
halluoinations will concern themselves with religious or
sypernatural things. Many patisnts identify with Biblical
characters even to the point of becoming these characters
in thelir delusional system. Again many patients feel
guilty about having sinned or about some imagined sinful
aot., Some other patients may have had little or no
religious experience and as a result developsd soms
instability. The resctions are almost limitless,

Anton Boisen, who was for many years Chaplain of
the Elgin Illinois State Hospital, makes some very inter-
esting observations on rsligion and mental illness in his
book "Exploration of the Inner World". (5) This book is
especially interesting as 1t describes his own mental
involvements, his return to mental health, and later to
working with mental patlients and helping them on the road
to recovery. A similar case 1s that of Clifford Beers who
founded the Mental Health movement., In his book Mr, Boisen
states:

In going through the case records one is
not infrequently struck with the evidences
of fluctuation in religious interest. We
find in some histories that shortly before

the onset the patient began to display
great interest in religion. He would spend
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much time in praysr or reading the Bible or

attending religious services where before

he had been rather indifferent. In other

cases we read that soms months before

commitment the patient stopped going to

church and lost all interest in religion.

Thers seems to bs an accentuation of

religious concern at the time of onset in

panic reactions and its diminution in

the concealment and drifting reactions.
It seems only logloal that if religion has apparently play-
ed some part in the onset of mental illness, that 1t should
play equally or even more important a part in the recovery
process. Perhaps a re~orientation 1s indicated. 1In any
avent a compebent chaplain emerges as an important rehab-
ilitation worker.

Two workers whose main function 1s to ald the
physician to make his diagnosis, but who can play an
important part in rehabilitation ars the x-ray and medical
laboratory technicians. By being friendly, cheerful, and
engaging the patients in converaation during the course of
routine x-ray examinations and laboratory procedures 1s
just a small part of what they can do. With gelected
patients they can bs much more constructive. When the
patients are wsell enough along the way towards being con-
sidered negatively tuberculous, one or two of the more
stable mentally might be allowed to work for brief periods
in the laboratories, If they seem well adapted to the

work, the periods might be increased to a half day or
even a full day. Some patients might have the capacity to
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learn to do this type of work other than simply washing the
glessware, and so forth. They might even be inclined to
enter laboratory work after discharge. Perhaps it would

be possibls to enter a training program through the offices
of the Division of Vocational Rehabilitation. If one or
two patlents in the course of several years were so en-
couraged, the experiment might be considered successful.
With other patients it might be regarded as a form of
oocupational or more properly industrial or work therapy.
In any event this is one possibility that should not be
overlooked. In many cases a logger, truck driver, bull-
dozer operator, or other heavy worker must change his
occupation after a bout with tuberculosis; this sort of

thing might be particularly appropriate here in Oregomn.

K. The Rehabilitation Counselor

The last individual member of the team to be con-
sidered is one of the most vital, because the most
important evaluative criterion of the team concept of
rehabilitation 1s the placemsnt of the patient in suit-
able, satlafylng employment as a productive member of
society. The vocational rehabilitation counselor needs
to have a wide array of skills and background in order
to accomplish this, Whether he works for the state
Office of Vocational Rehabilitation, the Veterans
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Administraetion, private rehablilitation center, or is on the
gtaff of the hospital he should be familiasr with human
development and behavior, be able to interpret medical
terms and processes, be sensitive to the soclal aspects of
each client's disability, be able to integrate test data
into meaningful patterns, be skilled in counseling and
interviewing techniques, be aware of the latest educational
and occupational information, be able to utilize fully

the resources of the community, be able to achleve the

most satisfactory Jjob placements for his clients, and be
willing to follow up these placements to see that his
clients are making an adeguate adjustment to thelir new
employment. It is a full-tims job. (17)

At the present time most mental hospitals do not
have trained rehabilitation counselors on their staffs.
This seems to be one of the weakest points in the entire
rehabilitation program. The hospital program should be
geared to healing, curing, or arresting the physiéal and
mental disabilities of the patient, but if after discharge,
he is left to shift for himself with an inadequate
notion of his abilities, with no firm convictions as to
the best vocational choice for him, it is very likely
that he will return to the hospital or to some other
facility. Many patients of course return to their old
jobs or to the same type of employment, but frequently Job
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tensions are precipitating factors in many kinds of mental
and physical illness, It is necessary therefore to give
very careful consideration to the proper vocational ob-
Jectives while the patient 1s still in the hospital,

Does the patient have the necessary abilities for
the Job; can be assimilate the necessary training or educa-
tion required; is he interested in this type of employment;
these are some of the questions that must be asked,
Physical requirements of the job must be considered as
well: 1s the job indoors or outdoors; is there dust; is
the light adequate; is there any 1ifting or straining; is
there noise or relative quiet; is there climbing; is it
necessary to move about or is the worker relatively
stationary; is he sitting or standing; all these and many
other factors in the job situation must be carefully
analyzed.

Thls type of selective placement requires that the
worker be matched very carefully to the requirements of
the Job. 1In additioh to the above qualifications it is
necessary to note: what is the nature and extent of the
patient's disability and to what extent can it be over-
come? Still others are: what are the opportunities for
advancement; what are the possibilities for expansion;
how about retirement benefits; what is the demand for this

type of work; does the client have adequate transportation
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to and from work; what is the client's level of aspiration;
is adequate housing available; will the client have to
move to a new community; all must be considered. This
type of placement differs from the typlcal employment or
personnel service where a Jjob vacancy existe and it must
be filled by a worker who has the necessary qualiflocations.
Here there is just the reverse; a worker with certain
abilities and limitations must be placed in a job that he
can satisfactorily handle., As the difficulties of this
type of placemsnt are recognized, the need for compstent
rehabilitation counselors becomes more sapparent.

In the past there were few specific requirements
in the training of vocational rehabilitation counselors.
Most counselors had a background in teaching vocational
education courses since it seemed to be the closest re-
lated fisld, Since 1955 however, there has been a con~
certad effort to set up a program of professional training
specifically for vocational rehabilitation counselors.
The training cuts across several professional lines.
This is generally a two=-year greduate progream with a
practical internship of nearly one year leading to a
Master's degree, Thers are soms thirty colleges and
universities aoross the country offering this course at
the present time., Sometimes the course is under the

School of Zduocation; in others the Department of
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Psyohology; in the Graduate School of Social Work, and in
some cases in special Departments of Vocational Rehabilita-
tion Counseling. (17, 52)

The emphasis varies slightly from college to collegse
depending upon which department ia offering the course.
Psychology is the dominant area of study with the emphasis
on individual differences, test interpretation, growth and
maturation, and interpersonal relationships. Soclal work
is important, stressing interviewing, case report procsdur-
es, and group dynamics. Schools of Education teach
largely counseling techniques, and educational and ococupa-
tional informastion. It is necessary for the student
counselor to have some training in esnatomy, physiology,
pathology, and certain other technical phases of medicine,
so that he can converse intelligently with physicians
about the disabilities and progress of his clients.

The counselor 1s not a psychologist but he must have
s thorough understanding of psychological principles;
naither 18 he a soclal case worker yet he must know enough
about case writing to work up adequate reports; nor is he
a personnel worker and yet the ultimate end of his labors
is the successful placement of his olient in a satisfactory
Job., First, last, and always, he 1s a counselor and as

such should be awars of the desires, abilities, and

limitations of his olient, and trying to help his client
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choose the most adequate vocational objective.

L. QOther Agencles Involved

Qutslide of the hospital setting, there are many
organizations both public and private which can do muoh to
facilitate the rehabilitastion of the tuberculous mental
patient. The State Employment Service is one; some of the
others are: County Health Departments, County Welfare De-
partments, U, S. Veterans Administration, State Department
of Veterans Affelirs, employers groups, labor unions,
veterans organizations, Tuberculosis and Health Associa-
tions, Mental Health Associations, fraternal orgenizations,
religious groups, rehabilitation centers, if any, and
Goodwill Industries.

The State Employment Service operates offices
throughout the state in practically every major city. They
have the largest, most complste listing of job openings in
the state and occasionally out-of-state. Most of the
employers of the state contact the Employment Service when
they have a vacanoy. This is a rich source of leads for
the rehabilitation counselor. The Employment Service is
trying to upgrade its personnel considerably in order to
provide more adequate services. Recently they have added
a Speclal Placement Section to aid in finding jobs for

handicepped workers. The Employment Service can be of
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great help in the rehabilitation of tuberculous mental
patients,

The County Health Departments are important becauss
each patient returns to a community that is served by the
public health nurses of each county office. Since the
patient had tuberculosis, the chances are that he will not
be allowed to work for a few months after discharge from
the hospital, The home visits of the public health nurse
along with subsequent examinations are excellent means of
chacking on the progress of the patient. The nurse can
provide the patient and family with many tips about diet
end general home care that will speed continued recovery.
Under the direction of the County Health Officer a
registry of tuberculosis cases is maintained as one means
of controlling the disease. The public health nurse is
one more person to whom the patient can talk freely about
personal problems which may be of some concern. If
further professional attention 1s desirable, the nurse can
make the proper referrals. Thus the County Health Depart-
ments have an important place on the community rehabilita-
tion team.

