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THESIS STATEMENT 

The mental patient who is capable of responding to his environ

ment will do so either consciously or unconsciously. Therefore, a 

non-oppressive environment will stimulate an attitude in response 

which will in turn affect his behavior and/or lead to positive mental 

growth. 
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HISTORICAL SURVEY 

There have been many aspects of treating the mentally ill throughout 

history. There are basically six critical periods of history, all of 

which have interesting and unique aspects regarding the mentally ill. 

(1) Pre-Historic. People with various mental disorders were prob

ably thought to be possessed by evil spirits. There has been one recent 

account showing where an archaeologist found human skulls with primitive 

surgery done, proven by marks on the skull and holes in the skull, thought 

to have been where the evil spirits were let out of the head. 

(2) Greek Civilization. At this time in history, mentally disturbed 

people were regarded as being sick, thus affirming the Greeks* compassion 

for human suffering and sensitivity. In other words, the Greeks noticed 

there was a special sensitivity of the mentally ill. Recognizing the social 

differences, they housed the mentally ill people in temples and treated 

them with much love and tenderness, soothing their bodies in warm baths 

and their souls with the soft music of the lyre and other instruments of the 

time. 

(3) Medieval * After the fall of the Roman Empire, there was much 

social and political chaos which gave birth to the Oark Ages. It was during 



this period that mental illness spread noticeably throughout western 

Europe, as did the plague and various social diseases and general social 

deterioration. Pladmen took the place in society of the lepers as social 

scapegoats. It was during this time that madmen were cast from their 

native cities and clustered together in colonies of their own, which were 

in no way morally healthy. Nor did they add to the positive mental growth 

of madmen. There were many myths dealing with this period. One is the 

"ship of fools" which suggests that madmen were placed on ships as a way 

of isolation from society and cast into the sea. Whether or not these 

myths are true, we know that during this period madmen were looked upon 

as being possessed by evil spirits and treated very inhumanely. The ones 

with families were hidden from society and sheltered in their own home 

environment. 

(4) Early Renaissance. It was during this time when the Church made 

a full recovery and was the governing social power. The Church confirmed 

the idea that the madmen were touched by the devil rather than God (as the 

early Romans believed). They reinforced — through trials and inquisitions 

— the belief that madmen were possessed by demons, using their bodies as 

houses. Their philosophy was that if the body was the house of the devil, 

by making it an uncomfortable place to be, it would leave. This led to much 

bodily torture of the mentally ill. There were many methods of torture, 

burning being one of the most popular. Exorcism was also used to get the 

devil out of the body. The inquisitions were designed to make the individual 



confess to his or her crime. If they admitted to the charge of practicing 

"Black Magic", as many mentally ill were accused of, then they were set 

free with a later date with the inquisitors to be sure of the confession 

and the change of practice. The persons not admitting to the crimes were 

tortured or killed. 

(5) Late Renaissance. In the 18th Century and beginning 19th Century, 

this era gave rise to the first general hospitals for the insane, which were 

basically confinement wards where the patients were treated much like pris

oners of the time. It was during this time that pi«neer psychologists began 

taking note of conditions and treatment at these hospitals. Even the most 

humane of the early doctors experimented with many attempts to cure the 

thought-to-be sick. The most popular attempts were said to be through var

ious aspects of shock treatment. Accounts of patients being dropped a dis

tance through trap doors landing in cold water were used to shock the patient 

back to reality. When these attempts failed, the patients were locked in 

chains in their cells. 

(6) 19th and 20th Centuries. Through the development of medicine, 

doctors were discovering a relationship between body tissue and mental dis

turbances. This led to the concept of psychogenesis and better treatment 

for the mentally ill, and hospitalization for patients dealt a more moral 

and humane treatment. Studies such as Thomas Kirkbride's of 1854 gave rise 

to better facilities for the insane. 



With the approach of 1911, a Swiss psychiatrist who studied with 

Sigmund Freud, Eugen Bleuler made a distinction between the patients 

state of mind and the coined "disease". To him is credited the ability 

to diagnosis a schizophrenic individual. In 1909 the National Committee 

for Mental Health in the United States was formed. Since then, there 

have been many other organizations such as the American Psychiatric Assoc

iation formed. For many years their main concern was to humanize the 

experience of confinement for the mental patient. Their efforts, backed 

by legislation and educational literature, has brought mental health care 

a long way. 
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MEPICAL AND ftZMOUX, \£ArU° 



MEDICAL 

Legal Definition - Insanity: in law, such mental unsoundness as 

frees a person from criminal responsibility, or such as renders a person 

incapable of making a valid contract, conveyance, or will, cr of conduct

ing his own affairs. This denotes a person who is dangerous to himself 

or others. It usually implies a need for hospitalization. 

Webster's Definition - Insanity: the state of being insane; mental 

illness or derangement, usually excluding amentia; madness: not a scien

tific term. 

In the medical profession, "insanity" is not used as a definitive 

term; rather, they use abnormality, behavior disorder, personality dis

order, neuroses, psychoses, and other psychological terms to define a 

person's mental state. Mental illness is a reflection of what society 

as a social culture has refused to accept as a normal part of its being. 

Mental Retardation 

There are varying degrees of mental retardation as there are degrees 

of psychosis and neurosis. However, they are two separate disorders en

tirely. Most mental retardation has genetic factors related to the dis

order. Up until 1911 there was no distinction between retardation and 

mental illness, and people of each category were treated in the same way. 



Following the definition of mental retardation, studies were done breaking 

down the different types of retardation. There are six main degrees of 

retardation: borderline, mild, moderate, severe, profound, and unspec

ified, The borderline and the mild are educatable but slow. These indiv

iduals generally stay in the community by means of special education pro

grams within public schools. The moderate generally, no matter how old, 

are of third to fifth grade mental maturity. They are in fact trainable 

with much supervision to do simple tasks. Profound and severe generally 

have other handicaps as well — body deformities, etc. These individuals 

are unable to perform simple tasks and have little or no chance of improve

ment, The unspecified group are generally housed in a custodial facility 

and have little hope for any change in their present status. 

Various Types of Cental Illness 

In the following brief definitions, the important symptoms of these 

various disorders will be brought out primarily for familiarization purposes. 

Neurosis: Neurosis is a less serious mental disorder which all of us 

feel to some degree at one time or another. It is brought on by apprehen

sions about the individual's general well being and his environment, and 

includes feelings of anxiety or tension, and sense of worry and may culminate 

in physical signs in the way of headaches, upset stomach, sleeplessness, or 

nervous trembling. Normally, these patterns of stress diminish as the in

dividual finds a way of coping with the particular problems with which he 



has to deal, However, when these symptoms persist in a regular pattern, 

the individual has an established anxiety state diagnosed as neurosis. 

This emotional illness causes the person to feel unloved, guilty, inade

quate and have a continuous sense of dread and fear. Other reactions 

which may come forth are depression, mild paranoia, phobias, obsessive-

compulsive reactions, conversion and dissociation, Most persons who seek 

help before their condition becomes chronic recover fairly successfully. 

In most cases there is little or no need for hospitalization. 

Psychosis: A psychosis is of a much more serious nature than neurosis, 

and generally requires immediate hospitalization or can sometimes be handled 

in a therapists*s office with very frequent sessions. There are two main 

types of psychoses, the first being termed organic brain syndromes, and the 

second being a psychosis not attributed to physical conditions (non-organic 

psychosis). 

The organic brain syndromes psychosis has five major contributing 

causes: 

(1) Senile and pre-senile dementia, 

(2) Alcoholic psychosis. 

- Delirium tremens (D.T.'s) 

- Korsakoff's psychosis 

- Other alcoholic hallucinosis 

- Alcohol paranoid state 



- Acute alcohol intoxication 

- Alcoholic deterioration 

- Pathological intoxication 

- Other alcoholic psychosis 

(3) Psychosis associated with intracranial infection, 

- General paralysis 

- Syphilis of CNS 

- Epidemic encephalitis 

- Other and unspecified encephalitis 

- Other intracranial infection 

(4) Psychosis associated uith other cerebral condition. 