County Welfare Departments can provide subsistence
to families whose chlef wage-earner is hospitalized for an
pxtended period without income. Also if there is a period

after discharge when the ex-patient 1is not allowed to work
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he can also be carried on subsistence until such a time as
he is able to resume employment. There are other services
that the caseworkers can perform. It is often possible to
gather social information which might be especially help-
ful to the hospital rehabilitation workers. They could
also be a reassuring fores to both the patient and the
family through theilr periodic visits; however better com-
munioation must be established. Too often the welfare
workers put a cloak of confidentielity around their find-
ings, not even sharing with other professional workers who
may be in a position to utilize the information to good ad-
vantage in the rehabilltation of the patient. The best
test of data collected is thse use made of it. It should
be remembered that total rehabilitation as socon &s
feasibls should be the fundamental goal of all these
efforts, not doling out subsistence payments. Subsistence
is only one of many means to a common end, rehabilitatlion.
The United States Veterans Administration has per-
haps the largest complete organlization directed towards
rehabilitation., It is limited in that it deals only with
veterans of the armed forces; and by the regimentation,
real or imagined, that carries over from this servics
relationship. Many veterans elizible for servioces and

treatment prefer private or stats facillities for varying

reasons, Still the Veterans Administration does a great
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deal to rehabilitate thousands of veterans annually. There
is a great emphasis placed on whether or not the dis-
ability is service-connected, since there is a considerabls
variation in the extent of services that can be provided.
The Veterans Administration has been a leader in the whole
rehabilitation movement, in fact, its original purpose was
ths treatment and rehabilitation of disabled veterans of
World War I. Through the facilities of its reglonal
offices and its hospltals scattered throughout the country,
it can render services to meny veterans paralleling those
mentioned throughout thls paeper. Ths Veterans Administra-
tion has learned that as large as it is, it cannot do the
Job of rehabilitation alone; it must make use of all the
resources of the community. This was pointed out in an
address by Dr. Donald A. Covalt of the Institute for
Physical Medicine and Rehabilitation, Bellevue Medical
Center, New York University. His address was part of the
program of & Veterans Administration Workshop in Houston,
Texas in 1954. (51) Dr. Covalt was associated with

Dr. Howard Rusk in the formation of the first U. S. Army
Air Force Rehabilitation Center at Miami, Florida, in

1945 which served as a model for many subsequent develop~-
ments., He and Dr. Rusk are still recognized leaders in
the field. The State Depertment of Veterans Affairs can
elso aid in the rehabilitation of disabled veterans
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through their education and loan departmegts.

The National Association of Manufacturers, Lions
Clubs, Kiwanis Clubs, and the Chamber of Commsrce are
typlcal of employers groups that are expanding faocllities
for hiring handicaepped workers because they have found
that these pesople do good work. This has applied chiefly
to the more obvious physical defects such as amputations,
polio, arthritis, and so forth. There has been a slightly
different feeling toward the more insidious disabilities
of tuberculosis and msntal illness particularly. It will
take a great deal of education and experience by employers
and the general public before the stigma attached to these
two particular illnesses disappears completely. The faeel-
ing sgainst tuberculosis is not nearly as strong today as
in past years, but in spite of a concentrated campaign by
mental health organizations, there is still a great desal
of ill-feeling and misunderstanding toward the mentally
111. Actually business and industry must accept more of
the responsibllity in the area of mental health, since
one of the most common causes of various kinds of mental
illness i1s the stress and strain of our modern competitive
economic society. More and different employers and
business men should be encouraged to participate on
committees, in discussions, and in visitations to mental

hospitals and clinics; so they can receive positive
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information on the care and treatment of mental 1llness
and the rehabilitation of mental patients,

Labor unions are sometimes quite progressive in
their thinking about hiring handicapped workers. Meny of
their fellow employees have been injured in on-the-job
accidents or otherwise, or have acquired some disabling
illness. The hard facts of disability are quite familiar
to them. Labor unions have worked very hard for all forms
of social legislation, including vocational rehabilitation.
There are doubtless many individual workers who do not
have much understanding of the dynamics of mental health,
the relationships of physical 1llness to mental distress,
or the need for adequate psychological evaluation of dis-
abled workers. Many of these individual workers are pre-
Judiced against people with mental illness, but as better
mass education on this subject evolves, much of this feel-
ing should improve. Generally working people are rather
sympathetic to rehabilitation. Actually many unlons have

speocial sick stewards who work for adequate placement of
disabled members.

Veterans organizations represent an extremely vocal
segment of our soclety. Much of their activity is in the
promotion of Americanism, sports, beauty contests, and con-
ventiona; however, they have been quite instrumental in

lobbying for legislation for disabled veterans. Just why
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disabled veterans should have preference over other dis-
abled individuals 1is not too clear, and it is not a pur-
‘pose of this study to explore this topic. This has been
a start of many of the splendid programs in the Armed
Forces and Veterans Administration Hospitals which are
often considered to be pace setters in rehabilitation. A
result is that some of these processes, therapies, and
activities gradually filter down to civilian hospitals,
The National Tuberculosis Association with its
affiliated State and County Tuberculosis and Health
Assocliations has been one of the true ploneers in the re-~
habilitetion movement. Starting in 1904, the National
Tuberculosis Assoclation has sponsored many programs in re-
search, education, rehabilitation, and employment which
have had dramatic results in reducing the indidence and
fatalities from tuberculosis. The efforts of the National
Tuberculosis Association are financed chlefly through the
annual Christmes Seal Drives. On the local level the
County Tuberculosis and Health Assocliations are chlefly
interested in educational matters related to the prevention,
deteoction, and treatment of tuberculosis. They work very
closely with County Health Departments in promoting
x-ray examinations, and so forth. Many county organiza-
tions have expanded their aoctivities to include mental
health as well. They can play a vital rols in the needed
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mass education program for rehabilitation and possibly
could even extend some more direct, volunteer services to
patients and their families.

The Mental Health Associations, state, county, and
national, play an increasingly important rble similar to
that of the Tuberculosis Associations, Though not as
widespread in their organization, the Mental Health Assoc-
lations have an even more important part to play since
mental illness is the current number one health problem in
the United States. 1In promoting mass education for mental
health, however, it is necessary that the end result is
not mass hysteria. It i1s perhaps more important to educate
educators and othsrs‘engaged in educational activities for
sound mental health practices. Actually the chief efforts
of the Mental Health Associations should probably be
ailmed at preventive mental hygiene rather than at rehab-
ilitation; but the problem is so great that it requires
help from all of the available sources. One of ths most
beneficlal activities of the Mental Health Associations
hes been the employment of trained consultants to work
with teachers, PTA's, church groups, and other interested
parties. They also usually maintain a large stpply of
pamphlets, books, films, and other materials for ths
promotion of mental health.

Fraternal organizations can do a lot to promots
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rehabilitation; the Shriner's hospitals for Crippled
Children are but one sxample. Some of the organizations
confine their good works to members and their families

but many have no such requirements, helping anyone in need.
One thing they could do which does not require so much out-
lay of money as it does time is in volunteer services:
visiting the hospital, taking patients on outings, arrang-
ing entertainment, taking some of their leisure time to
help others. Many groups are doing this sort of thing;
many more groups could be.

Religious organizations and church groups can imple-
ment the progrem in much the same way as fraternal orgeniza-
tions. It is not necessary for them to visit in groups
giving an evangelistic service, singing a few hymms, and
saving a few lost souls. It would be just as desirable
for them to engage the patisnts in friendly conversation,
to read to some, to play cerds or checkers with others,
to teach some to knit or crochet, and there doubtless are
many other possibilities. Some churches have "adopted”
an entire ward, meking drapes and other things to soften
the hospital atmosphere. The whole volunteer program is
something to be extended and expanded. |

Rehabilitation centers offer a uniquse contribution.
Here is a place outside of a hospital which gives its full
attention to all the ancillary services which help to
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effect rehabilitation. The important thing is that there
is no sense of emergency, no smell of ether, no hurry to
get the patient out as there frequently is in the hospital
setting. The atmosphere is as relaxed as possible, taking
as much time as necessary to effect each individusl rehab-
ilitation. At the present time there is only one such
center in the state of Oregon, the FPortland Rehabilitation
Center. The objective is to continue the treatmsnt of
disabled individuals who do not require complete hospital-
izatlon. They are able to stay at home and go into the
center for necessary therapy; in many ways this seems to
hasten total rehabilitation over prolonged stay in the
hospital, TFirst, the patients are with their families;
second, getting to and from ths center often seems to help
build a feeling of independence; and the contact with
people having other different kinds of disabilities has in
the case of many patients given them the feeling that they
"don't have 1t so bad after all." At any rate rehabilita-
tion centers are something that need to be utilized more
and more.

Sheltered workshops such as run by the Goodwill
Industries and the Salvation Army and others give handi-
capped workers a chance to learn new skills, establish
self~-confidence, and earn something for their efforts.