- Cerebral arteriosclerosis 

- Other cerebrovascular disturbance 

- Epilepsy 

- Intracranial neoplasm 

- Degenerative disease of the CNS 

- Brain trauma 

- Other cerebral conditions 

(5) Psychosis associated uith other physical condition. 

- Endocrine disorder 

- Metabolic and nutritional disorder 

- Systemic infection 

- Drug or poison intoxication (other than alcohol) 



- Childbirth 

- Other and unspecified physical conditions 

Psychosis Not Attributed to Physical Conditions: Schizophrenia is 

probably the most common diagnosis in most mental patients. In 1911 the 

Swiss psychiatrist Eugen Bleuler was attracted to his patients1 state of 

mind rather than their coined "disease". It was he who established a set 

of primary and secondary symptoms of schizophrenia, the primary symptom 

hav/ing been termed the four A*s of schizophrenia. 

(1) Distortion of Affect — a person laughs when the occasion calls 

for crying. 

(2) Loose Associations — disconnected thinking patterns which come 

away as disconnected words and phrases. 

(3) Ambivolance — Constant uncertainty or changing of mind. 

(4) Autism — an apparent pre-occupation of internal concerns and 

lack of relatedness to his environment. 

The secondary symptoms are the most bizarre of all. They are; 

hallucinations of all five senses — olfactory (smell) and auditory (hear

ing) being the most common. Visual perception is altered. Perception here 

refers to the mental image and not to the inage formed by the eye. The ex

ample was given of a patient perceiving a man at the end of a long corridor 

as being only a few inches tall and not changing his height in respect to the 

distance of perception. 



Negativism: Strong negative outlook on life in general and highly 

critical in a negative respect. Dr. Frieda Fromm Reichman explained nega

tivism as "mentally disturbed persons who have withdrawn from their environ

ment are refreshingly intolerant of all kinds of cultural compromises. 

Hence, they inevitably hold the mirror of the hypocritical aspects of the 

culture in front of society," 

Delusions: Delusions are generally a change of personality in that 

a patient may think him8elf to be God — very common —, Napoleon, President 

Washington, or even someone unknown to the common man. An example was given 

by Dr. George Rice (Professor of Psychology at Montana State University) 

where two ladies in a mental health facility both deluded themselves that 

they were Mary, Mother of God, They confronted each other, introduced them

selves as being both Mary, Mother of God, and after several hours one of the 

ladies gave into her delusions and went out convinced that she must be Mary 

Magdalene. The lady who gave to her delusion was the one who had the most 

hope of recovery with the help of a therapist. The lady more strong in her 

conviction would be the more serious mental case. 

Stupor or Catatonic Withdrawn: This is a state where the patient idly 

sits and appears to be a captive in oblivion. 



There are many types of schizophrenia and varying degrees of severity. 

The generic term schizophrenia means split mind or split soul. In all 

types of schizophrenia are characteristics of a division between two selves. 

Manic-depressive Psychosis: This is where a person fluctuates between 

opposite emotional states. A person may be manic in activity and thought 

process and feel either excitement and boundless energy. This period of 

mania may last for brief spans of time such as days or weeks before alter

ing into the opposite state of emotion, that being depression. The depres

sive condition is recognized by down-spiritedness, dejection, melancholy, 

suicidal and the like. 

The cycle may not always be complete in the extremes. That is to say, 

the person may fluctuate between mania and normality and never reach the 

depressive state. On the other hand, a person may fluctuate between depres

sion and normality or any combination of the above. A time period of a few 

months is considered typical timB lapse between the emotional extremes. 

However, there are many cases where a term of years elapses prior to the 

completion of the cycle of a person diagnosed as manic-depressive. 

Paranoia: In the paranoid condition from causes other than schizo

phrenia, senile dementia, the depression state of manic-depressive stands 

dominant. This is a highly developed delusional system in which the person 

imagines himself to be someone important or holding some type of super human 

or supernatural power and at the same time imagines a plot — sometimes 

worldwide — against him or his well being. 



Psychosomatic Disorders: Host psychosomatic illnesses are caused by 

emotional events or traumas that cause tension and other signs of stress. 

Hypertension or high blood pressure doesn't exist during sleep, therefore 

proving that there is less stress during sleep than during the waking hours 

Thus, most psychosomatic disorders leave the body temporarily during sleep. 

This makes psychosomatic illnesses different from neurosis and psychosis 

-- for instance, because neurotic and psychotic minds dream on during sleep 

Host stress is caused by changes such as major adjustments and by daily 

hassles and pressures. Stress could be avoided in many cases by using 

proper coping techniques. When the body is under emotional stress glands 

start secreting hormones, and blood and body chemistry undergo changes. 

These changes in body chemistry often tear down or destroy other body tis

sues, Digestive disorders are a common psychosomatic symptom caused by 

emotions of fears. Obesity is another psychosomatic disorder. It can be 

caused by nervous eating habits and by gland malfunction. Self-starvation, 

rheumatoid arthritis, asthma, and diabetes are other psychosomatic dis

orders. Migraine headaches are often caused by anger emotions and also 

other tension. 

Personality Disorders: This group of disorders is characterized by 

deeply ingrained maladaptive patterns of behavior that are perceptibly dif

ferent in quality from psychotic and neurotic symptoms. Generally, these 

are life-long patterns, often recognizable by the time of adolescence or 

earlier. Sometimes the pattern is determined primarily by malfunctioning 

of the brain, but such cases should be classified under one of the non-



psychotic organic brain syndromes rather than here. Some of these more 

common personality disorders are inadequate personality, explosive, 

passive-aggressive, obsessive-compulsive, anti-social, paranoid, schizoid, 

cyclothymic and hysterical. 

Treatment of Mental Illness 

As the historical survey points out, there have been many different 

treatments of mental illnesses throughout the year3. Today there are many 

variations of all prior schools of thought. One of the most effective to

day is psychotherapy, and there are several variations of this method of 

treatment. 

Gestalt Therapy: The Gestalt (German, meaning "pattern") psychology 

was pioneered and developed by Frederick (Fritz) Perls and includes three 

basic facets. The first is the understanding that an individual's behavior 

is a complex pattern that grows out of many related elements. Second, being 

the concept that the individual has the power or at least some power of self 

determination that guides his actions. The third is the building of aware

ness of self and surroundings. The behavioralist stresses the importance 

of environment and stimulus — we are what our surroundings make us. One of 

the biggest realizations that a behavioralist has to achieve is the fact that 

human behavior cannot be explained or predicted by a formula. 

Reality Therapy: This is very similar to Gestalt in that it stresses 

the self responsibility or the power of within the self. Uilliam Glosser 



was the pioneer and developer of the Reality Therapy. This therapy is 

generally used on a singular session and heavily used with juvenile delin

quents. 

Group Therapy: This is based on the interaction between a patient 

and other people or a group of patients interacting with each other under 

the direction of a therapist. In this type of psychotherapy a technique 

called psychodrama is used frequently. This is where a person assumes a 

role either given to him by his therapist or chosen by the individual, which 

he then acts out his interpretation of that role. Psychodrama is also used 

in singular sessions to dramatize a patient's dream or some other inner 

feelings. 

Behavior Therapy: Behavior Therapy, sometimes called behavior modifi

cation, ignores the repressed unconscious emotions and regards this symptom 

as simply a bad habit which needs to be unlearned and correctively relearned. 

The concept of rewarding a patient with something he values is used when the 

desired behavior or action is executed by the patient. By the same token, 

taking something of value from the patient or discomforting him in some way 

helps change the individual's undesireable behavior. This technique is used 

quite successfully in treatment of many behavioral disorders. 