Many of the activities may seem rather menial to some
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peopls, but they do have great success in getting people
back on their feset, psychologically at least. Many in~-
dividuals continue to work for these organizations, but
others go ocut into industry as full-time workers as
productive as many non-handicapped employees. Most
sheltered workshops have a doctor and nurse in attendance
as well as other therapists occasionally. The workshop
offers many opportunities for socialization, as wsll as
the training in ocoupational skills. There could very
likely be a more complete utilization of these services.
Perhaps no other single foroce or agency in the
community can have as much effect on the ultimate rehab-
ilitation of the patient than his family., If the family
situation is baslically healthy, the patient stands a good
chance of attaining total rehabilitation. If the femily
situation 1s unhealthy, the best efforts of ths hospital
workers and the patient may collaepse when the patient
returns home unless certain precautions are taken, If
the patient has no family, his chances for rshebilitation
are decreased. One of the most important things the
family can do for patient while he is in the hospital is
to give him support through visits, letters, and gifts.
If the family is unable to influence the patient
constructively, they should perhaps be 1solated from the
patient until some positive changes can be effected in
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the famlly situation. Depending on the circumstances,
these changes might range from comparatively s8light changes
in attitude to the rather drastic change of moving the
family from one place to another, It is sometimes actual-
ly easier to move the faﬁily, hbwaver, than to change

their attitudes.

The sscurity of the famlly is of major concern to
the patient; to the husband and father who knows that hils
wife and children have sufficlient funds to meet their
needs; and to the wife and mother who knows that adequate
care is being provided for her children. These or the
reverse can be items of great concern to the patient.
Another very important consideration is for the pstient to
know the family members still love and respect him regard-
less of the illness. One way this can be demonstrated is
to let the patient go home on pass as soon as it is
medically practicable, It would be advisable to observe
the patient's resctions upon return to the hospital., The
reaction of the patient to the family and the family to
the patient are vital to the rehabilitation of the patlent.

The foregoing have been brief summaries of the
community resources that are available to ald in the
rehabilitation of all handicapped persons. There are
doubtless many more that should be incorporated; until all
are being utilized to the fullest possible extent, total
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rehabilitation for the maximum number of people cannot be
effected.

M. The Team Approach To Rehabilitation

In this chaptser have been presented the members of
the rehablilitation team and some of the community resources
that ocan expedite rehabilitation. The teamwork approach
does not in any sense imply competition; instead, to be
succesaful, rehabilitation demands cooperation of the
highest order. In order to insure this cooperation, the
lines of communication must be constantly open, and not
just a one way line from a particularly vocal or author-
itarian member of the team. There must be a fres inter-
change of ideas around one central theme, "What is best
for the patient?" Along with this freedom of communioca-
tion should be a feeling of morale, of really belonging to
a team that has a vital job to do. There should be no
sort of wrangling nor juggling for professional status,
One thsrapist should not feel that the next therapist 1is
trying to take the patient away from himj; he should
realize that all theraplies regquired for the meximum rehab-
1litation of each individual patient should bs utilized,
Aotually it might be desirable for each therapist to

prepare the way for the next by some constructive com-

ments.
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One of the most effective forms of communication
among the members of the team other than in their normal
daily routine is the staffing conferencs. This conference
shbuld be held at least once weekly with the principal
members of the team present contributing their observations
of the various patients in different stages of recovery.
There should be present at sach meeting the psychiatrist,
the chest physician, the head nurse, the charge attendant,
the sbcial worker, the psychologist, the ocoupational
therapist, and the rehabilitation counselor. Other thera-
pists and personnel should be welcome to attend any time
they have some significant observations to disouss with
the eight regular members of the staff oonference. Care-
ful records should be kept of each session and from these
pooled observations a carefully scheduled plan of treat-
ment and activities for each patient should be worked out.
It would be virtually impossible to discuss each patient
at each weekly conference, but certainly each patient's
case should be reviewed at least once a month. If any
individual case is in a particularly crucial stage, it
might warrent discussion in several continuous conferences
until the emergency aspects are relieved. These case
conferences should be a progressive thing; none of the
individuel patients should be regarded as statlc, rather

as either improving or worsening, but constantly changing.
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The emphasis should, of course, be toward constant improve-
ment. Again the main purpose of these discussions should
be the planning or altering of plans of actlon designed to
best meet the rehaebilitation needs of each indivldual
patient.

In addition to the case conferences all members of
the rehabilitation team should be able to confide in all
other team members. For example, 1f an attendant observes
something in a patient, he should be able to communicate
this directly to the proper responsible person at an
appropriate time without having to go through a whole chain
of command. Certainly there should be lines of authority
and oarefully defined areas of responsibility, but the
feelings of cooperation and freedom of communication
should be so all-pervading that it extends from the
bottom to the top of the team, as well as from the top to
the bottom. More adsquate training of all personnel would
help to establish this relationship, since each member
would have more understanding and self-confidence. This
atmosphere is contaglous and should have the desired
result of drewing the patients too into feeling free to
communicate with each other and with the staff. Patlents
too, have comments 6r observations of other patients and

themselves worthy of notice; this has been one of the

most important factors in group therapy. The patient's
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feelings toward himself are perhaps the most significant
of all since they are vital in the rehabllitation of the
patient.

Finally working as a team, there should be a con-
certed effort to relate to and draw from the community the
necessary support and action whiech will result in the

restoration to socisty of effective, productive, partioip-

ating individuals.
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CHAPTER 4

THE PRESENT PROGRAM AND HOW IT DEVELOPED

A. The History of Tuberculosis Care at the Oregon State
HospItel

In May of 1952 the Tuberoulosis Treatment Unit of
the Oregon State Hospital was opened under the competent
direction of Dr. Rudolph Rosenfeld. Dr. Rosenfeld had his
madical training at the University of Vienna and had
served on the staff of several tuberculosis sanitoria in
both Austria and Switzerland before coming to the United
States, He practiced medicine for a time in Comnectiout
before coming to Oregon. Quite incidentally he had taken
a few courses in psychliatry from Dr. Sigmund Freud; how-
ever, his chief interest was in tuberculosis. Dr. Rosen-
feld remained in charge until his death from leukemia in
1956.

In September of 1956, Dr, Eleanor Gutmann assumed
the position of Ward Physician. She had had long experi-
ence in Public Health Work and consequently had much to
do in the prevention and treatment of tuberculosis. In
addition to her duties as Ward Physiclan and Tuberculosis
Control Officer she was also taking the two-year
psychlatric residency program at the Oregon State Hospital.

Both she and Dr. Rosenfeld have done &an exvellent Job in
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the treatment of tuberculosis.

In September of 1957 Dr. Gutmann wes transferred to
the Reception Ward as a part of her psychiatric residsncy
program. A young physiocian, Dr., Tarrant, assumed her
position on the Tuberculosis Treatment Unit while walting
for his induction into the armed forces. In February of
1958 the tuberculosis patient population had been reduced
to only 28 and it was no longer sconomically feasible to
continue the Tuberculosis Treatment Unit as a separate
service. For some time the Genersal Hadicél and Surgical
Service had been housed 1ln rather over-crowded and out-
moded quarters. It was felt best to transfer the Medleal
and Surgical Service to the Tuberculosis Treatment Build-
ing and incorporate the treatment of the tuberculosis
patients into the General Medical Service. This places
the treatment of the tubsroulous mental patients under
Dr. Russell Guiss, who is inoidentally the Assistant
Superintendent of the hospital, in addition to his duties
as chisf of General Mediocine and Surgsry. Working with
him are Dr. Arthur Lawler and Dr, Jamss Baxter. The old
Surgiecal Unit is now used entirely for the treatment of
diabetic patients.

In addition to patients regularly assigned or
admitted to the Oregon State Hospital, the Tuberculosis

Treatment Unit also treated patients referred from other
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institutions. Any patient from the Eastern Oregon State
Hospital in Pendleton who might have contracted tuber-
culosis was transferred to Salem since there were no
facilitlies for the treatment of tuberoulosis in Pendleton.
Any patients of the Oregon State Tuberculosis Hospital in
Salem, the Fastern Oregon Tuberculosls Hospital in The
Dalles, and ths University State Tuberoulosis Hospital in
Portland who became mentally disturbed were also referrsd
to the Oregon State Hospital since thera were no facilitles
for the treatment of mental disorders in those institutions.
The Veterans Administration Hospitals made some referrals
as did the Fairvliew Home. The Oregon State Penitentiary
also referred convicts, but this practiocse has been dis-
continued with the ilmprovement of the prison infirmary.
Dr. Rosenfeld was chiefly responsible for the
institution of the very modern tuberculosis case-finding
procedures and the resulting reduction in the incidence of
active tuberculosis emong patients of the Oregon State
Hospital from three and one-~half per cent in 1952 to
one-half of one per cent in 1956. All new admisslions to
the hospital receive a 4" x 5" chest x-ray and subsequent
medical laboratory examlnation. Any suspected cases of
tuberculosls are transferred to ths Tuberculosis for
confirmation and treatment. All patlients of long stending

in the hospital population are x-rayed once each
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year in order to discover any new cases of tuberculosis
among them, Patients on the Tuberculosis Treatment Unit
have full-size 14" x 17" x~rays taken as prescribed by
the physiclan. Medlcal leboratory procedures, blood
tests, urinalysis, end gastric or bronchial lavages, are
performed according to a similar schedule.

The treatment regimen consists largely of strepto-
myoin injeoted intramuscularly along with either isonico-
tinioc acid hydrazide, known as INH, or para-amino sali-
cylio acid, known as PAS, usually in tablet form. Some
patients may have only one of these medications being
administersd; howsver, according to Dr, Carl Muschenheim
the intermittent combined therapy is best treatment
generally available. (27) There has been collapse
therapy using both pneumothorax and pnsumoperitoneun,
however, thoracoplasty is almost never done any mors., Chest
surgeons do come in as needed from the State Tuberculosis
Hospital to perform needed resections and so forth., In-
discriminate surgery is definitely not a practice, only
when therse is a fairly large cavity which does not
respond to chemotherapy and bed rest is an operation per-
formed. Bed rest is still a fundamsntal part of the
treatment program although the length of time a patient
must remain in bed is being reduced through the success of

chemotherapy and improved surgical procedures. Generally
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as will be shown, the treatment for tuberculosis has been
very good.