Physical Therapy; For the most part, physical therapy in this con

text does not necessarily refer to the physical building up of the body 

but, rather, to kemo therapy. However, Dr. Uilheim Reich developed a 

popular physical model dealing with body armor in which the physical body 

muscle tones are strengthened and developed; but most physical therapy 

today other than the above body armor method is kemo or drug therapy. 

There are two main categories of drug use as treatment. They are the tran

quillizer group and the psychic energizers or anti-depressants. Although 

the primary concept behind kemo therapy is to get the individual into a 

suitable frame of mind to work with the therapist in psychotherapy — that 

is to say, that the drug makes the patient more susceptible to the use of 

Psychotherapy — most hospitals funded by the state cannot effectively 

function in this manner due to a shortness of staff. 

The other aspect of kemo therapy is that it makes the patient easier 

to "baby-sit" (manageable on the wards). There are many schools of thought 

on the use of kemotherapy. There are some radical doctors and therapists 

who discount the value in using any psychiatric drugs. One of the reasons 

some of these professionals feel this way is that if an individual is exper

iencing an acute schizophrenic episode then that individual should be able 

to live out that inner experience of that time and space. 

Shock Therapy: Electroshock at one time was widely used as a form of 

Physical therapy, the idea was that it would slap the individual whether 

withdrawn, depressed or manic back into "reality". After psychiatric drugs 

came into the picture, the use of shock treatment declined. It is still 



used today in some cases as a last resort or to stimulate a degenerating 

brain. Electroshock is a light electric current which passes through the 

brain for an instant, A convulsion and temporary loss of consciousness 

takes place. After the individual regains consciousness he stays in a 

confused state for several hours, slowly regaining awareness. 

Another type of shock is insulin shock. This is where insulin is 

injected into the patient's blood stream, reducing the level of sugar in 

the blood. Because the brain uses sugar as its main source of foodstuff, 

the patient drifts into a coma. Because of the severe danger in the use 

of insulin shock, a complete medical staff must be on hand supervising con

ditions. This is one reason why insulin shock treatment is not used today 

as widely as it was at one time. 

Psychologists and Psychiatrists 

In the power structure of state-funded mental facilities, there is a 

hierarchy of power positions. The diagram on the following page illustrates 

that pyramid of power. 



Department of Institutions * 
(state agency) 

Superintendent (generally psychia- -
trist or Ph.D. but by Montana law, 
must be a medical doctor) 

Doctors (strictly medical) 

Psychiatrists 

Nurses (in charge of daily routines) 

Personnel (psychiatric aides -
daily care) 

Director of specific department 
within facility 

Counselors (psychologists) 

Social workers (various degrees) 

Holder of medical records)-

Lawyers 

Nurses aides 

Other employees (laundry, cooks)* 

Taxpayers _____ 

Patients 

As the diagram indicates, psychiatrists and psychologists are not 

thought of as equals regarding power in decision making regarding patients 

in a state institution. In fact, nurses and psychiatric aides have more 

influence than psychologists. Psychologists have been trying to raise 

their status for several years. 



There is a good argument for the psychologists and for the psychia

trists. Most psychiatrists feel the patient admitted to a hospital should 

not have a choice whether to receive treatment from a psychiatrist or 

Psychologist. In other words, most psychiatrists feel that all patients 

entering a mental health facility should be diagnosed and treated via the 

medical model. This rivalry is a deep-rooted conflict of opinions. 

The psychotherapy model that psychologists use has its basis in the 

issues of human behavior. Most of the conflict boils down to the education 

of both. In other words, psychiatrists have very little formal training in 

the study of human behavior. Most of their training follows a pattern of 

Pre-med and biology, chemistry and a strong background in the use of drugs 

as therapy. Clinical psychologists, on the other hand, have extensive train

ing in research of human behavior. The very basic discrepancy is that psy

chologists feel that the disorder of a disturbed individual is caused by 

events in his life that are seemingly insurmountable to the individual, 

therefore, causing some mental disorder. The psychiatrist takes the stand 

that the body has a particular deficinecy or inability to manufacture the 

necessary elements to avoid mental disruption. Although these differences 

are apparent, both groups of therapists exchange the use of and mix the two 

models described above. 
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OTHER FACILITIES 

State Hospitals Versus Private Institutions 

State hospitals are legally bound to accept any and all citizens of 

the state who fit the designated facility. They must also accept, as an 

institution, the criminally insane. Being a state facility, they are most 

generally operating on a minimum budget, which leads to shortness of staff, 

overcrowding of wards, and various administrative problems. Host of the 

patients in state facilities come from an urban environment. They are 

generally from a lower social class lacking in education, sometimes in bad 

physical health, and have little or no possessions at time of entering the 

hospital. ThesB patients are usually in and out of the hospital frequently, 

and several are on a long term committment (several years). Some of these 

patients choose this environment as a permanent place of residing primarily 

because they get adequate treatment, three meals a day, no responsibility, 

and ground privileges, so they stay "just a little bit crazy". The hospital 

then issues personal garments obtained from sources like the Salvation Army 

and other charities. Mental disorders of patients in state facilities are, 

as a rule, of a psychotic nature and are commonly profound to severe. 

Private Owned Facility: In private facilities, not everyone is ad

mitted — only those financially fortunate enough to afford the expenses. 

Only in exceptional cases will there be any criminally insane residing or 

receiving treatment in a private facility. In the private hospitals there 

is a higher level of educational degrees held by the patients. For the 



expense reasons there is observed to be a higher middle and upper class-

type individuals. Generally, the patients come from "good" homes and are 

only there on a short term basis. The reasons for the short term commit

ment are: (1) the therapy is condensed, well scheduled, and by extremely 

qualified doctors (because the money is good)} (2) most of the disorders 

are of a neurotic nature. Most of the patients who recover from neurosis 

and are released continue therapy while living in their home environment. 

Private institutions by and large have a much higher patient recovery rate 

than state hospitals. Private hospitals serve a large popularion of busi

ness executives from companies and corporations that send their men away 

for a few weeks of therapy and relaxation, whether by request or when they 

notice a neurotic behavior due to the pressures of their job. 

Prison or Hospital? 

State prisons and state hospitals are somewhat related in that they 

are both state organizations operated by the same agencies and that they 

both deal with the confinement of human beings. Even the architecture of 

some of the hospitals built in the 1940's and 50fs reflect similar charact

eristics as that of a prison. The point is noted that prior to the use of 

kemo therapy and prior to the lobotomy operation, patients were confined 

by chains and shackles as well as leather straps and locked in calls like 

prisoners. However, today the two cultures — prison and hospital — are 

quite different. 

The prisoner is to be confined and in a way punished by isolation from 

society because of his social misbehavior. There are counselors who pro-



vide therapy sessions for prisoners as an attempt to modify previous 

behavior. Prisoners are on a strict schedule of activities and at the 

same time strictly confined. The mental patients other than the forensic 

patients and the custodialy dangerous patients are drugged most of their 

hours. They are mentally unsound. They are institutionalized not to 

be punished for their social crimes but to be helped to regain their 

social and coping skills and behavior. 

Prisons and hospitals do parallel in some respects. The prison has 

its "halfway house" in which the prisoner is prepared to go back out into 

the normal culture. The mental hospital has its community mental health 

clinics in uhich the mental patient learns preparation to go back into the 

normal culture. 

Fundamental Goals of Mental Hospitals 

The following is a list of objectives that administrators of mental 

hospitals feel are important. They are not goal statements as such# 

(1) To help people who have become alienated and expelled from the 

community regain those social skills which they have seemingly 

lost. 

(2) To prevent any further loss of social skills remaining at the time 

of admission to the hospital (maintaining). 

(3) To help patients acquire social skills which are lacking and whose 

absence has reduced social effectiveness and so increased the 

chance of alienation. 