The physical plant for the Tuberculosis Treatment
Unit is quite adequate, A modern two-story, brick and
concrete masonry building with bed space for 150 patients
provides an excellent facility. There ars two wings on
each story providing for the separation of positive and
negative cases., The womsn patients have bsen housed on
the second floor and the men patients on the ground
floor. Thers is a kitchen and dining room on each floor
but most of the food 18 prepared in the csntral kitchen
and transported to the ward in portable steam carts. The
food has bsen adequate but rather unappetizingly prepared
in the past. Recently there has heen an attempt to im-
prove the dist realizing that good food is very essential
to good treatment of tuberculosis patients.

On the ground floor is an sntrance lobby, doctor's
office, medical laboratory, end x-ray and darkroom
Tacilities, On the second floor is a very adequate
surgery end examination rooms. These are all in a central
wing along with the two dining rooms on each floor. There
is an elevator off the entrance lobby and five different
stairways. In the basement is an incinerator for burning
sputum cups, waste paper, and other contaminated material.

Heat 18 steam supplied from the central heating plant.
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Each of the four nursing units, two on each floor, have
bed space for about 35 to 40 patlents. Most of the beds
gre in four bed wards, although there are some two-bed
rooms and singls rooms. Most of the single rooms are in
a side wing which can be used for disturbed patients if
necesgsary. There are separate rest room and shower
facilities for this wing, as well as a small day room.
Bach nursing unit hes its own day room with windows on
three sides, and a nurse's station in each, There are
vislting rooms, a locker room, rest room, shower roon,
barber or beauty shop, Janitor's rooms, hydrotherepy
rocm and linen storags. There 1s television in each day
room. Patients may have their own radio in thsir roonms,
but thers 1s no provision for headphomnes, and so forth,
es in some tuberculosis sanitoria. Each patlent has a
night stand and an adjustable bsdslde table if needed.
There are two enclosed yards at the rear of the bullding
in which patients may walk during good weather. Generally
the physical facilitiss would hsve to be consldered very
adequate,

After the consolidation of the Medical and Sur-
gloal Service with the Tubsrculosis Treatment Unit &
number of changses took place. Both the x~-ray and medioal
laboratories were expendsd to take care of the increased

patient load. All tuberculosis patients were moved to the
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ground floor with men patients in ons wing and women
patients in the other. All patients with active tubercu-
losis are isolated in the former segregation wing for
disturbed patients. The negative tuberculosis patients
are mixed in with the rest of the general medical patisnts.
This may not be the best arrangement, but 1t seems to be
working out satisfactorily at present. The upper floor
is entirely for surgical patients, with men patients on
one wing wing again and women patients on the other. On
both floors the ambulatory and wheelchair patients from
both wings eat their meals togsther in the common dining
rooms. This provides for considerable socialization
between the men and women patients, with resulting im-
provement in personal appearance and neatness,

There are now somewhat more personnel than before;
three physicians instead of just one; slx nurses on the
morning shift where previously there had been only four;
four nurses on the evening shift where there had been only
two; and two nuraes on the night shift when previously
there were often none, The ratio of attendants to
patients remains about the same. It is hoped that the
{ncrease in medlcal staff will continue to result in
mors adequate care for the tubsrculous as the improved

facilities will no doubt contribute to better treatment

of the general medlcal and surgical patients.
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The following figures will give some indication of
the effectiveness of the tuberculosis treatment program.
Note the definite decline in number of patients with a
positive culture although the total number of patients re-
mained about the same in Table 1. Starting in July 1955
the total number of patlients begins to decrease as well,
a8 the direct result of effective case-finding and treat-
ment procedures., These figures were compiled by Mrs.
Merritt, the Medical Technologist in charge of the
Tuberculosis Laboratory.

Table 1
Patient's Movement in the Tuberculosis Unit
from May 1, 1952 to July 1, 1955

Total Number of Total with Per
Number _ positive culture Cent

Patients in May 1952 130 58 FX 4
Patients admitted from
May 1952 to July 1955 281 90 329

Transferred as inactive
™8 to other OSH wards

May 1952 to July 1955 187 0 0%

Paroled or discharged as
inactive TB May 1952 to
July 1955 46 ¢ 0%

Deceased 23 7 30%
Patients on July 1, 1955 131 20 153%
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Another indication of the effective work being done
by the Tuberculosis Treatment Unit is in the numbers of
x-ray examinations made each year. The chest x-ray is
perhaps the most importent case-finding and diagnostio
tool available. Each x-ray must be studied and evaluat-
ed by a competent chest physiolan, and when he thinks
neosssary followed by a thorough personal examination of
the chest with a stethoascope. Adeguate laboratory tests
should also be made where indicated. The small 4" x 5"
survey machine is located in the basement of the receiv-
ing ward and the large machine in the Tuberculosis Unit.
Following in Table 2 are the numbers of x-ray films
taken for the year 1955 which is typical for the period
covered by this study. The figures are from the records
of Mrs. Guy, the x-ray technioian of the Tuberculosis
Treatment Unit.
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Table 2

Numbers of x-ray Films taken
for the year 1955

Lrzize  hnase
January 105 219
February 99 160
March 134 339
April 97 221
May 91 237
Junse 100 325
July 83 216
August 75 173
September 107 328
October 98 212
November 40 238
December 99 296

From these figures March was the busiest month with
339 small films and 134 large films taken. November had
the lsast number of full~size films with only 40; and
February the least survey films with 160. Altogether
there were a total of 1,128 full-size 14" x 17" films
and 2,964 of the small 4" x 5" survey films taken in 1955.
They would average 94 full-size and 247 small films per

month. Each film must reoeive careful serutiny, because
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only through continued observation of newly admitted
patients and repeated examinations of chronic patients,
with resultant isolation and treatment of all known and
suspected cases of tuberculosis, can the tuberculosis rate
oontinue to be reducsd.

In 1955 there were 2,890 admissions to the Oregon
State Hospital patient population, 1,150 being readmis-
sions of previous patients, yet the hospital seems to
grow at the relatively constant rate of 100 patients per
year, The average patisnt population for 1955 was approxi-
mately 3,500, It is difficult to arrive at an exact figure
because of the daily turnover in admissions and discharges
of some ten to twenty petients., Of thls large number of
3,500 patients, 2,387 were released by discharge or parolse,
and there were 413 deaths. The latter flgure 1s accounted
for largely by the ever-inoreasing senile population.
There were in 1955 around 1,200 patients over sixty years
of age., Of first admissions 22 per cent are schizophrenics,
21 per oent are seniles, 20 per cent alcoholics, 7 per cent
other psychoses, and 20 per cent miscellaneous, such as
personality disorders, sometimes called psychopathic
personalities, and mental deficiency. (34)

On the Tubsrculosis Treatment Unit the distribution
of mental illness parallels falrly closely that of the
general patient population. The followling are incomplete
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figures for the period from May 1952 to July 1955; if
ocomplete figures had been available, it is conceivable that
the relationship would have besen closer. These figures
were obtained from the files of ths Tuberculosis Treatment
Unit by permission of Dr. Rosenfeld and Dr. Dean Brooks,
Superintendent of the Oregon State Hospital. In Table 1
it was shown that the Unit opened with 130 patients and
that 281 patients were admitted during this period for a
total of 41)1 patients. There were 187 patients trans-
ferred to other wards, 46 paroled or dlscharged, and 23
deaths to leave 131 patients still on the ward on July 1,
1955. Many of the records were transferred along with

the patients and it was virtually impossible to trace
them; however, there were avallable the mental dlagnoses
of 116 male patients and 75 female patlients for a total

of 191. Note that this is somewhat less than half the
total number of patients treated by the Tuberculosis
Treatment Unit during this tims,




Tables 3

Mental Diagnoses
of 116 Male Patients

Schizophrenie, paranoid
Schizophrenia, paranoid, with mental deficiency
Schizophrenia, simple
Sohizophrenia, hebephrenio
Schizophrenia, catatonic
Schizophrenia, mixed
Total Schizophrenia
Menic~Depressive, depressive
Paranola
Psyohopathic Personality
Alcoholic Psychosis
Alcoholic Psychosis, Koraakoff's Syndrome
Aleoholic Psychoneurosis
Total Alcoholics
Narcotics Addiction
Genaral Paresis

Senile
Pre-~senile

Mental Deficiency, without psychosis
Mental Deficienoy, with psychosis

Epilepsy, without psychosis
Epilepsy, with psychosis

Encephalitis

Chronic Brain Syndrome, arteriosclerosis
Acute Brain Syndrome, intracranial neoplasm

Adult Situational Reaction
Unclassified
Total

117
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Table 4

Mental Diagnoses
of 75 Female Patients

Schizophrenia, paranoid
Schizophrenia, simple
Sohizophrenia, hebephrenic
Schizophrenia, catatonic
Sohizophrenia, mixed
Schizophrenia, unclassified

P
AS

I o o

Total Schizophrenia

w
&

Menic~Depressive, manioc
Manio-Depressive, depressive

Paranoia

Alcohollo Psychosis
General FParesis
Senile

Mental Defiolency, without psychosis
Mental Deficlienoy, with psychosis

Epilepsy, with psychosis
Chronic Brain Syndrome, arteriosclarosis
Involutional Mselancholia

'a: (U TR T -, B I =R SR VRN MYV

Unolassified
Total

~3
N

These partial figures differ somewhat from the
general patient population but possibly some conjectures
could be drawn from them. First of all the figures are
incomplete, sinoce many of the records were transferred.