(4) To prevent the acquisition while in the hospital of habits 

and attitudes which unfit the patient for life in a larger 

community. 

(5) To provide mental health services including the diagnosis, care, 

treatment and rehabilitation of ill persons. 

(6) To conduct research into causes, treatment and prevention of 

mental illness. 

(7) To conduct training for mental health specialities and disciplines. 

(8) To educate the public of the problem of mental illness and to 

create an awareness and acceptance of mental patients. 
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PHILOSOPHY AND DESIGN 

Thesis Statement 

The mental patient who is capable of responding to his environment 

will do so either consciously or unconsciously. Therefore, a non-oppressive 

environment will stimulate an attitude in response which will in turn affect 

his behavior and/or lead to positive mental growth. 

"We shape our buildings and later they shape us." 

— Winston Churchill 

"The behavioralist stresses the importance of environment and 

stimulus - we are what our surroundings make us." 

— Volume Library 

Dr. R. D. Laing 

Dr. Laing is a radical, quite well known psychiatrist, the author of 

several books on mental illness, progressive psychology, psychiatry and 

therapies. He has conducted experiments concerning severe schizophrenia. 

One of his most popular experiments was that of Kingsley Hall in London, 

England. 

Kingsley Hall was an old, three-story brick building built around 1910. 

In 1965 a group of people headed by Dr. Laing leased the building, calling 

themselves the Philadelphia Association. The experiment lasted from June 



1965 to November 1968. The building could accommodate only 14 people at 

a time. Some of these were patients and some were Laing1s co-workers and 

followers. In those 3 years, 104 persons stayed there. 

There was no use of drugs, nor was there use of any controls. The 

patient operated on self reliance and Laing's guidance. If patients wanted 

to stay in their rooms, they stayed in their rooms. If they wanted to run 

up and down the hall, they could. There were no suicides during the 3 years. 

Eighty-five percent were between the ages of 20 and 40, two thirds of which 

were men. Sixty-five of the 104 people were classified as patients with 

previous hospitalization. Three—fourths of all were diagnosed as schizophrenic. 

Only 9 of the 104 have been hospitalized since leaving Kingsley Hall. The 

doctors and the patients co-habitated and shed their roles. This was also 

an attempt at communal living. Group therapy in its most pure form was ex

perienced. 

Laing believes that an acute schizophrenic episode is sometimes simply 

an unveiling of the inner or true self in that the false self has been serv

ing to maintain an outer behavior normalcy that long ago may have failed to 

be any reflection of the state of awareness in the secret self. The outside 

self is just a socially acceptable skin or cover that should reflect the in

side self. 

Most contemporary hospitals with locked wards, medication and other 

"controls" are attempting to restore the split between the real (inside) and 

the false (outside). Laing questions the concept of mending or bringing 

together the split. He would much rather guide the patient's exploratory 

journey into the inner or true self and then after that discovery is made, 

work on building an outside self that reflects the inner time and space. 



Laing objects to psychiatrists who spend much time and energy under

standing and use the medical model that is when the psychiatrist treats the 

patient and spends time observing and categorizing symptoms leading to a 

diagnosis. During this time the therapist with his assumed scientific ob

jectivity prevents rather than facilitates his understanding of the patient 

— "the psychiatrist sees the patient through a filter of diagnostic criteria 

which do violance to a two-sided interpersonal situation." 

Laing gives the example of two policemen interrogating a suspect. One 

is saying, I want to understand; the other is saying, I want information. 

Laing admires Freud and his concept and understanding the patients' experience 

of the world. 

Laing1s philosophy is the link between the architecture of a conventional 

state mental hospital and the conceptual solution of my thesis. My method 

will take Laing's philosophy of community which he exercised at Kingsley Hall, 

and his philosophy of understanding a mental patient and his journey of inner 

exploration and implement these ideas into a three-dimensional functioning 

system which would stimulate the desired behaviors reinforced appropriately. 