Then too the groups were relatively small, which interferes
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with any attempt at statistical enalysis. The figures
for male patients with schizophrenia show 45.7 per cent
and the females 45.3 per cent compared to only 22 per cent
for the new admlssions to the hospital. One inference
that might be made is that schizophrenic patients are some-
what more refractory toward the treatment of tuberculosis
and require a longer stay on the Tuberculosis Unit. This
may or may not bs the case. Alcoholism accounts for only
12.9'per cent of the male patients and 2.6 per cent of
the female patients compared to 20 per cent for the naw
admissions to the hospital generelly. Even though there
is a high incidencse of tuberculosis among alcohollos,
regular hours, no alcohol, adequate diet, and msdication
for the tubserculosils seem to clear thea up so they can be
discharged or transferred to other wards after a relative-
ly short stay in the Tuberculosis Treatment Unit.

The comparatively small percentage of senile
patients, only 6 per cent for the male patients and 5.3
per cent for the femalss, could be accounted for by the
higher death rate from tuberculosis and other complications
in the older patients, The trend nationally, however, is
for tuberculosis patients to be progressively more in ths
older age groups., (32) The high rate of mental deficiency

can be readily accounted for since the Fairview Home for

mentally deficient individuals has no facilities for the
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treatment of tuberculosis, so that any resident contract-
ing tuberculosis is raferred to the Oregon State Hospital
for treatment. One interesting observation though of
questionable significance 1s that though mentally
deficient males without psychoais outnumbered those with
psychosis by ten to one; among the women patients with
menteal deficlency the reverse is true, those with psy-
chosis outnumbering those without by six to one. Again
the numbers are too small to make any general assumptions.
Another observation is that there are five manic-
depressive, depressive men patients and no manioc patlents;
whereas there are nine manic women patlents and only two
depressive patients. The conclusions which might be drawn
would have been more interesting and perhaps somewhat more
valid if the records had been available for all 411
patients. The distribution could be said to roughly
parallel that of the rest of the hospital.

Prior to 1952 there were soms attempts to segregate
and isolats tuberculosis patients from the rest of the
hospital population, but they were not too successful. The
ward in which isolation was attempted had no facilitiss
for aseptic techniques, no major or minor surgery, no
x-ray, no laboratory, and many other nsecessitles for ths
treatment of tuberculesis. Proper case-findlng procedurss

were not in effect. Most of the patients with known
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tuberculosis were isolated, but many with suspectsd or ar-
rested tuberculosls were scattered throughout the hospital.
Reference to Tables 1 and 2 should indicate the signifi-
cance of adequate case flinding, isolation and treatment.
There was & deorease in the patients having a positive
culture from L4 per cent down to only 15% per cent in the
first three years operation of the Tuberculosis Treatmsnt
Unit. There was & further significant decrease in the

next thres years.

B. Activity Analysis of the Present Program

Generally the medical and nursing care for the
tuberoulous mental patient at the present time seems to be
quite adequate, even though the nursing staff could be in-
oreased. Shock treatment is given as needed, howsver,
there is no subseguent psychiatric treatment. There is no
ocoupational therapy, although there have been soms
sporadic efforts in this area in past years., Thers 1is very
little done in social service since the entire hospiltal
program is very limited in this area. There ls l1little
planned recrsation, however, soclelization among men and
women patients has improved tremsndously since they have
been eating their maéls togsther in the common dining rooms
on each floor. The dilet has improved materially since the

new central kitchen was bullt and the professional




dletician hired.

At present there are very few direct referrals to
the State Division of Vocational Rehabilitetion. It is
hoped that as a result of the current research projsct on
rehabilitation that more of these services will be ex-
tended to the tuberculous mental patients.

The chief limitation is a finanoial one. The short-
age of personnel 1s a direct reflection of the attitudes
of the Oregon State Legislature which must appropriate
the necessary funds for the operation of the hospital.
The legislature must also appropriate funds for the ex-
pransion of state college and university training programs
for needed personnel, particularly in social work and
psychology. The teaohing nature of much of the work of
the hospital 1tself needs to be re-emphasized. The
psychlatric residency program, the nurses' training
program, the training of aldes and volunteers, and the
psychology internship, if any, all require instruetional
time. The only way this time oan be provided is for the
legislature to appropriate sufficient funds to have
enough professional staff to do ths teaching as well as
carry on the therapeutlc program. It is also necessary
to develop coordinate programs in the ocolleges and
universities; therefore the legislators and ths college

administrators must be encouraged to participate in the
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total rehabilitation program. There is enough implied here
for a whole series of studies much more involved than this

one.

C. Personnel Requirements for Further Expansion

In 1954 the Oregon State Hospital was inspected by

the Central Inspection Board of the Americen Psychiatric
Association and was conditionally approved because of
deficlencies in number of personnel, organization, and
food menagement. The last two deficiencies have been
corrected to a large extent through the appointment of a
Clinical Director and a Director for Research and Educa-
tion; and the fact that the Food Management has been
completely reorganized with the completion of an entirely
new central kitchen and the appointment of a professional
dietliclan. 1In order to bring the number of personnel up
to standard, legislative action will be required. However,
it must be sald that of 132 mental hospitals inspected in
the United States through 1955, only nine were fully
approved and the Oregon State Hospital was amongst the 32
conditionally approved. (39)

The Superintendent is the chief professional and
administrative officer of the hospital. He should be free
from partisan political interference and should have

authority commensurate with his responsibilities. He
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should be responsible only to the appointing authority.
In the State of Oregon this authority is the Board of
Control, composed of the Governor, the Secretary of State,
and the State Treasurer., The Board of Control has full
authority over all state institutions as its primary
function with other duties prescribed by the legislature.
The legislature appropriates all funds for the operation
of the Hospital.

The quealifications for Hospltal Superintendent are:
he should be a graduate of a mediocal school approved by
the American Medicel Association; he should be a Diplomate
of the American Board of Psychiatry and Neurology; or
similarly qualified; he should have not less than five
years experience in a mental hospital, of whioch not less
than three years should be in a responsible position in-
volving administrative dutles; and he should be licensed
to prectice medicine In the state., The Assistant
Supserintendent is Dr. Russell Guiss, who is a surgeon
instead of belng a psychlatrist as recommended,

The Clinical Director provides the guidance neces-
sary to maintain integration and coordination in the
treatment program. He should encourage and assist the
physiociens and suxiliary professional personnel to
maintain high standards of patient treatment and care to
improve and advenoce their skills and thelr training,
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His qualifications are essentially the same as for the
Superintendent, except that his experience, a minimum of
five years, should be primarily in the diagnosis and
treatment of mental 1llness and the teaching of psychlatry.
In a hospltel of less than 500 patients, the duties of
Clinical Director and Assistant Superintendent could be
combined. In hospitals of more than 2,500 patients there
should be at lsest two Clinical Directors. (1)

Eaoch hospital should make provision for a continuing
program in education, training, end research. Hospitals
with such a progrem provide better and more effective
treatment for their patients. Such a program is generally
more effective when coordinated by a qualified person who
| sarves as a Director of Education and Research, but the
ultimate responsibllity rests with the several department
or service chlefs. It 1s strongly recommended that each
hospltal make specific budget provisions for this program.
Research activities should be carried out on a clinical as
well as laboratory level. (1)

At the present tims at the Oregon State Hospital,
all three of these positions are filled by very capable
and personable young physiclans: Dr. Dean Brooks,
Superintendent, Dr, Herbert Nelson, Clinical Director, and

Dr. Howard Sexamith, Director of Education and Research.

The Oregon State Hospital is the only facility in the
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state where student nurses can obtaln psychiatric training.
At the present time the hospital trains approximately
sixty girls each quarter. They work on the wards about
half time and spend the other half day 1ln class. There

are a few clinical psychology internes working towards

a doctoral program at the University of Oregon. The
hospital has been approved by the American Psychlatric
Assgociation for a two-year residency program for physicians
who wish to qualify for Board certification in Psychiatry
and Neurology. It 1s still necessary to qualify by
completing & third year of residency elsewhere.

The University of Oregon Medicel School Department
of Psychiatry is expanding considerably under the direction
of Dr. George Saslow, This may have some direot implica-
tions for the future of the hospital. More and more it
may come to be regarded as a training institutlon as well
as a treatment center, Actually this sort of thing has
generally resulted in an improvement of treatment because
more people get drawn in to the tresatmsnt process.
Gradually this improvement in therapy with resulting im-
provement in ancillary services will be refleoted in the
Tuberculosis Treatment Unit.

In 1956 the following personnsel flgures were drawn

wp. The recommended figures are those determined by the

Central Inspection Board of the American Fsychlatric
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Association in 1954 when the population of the Oregon State
Hospital was 3,300 patients. Now in 1958 the population
has expanded to 3,540 patients., Consequently the staff
should be further expanded to better meet the needs of the
patisnts. The only thing now holding the hospltal back
from full approval is deficiency in certaln personnel.

Table 5

Personnel of
Oregon State Hospital 1956

Positions Positions
Available Fillled Recommended

Physicians 20 17 39
Nurses (Students

3 time) 78(47 RN's) 71(4LO RN's) 218
Aldes (Men and Women)59l 557 656
Occupational Therapy 6 6 23
Recreational Therapy 3 3 23
Dental Department I I 9
Social Service Dept. 4 L 54
Psychology Department 3 3
Pharmacy 2 2 2
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Table 6

Personnel of
Oregon State Hospital 1958

Positions Positions

Available Filied Recommended
Physicians 26 26 42
Nurses (Students
time) 90 (60 RN's) 83(53 RN's) 225
Aldes 608 598 670
Occupational
Therapy 10 8 25
Recreational
Therapy 6 5 25
Dental Department L L 10
Social Service Dept. 1l 10 Lo
Payochology Dept. 5 2 10
Pharmacy 2 2 2

These figures do not show some fifty clerical
workers of all kinds, stenographers, secretarles, typists,
file clerks, bookkeepers, and administrative workers.
There are some significant gains in personnel from 1956
to 1958. The inoreass in physicians from seventeen to
twenty-six; Registered Nurses from forty to fifty-three;
Occupational Therapists from six to eight; Sooclal Service
from four to ten; and Aides from 557 to 598. Psychology
is the only department to show a decrease in personnsl

from three to two, although the total of authorized
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positions in psychology have been ralsed to five., The
chief reason for this situation i3 the extremely low pay
scale in the state of Oregon for qualified psychologists,
Seven of the physicians ars now taking the two-year
psychiatric residency progrem. In & training hospital,
residents should not be counted as staff physicians sinoce
they are undergoing training. Actually there should be
additional professional staff to direct and supervise this
training. During the three summer months, thers are five
students from the University of Oregon Medical School
serving as externes on the Admissions and Treatment Wards
asslsting the physiclans as needed.

Tha more than doubling of the number of social
workers from four to ten, has resulted 1ln a much more
adequate case work program, however, this is still the
area of most critical shortege in staff, There is only
one aotual psyochlatric social worker of the ten, The
American Psyohiatric Assoclatlon recommends that there
should be one qualified psychiatric social worker for each
80-100 admissions per year which would make a very
minimum of thirty workers. With adequate supservisors
the total number would be close to forty. The recommended
figure of fifty-four which was made in 1954 has been
revised to a somswhat more realistic figure beocause of

the national shortage of tralned personnel. Most
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hospitals have to use less than completely qualified psy-
chiatric social workers.

In Fhysicians the present number of twenty-six
conpared to seventeen in 1956 is still short of the recom-
mended number of forty-two, There are only two Board
eertified psychlatrists and one Board certified surgeon
on the staff, Several of the staff physiclians are
eligible to take the qualifying examinations and they
should be encouraged to do so. This would result in a
great improvement in status, and it could conceivably in-
ocrease the number of allowable residents. In time with
continued improvemsnts in staff and facllities the
hospital might be approved for a full threse-year residency
program. All of which should result in better treatmsnt
for the patlents. One weakness of the present program is
that there is only a two-year psychiatric residsncy.

Dr. Ralph M. Chambers, Chief Inspector, Central
Inspection Board, American Psychiatric Association,
Washington, D.C., recently completed an inspection of the
Oregon State Hospital on June 2, 3, and 4, 1958. His
findings will be published later this year. With the many
improvements 1n physical plant and additions to the staff
since 1954, it is anticipated that his comments will be
generally favorabls,

The ever-growing population of the state of Oregon
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will doubtless continue to mean more patients for the
Oregon State Hosplital. If standards of care and treatment
are to continue to improve, there will have to be further
increases in personnel, particularly among the professional
starf, There should be more physicians, primarily psychia-
trists; more nurses; more ocoupational and educational
therapists; more psychiatric social workers; and more
bsychologists. Even though not primsrily assigned to the
hospital staff, the Division of Vocational Rehabilitation
will necessarily have to provide more counselors to help
bridge the gap between hospitalization and rehabilitation.
The American Psyochiatric Associetion recommends
that there should be one physioian to every fifty patients
on both the Medlcal and Surgical Service and the Tubercu-
losis Treatment Unit. (1) Since thess two have been
combined this ratio has been in effect. It is hoped that
it will be possible to continue this relatively high level
of doctors to patisnts, Nurses and attendants should both
be at a ratio of one to every five patients. At the
present time nelther nurses nor attendants approach this
figure. The ratio of nurses runs about one to every ten
patlents; attendants about one to eight., In any event
the ratio of registered nurses should be increased on a
ward such as this with so much medical and post-surgical

treatment to bs carried out.
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Generally Occupationel Therapy is not cearried on in
the Medical and Surgical Service, however, some provision
should be made for the tuberculosis patients who may be
on the ward for months even with the besat of treatment.
Psychiatric treatment is not completely abandoned; but
the guliding philosophy of the Medical and Surgical Service
has besen to cure the medical or surgical focl and return
the patient as soon as possible to other wards of the
hospital for treatment of his mental disorder. This 1s
difficult in the case of the tubsrculosis patient,
especially the bedfest, positive patient. Something con-
structive should be provided to help occupy the time and
talents of such patients to help stimulate them to want
to get well, even if only on a twice-a-week basis., This
i3 done in tuberculosis sanitoria; it should be done in
a psychiatrio hospital with tuberculosis patients, One
of the most difficult things for a patient to do iz just
l1ie in bed for months with nothing to 4o but get well.

The feeling of the patient is often, "What do I have to
live for?" or "Why not just rfold up and dile?" Psychlatric
treatment of different kinds, ocoupational and educational
therapy oan do much to help overcome these feslings with
resulting improvement in the physical of the patients.
Vocational Rehabilitation counseling can help with sound

planning for the future.
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For the past two years and for the next one year,

there has been a speclal research project conducted joint-

ly by the Oregon State Hospital and the State Division

of Voocational Rehabilitation. This project has been con-

fined to patients from Lane County, however, it is hoped

in times such efforts will be extended to all patients.

In this project the full team approach to rehabilitation

has been utilized with both hospital and county workers

participating in weekly conferences. The results although

not final are already having definite, positive results

on the total therapeutic program of the hospital, accord-

ing to Dr, Herbert Nelson, the Cliniocal Director, and

Dr. Howard Sexsmith, the Director of Training and Research.
As for specific personnel requirements for further

expansion of the rehabilitation program on the Tubsrcu-

losis Unit of the Medical and Surgical Service, they will

be dlscussed here although they have been implied through-

out this study. The three physicians, one surgeon and

two internists, now assigned should be sufficlent to

care for the physical complications, with a chest surgson

avallable on call as nesded. However, it would seem

necessary to have at least one psychlatrist assigned to

the ward to deal with the mental disorders. The

nursing staff should be approximately doubled, although

student nurses are being used now, whereas they were not




o

134

allowed to work in the former Tuberculosis Treatment Unit.
This could help to alleviate the nursing personnel short-
age somewhat, however, the object of having the student
nurses at the Oregon State Hospital is for them to observe
as part of their training correct psychiatric procedures
in the treatment of mental patients. At the pressnt time
this is not a function of the Medical an¢ Surgical Service.
This practice, however, might help to alleviate the
nursing personnel shortage. Attendants are perheps quite
sufficient in number, although there should be a consistent
to upgrade these people with training programs.

In the ancillary services there should be one full-
time Registered Occupational Therapist on suoh a ward
which might have up to 160 bed patients. There should
also be one or two speclally trailned attendants to assist

| in occupational therapy. If a full-tims therapist is not
avallable, then one should be on the ward at least twice
a week for a half day, latting the attendants carry on
the rest of the program. There should be available as
needed by individual patlents an educationel therapist;
this person nsed not be a regular ward staff member, but
rather be on call from an educational center of the
hospital., At the present time there are no educational
therapists on the hospital staff., For each 200 to 300

patients, there should be a regular Division of
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Vocational Rehabilitation counselor assigned to help the
patisnts to consider their proper vocational objectives
and to develop vocational plsns. Meny patients may have
to change their ocoupations; some of the younger patients
may have never have worked before; soms may need education
or training. These things can be started while the
patient 18 in the hospital and continued after he has re-
turned to his looal community.

It might be wise to have one psychiatric social
worker assigned directly to the Medical and Surgical
Service. Many of the patients may have a rather prolonged
stay on the ward, and because of lmportance of the case
worker in the famlly care program and the necessity for
adequate background information in the treatment of tuber-
culosis and many of the other medical and surgical dis-
orders, it might work out better to have a regularly
agsigned person to handle this information. It might also
be economically more feasible to utilize a olinical
psychologist to conduct the psychotherapy on such a service
instead of a psychiatrist when there is already such a high
ratio of physicians, Naturally the ward physicien would
supervise and direct such therapy and psychiatrists could

be on call from other services as needed. This has been

the procedure in many Neuropsychiatric~Tuberculosis
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facilities in Veterans Administration Hospitals., (51)

With these changes and additions to the staff it is
hoped that a more effective program of rehabilitation
could be instituted for the tuberculous mental patients as
well as other patisnts on the Medical and Surgical Service.
There 1s no valid reason why treatment for the mental dis-
order should be discontinued until the treatment phase of
the physical complications is completed. The aim should
be rehabilitation and discharge, not merely treatment and
transfer to other wards of the hospital. Through a co-
operative, integrated, multi-disciplined team approach
this total rehabilitation of most patients could be

attained.
D, Summary

Although there was some treatment of tuberculosis
at the Oregon State Hospital prior to its completion, the
most effective work was done after the opening of the
Tuberculosis Treatment Unit in May 1952, The unit was
first under the direction of Dr. Rudolph Rosenfeld, who
instituted the case-finding procedures, diagnosis, and
treatmsnt of tuberculosis that is still largely in effect.
Following his death in August 1956, Dr. Eleanor Guiman
agssumed the position of ward physician. Through the

diligent use of the new chemotherapy, intermittent
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steptomycin with either PAS or INH, the number of patlents
with active tuberculosis began a steady and relatively
rapid decline. Also chronic negative patients who might
have relapsed before the advent of the new drugs were
cured of their tuberculosis instead of belng merely ar-
rested. This allowed for their discharge or transfer to
other wards, reducing still further the tuberoulosis
patient population.

From a relatively steady load of 120-130 patients
on the ward; and with a total of 411 patients moving
through the ward during the first three years of its opera-
tion; the tuberoulosis loed continued to decline until only
28 patients of both sexes remained in February of 1958,

In this month the Tuberculosis Treatment Unit ceased to
function as a separatse service; it was consollidated with
and put under the direction of the General Medlocal and
Surgical Service. This service under the dirsction of
Dr. Russell Guiss moved from its old, inadequate quarters
to the modern, former Tuberculosis Bullding. This wes
perhaps the most eoconomic use to which these facllitles
could be put, having virtually treated themselves out of
existence.

There is still a shortage of many professional per-
sonnel, particularly in psychiatry and the major amcillary
services, psychiatric social work, clinical psychology,
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and occupational therapy. In order to remedy these short-
ages, adequate training programs should be instituted at
the hospital and in the various colleges and universities
of the state, The legislature should take action to ap-
propriate the necessary funds for these programs, It is
hoped that the results of the current three-year research
program in rehabllitation teamwork will be able to
convince the legislators and others of the feasibility of
such a broad, long-range program of total rehabilitationm.



139

CHAPTER 5

A SUGGESTED REHABILITATION PROGRAM
FOR TUBERCULOUS MENTAL PATIENTS

A., The Recommended Program

An adsquate reheabilitation program for tuberculous
mental patients must be based first on adequate case~-
finding, isolation, and treatment. All new admissions to
the hospital should have a small survey type A" X 5" chest
x-ray. S0 should all chronic patients of long stending
on a once yearly basis. If upon examination by the
physician any of these small films appear cloudy or
lesions are evident, a full-size 14" x 17" chest x-ray
should be taken. This should be followed-up by a thorough
examination of the chest by a physician with a stetho-
scope and eppropriate medical laboratory tests.

Any patient with active pulmonary tuberculosis
ghould be isolated immediately on the Medical and
Surgical Service in the rooms provided for that purpose.
If surgery should be required, the facilities are avall-
eble. Any patient with suspeoted tuherculpsis should
also be isolated until subsequsnt tests prove 'the
patient to be negative. Treatment of intermittent
streptomyoin and PAS or INH should be instituted as soon
as the diagnosis is made. Such treatment has eliminated




140

muoch surgery except when large cavitation 1s present,
Since many of the patients may be lsolated on the
Medical and Surgicel Service for the treatment of their
tuberculosis shortly after admission to the hospital,
their psychiatric treatment should be continued space
with the treatment of their tubsrculosis conditlion. The
nurses and attendanté nead to be especlally skilled be-
cause of the dual nature of each patient's disability., It
is necessary to carse for the whole patient and not Just his
lungs, heart, liver, stomach, or whatever else is alling.
As the tuberculosis condition improves, patients could
take on more extensive activities. As they reach negative
gtatus they could be moved from the isolation ward to the
regular mediocal ward. This would allow them to mix with
other patients and attain a degree of socialization, while
8till undergoing treatment. At this time group psycho-
therapy might be used to some adventage. It i3 even
possible group therapy could be used in the isolation ward
since all the patisnts would have omne thing in commen,
their tuberculosis. Naturally every precaution, masks,
gowns, and so forth, should be used to protect the thera-
pists., This sort of therapy could be handled by a
psychiatrist or possibly a clinical psychologist, having
the proper training and experience. Some means of dealing

with the mental and emotional illness should be providsd
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as well as for the physical illness, There are enough im-
plications of the psychosomatic relationships in tubercu-
losis to warrent an attempt to get at the mental motiva-
tions of the patients and get them out in the open for
examination.

The psychiatric social worker has a vital place in
the rehabilitation of the tuberculosis mental patlents,
The emotional stress of having tuberculosis and many other
physical disorders 1s often a precipitating factor in the
mental condition, as mental disorders often cause physical
symptoms to develop. The relationship of the patient to
the family members is important; whether the patient is
over~concerned with their protection and has hence with-
drawn from them, or whether he somshowrblamﬂs them for his
pathological condition, which 1s sometimes the case, The
reaction of the ramilj members to the patient and his
illness is another aspect to be considered., This is the
aree in which the psychiatric social worker can work most
effectively. As well as gathsering background information
about the patients, he is often able to work out soms
therapy with the family members if needed. A healthy,
stable home situation is conducive to satisfactory
rehabilitation. It is felt that at least one and perhaps
two psychiatric social workers should be assigned to work
with the patients of the Medical and Surgical Servics.
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On a service of this size with possibly 150 to 160
patients, there could very well be one full~time Register-
ed roupational Therapist. Not only the tuberculosis
patients but meny of the other medicsl and surgical
patisnts could benefit from oocupational therapy on the
prescription of the physician., Whereas formerly occupa-
tiocnal therapy may have been used largely to help the
patient pass the time; today its chief function is pur-
poseful activity, developing skillls, measuring certain
abilities and responses, and providing the patlients with
another means of expression. Anything such as this would
aid rehavilitation, particularly with those patients who
require a relatively long stay on the ward. The tralned
Ocoupational Therapist is often able to observe the
patients in such a way as to meke very significant recom-
mendations to the other rehabilitation team members.

Educational therapy is another of the ancillary
services which could very well be oconsidered as a part of
a total rehabilitation program. To be sure not all the
patients might be able to profit from such efforts. The
gub-normal individuals would reguire a very specialized
program. The over-age or senile patients might be con-
gidered not able to profit much from an educational

program, Those patients undergoing shock treatment would

suffer periods of lack of retention or attention. Patients
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with organic brain demage, partiocularly of a progressive
type, would not bs likely to benefit much either. Most
all other patients could probably gain quite a bit from
such a program, Possibly credit could be given through
such an agency as the General Extension Division of the
Oregon State System of Higher Education. No definite
recommendations have been made as to the number of educa-
tional theraplsts that should be assigned; however, one
therapist to every 200 or 300 patients would definitely
not be overloading.

All rehabilitation to be truly efrectivé should
have a vocational objective, If the patient returns to
the same cccupation, he should feel that he can do it as
well or even better than before his hospitalization.
Actually many patients can do a better job after having had
a mental illness. If a new type of occupation is consider-
ed some training may be required. Very often this can be
started while the patient is still in the hospltal. The
specialist in this area is the Division of Vocational
Rehabilitation counselor. He keeps in touch with current
Job trends, opportunities, training, community relations,
and many other factors relating to successful vocational
placement. There should be one vocational counselor for
every 200 to 300 patients in the hospital.

All of these workers should meet together at least
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once a week to discuss the problems of the patients and re-
port any significant observatlons, generally pooling their
knowledge. They should work too with family and the
agenciss both public and private of the community to which
the patlent will return after discharge. Every effort
should be expended to reach the maximum level of restora-
tion of each patient to be an active, productive member

of socliety.

After a patient 1s disoharged from the hospital
there should be sufficlent follow-up services to see that
the patient makes a satisfactory adjustment and does not
suffer a relapse of either condition. The psychiatric
social worker 1s the hospital staff member best qualified
to handle such activities. The vocational counselor
assigned to the hospital could maintain an active interest
in the patlent as he progressed through his vocational
plan, and also keep in close contact with the counselor in
the patient's local arsa. Of course, not all patients
would undertake or require vocational rehabilitation as
such. In which case the contact would have to be maintain-
ed through other agencies such as county health offices
or county welfare,.

Every ex-patient should feel free to return to the

hosplital at any time for help or counsel, or perhaps Just

& little support. With many patients, partlcularly thoss
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having had tuberculosis, there is often a period of
geveral months followling discharge from the hospital

when he 1s not allowed to resume his full, normal activi-
tiea, This is a very critical period in his rshabilita-
tion. The ex-patient needs every bit of support in order
to restore his self-confidence. Perhaps various

community agencies could ald in this supporting role as
indicated in Chapter Three. Care has to be taken that the
ex-patient is not smothered with help; he must be free

to make his own decisions, but hs should feel free to
discuss them if he feels it necessary, He should not feel
that all these pecople are prying into his private life.
This is why the need is so great for professionally train-
ed personnel who have acquired an almost intultive sense

of how to approach these problems sand when to leave them

alone.
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CHAPTER 6
GENERAL SUMMARY,
CONCLUSIONS, AND RECOMMENDATIONS

A. Qensral Summary

Rehabilitation today is becoming to be regarded as
an almost fundamsntal right. If a oitizen becomes dis-
abled for any cause, the government has an obligation,
through the combined efforts of national, state, and local
public and private agencies, to "restore the individual
to the fullest physical, mental, social, vocational, and
eéconomic usefulness of which he is ocapable.” The Orsgon
State Division of Vocational Rehabilitation of the State
Department of Education, in conjunction with the U. S.
Department of Health, Education, and Welfare, is the
legally constituted authority for providing rehabilitation
services, Other agencies must also participate if re-
habilitation 18 to bs complete. Rehabilitation should
not be thought of as a process; rather it should be an
all-pervading attitude or philosophy based on cooperation
and dedicated to the welfare of the disabled. In the
case of the tuberculous mental patient there are many
complications because of the dual nature of the disability.

Rehabilitation should begin when the disabllity
occurs and should not end until the disabled individual
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is using his limited abilities to the maximum. Rehabil-
itation is not charity, nor is it welfare; it 1s helping
people to regain thelr independence, helping them becomse
self-sustaining, productive citizens. Rehabllitation
must be expanded. About 250,000 people in the United
Statea become disabled each year. At the present time
only 50,000 to 60,000 receive rehabilitation services.

The huge backlog left by the 200,000 each year who are not
rehabilitated must be reached and restored to full, happy
Jives. 1t is necessary to regard each handlcapped person
28 a unique individual with a unique heredity, background,
abilities, interests, and aspirations. This tends to
complicate rehabllitation and at the same time make it
more of a challenge.

Tuberculous mental patients, beceause of their dual
disability, require an especially concentrated effort on
the part of those working toward their rehabilitation.

It s fundamental that every patient should be regarded
as capable of rehabilitation and should continue to be so
regarded until virtually everything has been done to try
to restore him to socliety as a functloning member, There
are many variations of mental illness and some of these
ars discussed briefly in Chapter Two. Some of the

ocharacteristic problems of tuberculosis are also dlscussed.

The necessity for treatment of both pathological
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conditions becomes evident when 1t 1s realized that either
illness might become more severe without treatment. Tuber-
culosis untreated can be fatal; mental illness untreated
can often be almost worss than death. The mental anguish
to which mental patients can subjJect themselves and their
families almost defies description.

Adequate facilities for the treatment of the
tuberculous mental patient require x-ray and laboratory
equipment, a surgery, solaria, suffioient space per
patient, provision for ancillary services, and all other
modalities that may ald in the recovery process, as dis-
cussed in Chapter Three. In order to hasten this reocovery
process, the appropriate personnel should be utilized to
the fullest extent. A close-knit, well-integrated team
approach is needed, This team should be headed by the
psychiatrist or chest physician and include the nurses,
the attendants, soclial workers, psychologlsts, ancillary
therapists, and the rehebilitation ocounselor.

In order to have a truly effective rehabilitation
program, ths resources of the community need to be co-
ordinated with the efforts of the hospital team members,
everyone making thsir own contribution. The patients
should not be overlooked because they often have many
unique suggestions, and the main objective is to re-
establish them as functioning individuals. In order to
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secure total rehabilitation of the greatest possible number
of patlents, cooperation, teamwork, and freedom of com=-
muniocation among all involved must prevail. All staff
members should constantly strive to furthaer their profes-
sional preparation and training to help insure this
fresdom of communiocation., At the same time it 1s necessary
to reiterate that there should bs no jealousy or bickering
among workers in the various disciplines., The team spirit
should be one of cooperation not competition.

There should be some planned recreation for the
patients, chisfly in the evening hours and on weekends, to
take up some of the slack in the treatment program. There
should be some provision for religious worship and guldance
by means of a regular hospital chaplain or by visiting
ministers. Not only public agencies, but prlivate citizens
as well, must participate in rehsblilitation, particularly
smployers since the end result of most rehabilitation 1s
successful placement in a Job. Therse could be more
sheltered workshops, rehabilitation centers, and out-

patient ¢linics where patients who need their services could
take an intermediate step before assuming full independence.
The famlly should not be overlooked since it is perhaps
the single, most powerful soclal force operating on each
patient, If the family situation is basically healthy,

the chances for successful rehabilitation are good.
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If, however, the family situation is basically unhealthy,
then perhaps some constructive changes could be made in
the family status. This i3 a very delicate area of
operation, requiring the greatest possible skill. The
psychiétrio social worker is probably the best qualified
to work with situations of this kind.

The Oregon State Hospital has had adequate phy~-
sical facilities for the treatment of tuberculosis since
May 1952. Under ths capable direction of Dr., Rosenfeld
and Dr. Gutman, the incidence of tuberculosis was
drastically reduced. In Chapter Four the movement of
patlients in and out of the Tubereulosis Treatment Unit
is discussed at length. In the 8ix years the ward was
in opseration before 1ts consolidation with the Madioal
and Surgical Servioce in February 1958, the treatment and
control of tuberculosis have besn most adequate, Fsy~
chiatric treatment, social service, ocoupational therapy,
and Planned recreation for the tuberculous mental patients,
however, have been rather lacking. This is primerily be-
cause of the shortage in professional personnel in all
these areas throughout the hospital. Gradually this
shortage 1s being overcome; but there are still critiecal
areas where the staff needs to be expanded, in psychlatry,
social §ork, psychology, nursling, and occupational and

related therapies,
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The educational nature of the hospltal needs to be
oritically exemined. The psychiatric residency program,
nurses training, and the possibilities of training in
psyochiatric social work and clinical paychology should be
thoroughly investigated. Concurrent programs in the
colleges and universities of the state and at the Uni-
veralty of Orsgon Medical School should be encouraged and
expanded,

The Oregon State Legislature and the Board of
Control are the agencies which govern the further expen-
sion of any of these programs., The leglslature appropria-
tes the funds which would be available and the Board of
Control, consisting of tha Governor, the Secretary of
State, and the State Treasurer, supervises the administra-
tion of all state institutions, The State Board of Higher
Education supervises the administration of all state-owned
colleges and universities and establishes what courses may
be offered. There is also the possibility of obtaining
federal funds for certain programs. Thus any expansioh
of existing or new programs would require working with a
great many federal, state, and local organizations.

There should be some clearly demonstrable facts aend care-
fully prepared figurses to prove the necessity and advis-
ability of expanding and improving the total rehabilitation

program. The current Oregon State Hospital-Division of
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Vooational Rehabllitation thres-year research program for
the patients from Lane County should provide some of the
desired facts and figures,

More important than the facts and figures, howsver,
are the savings in human resources and the building of
80lld, happy futures for all the patlents of the mental
institutions of the state, It is lmpossible to measure
&ll the benefits of such a program. As the Tuberculosis
Treatment Unit virtually treated 1tself out of existencs,
it 1s hoped that eventually mental hospitals will do

essentially the same,.

B. Conclusions

As a result of this study & number of conclusions
have been drawn. They are as follows:

l. In spite of the advances in the treatment of
tuberculosis, the rehabilitation of tuber-
culous mental patlents is still a complex
problen.

2. There 19 a shortage of cocritiocal professional
personnel at the Oregon State Hospltal
particularly in psychlatry and the anoillary
gervices,

3. There is a coriticel shortage of professional
personnel to handle the EFducational Program
of the Oregon Stats Hospital.

k. In spite of the various individual progrems
in the different areas studied, a total
rehablilitation program for tha tuberoulous
mental patienta as a cooperative effort
among the hospital persoonel, state agencies,
and community orgenizations does not exist
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at the present time,

A total rehabilitation program is not now
generally available to all the mental
patients of the Oregon State Hospltal.

C. Recommsndations

In ordsr that these conclusions might be borne out,

the following recommendations are made:

1.

2.

3.

4.

5.

6.

7.

8.

9.

The present program of tuberculosis case-
finding, isolation and treatment should
be cont inued v

Psyochiatric treatment of tuberculous
mental patients should be inoreased as
needed by the patients.

Ooccupational therapy and perhaps educa-
tional therapy should be provided tuber-
culous mental patients.

More adequate psychiatric social work
gervices should be provided for the
hospital generally.

More adequate clinical psychology services
should be provided for the hospital
generally.

More Divislon of Voocational Rehabilitation
counselors should be assigned to work
with the hospital staff.

The psychiatric residency program should
be expanded.

A graduate school of social work should
be established in the state.

The clinical psychology training program
should be further expanded at the
college level.




10. The Oregon State Legislature should
appropriate the necessary funds,
particularly for salaries in the areas
of deficient staffr.

D. Further Studies Neaded

In many ways this study has raised more guestions
than it hes provided answers. In order to provide soms of
the answers to these questions, there should probably be
some more extensive investigations into the following areas:

l. The actual financial cost of each of the
various programs outlinsd.

2, A detalled study of the mutual working
relationships among the various agencies.

3. The proper college or university for a
graduate school of soolal work.

4e The ocontinued economioc use of some state
institutions.

5. The possibility of sheltered workshops
and community rehabilitation centers.

6. The possibilities of expanding the
paychiatric residency program.
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2

3.

b

5.

6.

7.

8.

9.

10.

12,
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