Laing, as stated above, would prefer that the use of kemo therapy not be 

used. Even though many psychologists and other professional therapists agree 

with this philosophy, in my particular solution the use of psycho drugs would 

be anticipated as moderate and only in cases where kemo therapy is essential. 

In a state facility there will be several cases of mental disorsers with which 

to be dealt. Some will require different therapy than others. 

The community concept is not meant to work effectively for all patients. 

It is meant to be a transitionary step between the community health clinic 



and the confines of the hospital. It is conceiv/ed to operate on the token 

modification therapy. Perhaps with the changing of some legislative move

ments, real monies could be earned by the patients for performing menial 

labor tasks. The environment is also an attitude created by the patients 

and the administration of the hospital. If the patients have a negative 

connotation of their surroundings, their inter communication amongst them

selves will reflect their perception and create a general attitude, i.e., 

Mr. Kerwin Uarnick, a patient at Warm Springs, said in his publicly-read 

paper that for years Uarm Springs has been a bad place to be. The patients 

think it is bad and therefore it is. 

In dealing with individuals on a therapeutic level, depending on the 

individual as well as the therapist, there may arise a condition where the 

patient-therapist relationship is confidential and nearly sacred to the 

patient. In such a situation perhaps the architecture of the "therapy space" 

could reflect and honor this relationship. In other words, a spiritual 

sense of place could help define the patient's experience of his therapy. 

On the other hand, if the patient-therapist relationship is a more open and 

public experience, then perhaps the sessions could be held in the street of 

the community area, as an example. 

It is a popular idea to have a "time-out box" or padded call accessible 

for immediate use in most institutions having behavioral disorder problems. 

The need for such a device is recognized. However, I feel it can be dealt 

with in an architectural manner that would enhance the patient's discovery 

into his inner self rather than arrested. What I am 3aying with all of the 

above is that the architecture of this facility or any facility should reflect 

the process of the system under which the facility operates. 



Laing said in his metanoia papers "we asked what could happen if we 

began by changing our set and setting, to regard what was happening as a 

potential healing process." Laing essentially is saying the same thing as 

I am, the setting has the potential and should reflect the process. 

Programming 

In this facility there will be patients with many different disorders 

including units of geriatrics, forensic, children, alcohol and drug addic

tion, and other psychotic conditions. There will be a research clinic which 

will operate as a lab and as a working part of the complex. There will be 

housing for the staff and quarters for visitors. There will also be recre

ation areas, a library, and a religeous center. There will have to be a 

physical plant and maintenance department to fulfill the necessary operating 

functions. 

The capacity of the facility is to bB approximately 250 patients. The 

patient-staff ratio should be close to 1:1. In other words, accommodations 

for staff and administrative personnel would be suitable for 250 persons. 

Site Selection 

The need of a mental hospital in eastern Montana was brought to my 

attention by Dr. Camilla M. Anderson, a psychiatrist practicing in the Sidney 

area. The needs of the citizens of Montana are the first thing to consider in 

selecting a site for them. It is important that patients have visitation by 

their families and other caring people. It is not feasible to travel from 

eastern Montana across the state to Warm Springs to visit someone briefly. 



Even though the trend in the United State3 toward mental illness is 

taking a suing away from mental hospitals and advocating mental health 

community clinics, there will always be a need for mental hospitals. There 

are community clinics dealing with mental health in several cities of Mon

tana. In the eastern part of the state there are clinics at Glasgow, Glen-

dive, Miles City and Billings. At this point there is no such facility at 

Sidney. Dr. Anderson stresses the need for a regional master plan for mental 

health facilities throughout the state. If such a plan is to Bxist, Billings 

would have the regional center facility. Sidney would have the primary east

ern facility. 

Much of Sidney's younger population are leaving the area to seek employ

ment. Should a hospital be built there, as previously stated, there would be 

a need for a staff of about 250 persons. This would help solve Sidney's 

unemployment problems. 

It is clear to see from the regional patient listing at Uarm Springs 

that it is not sufficiently meeting the needs of the far eastern part of the 

state. The immediate area site selection is based on the function of the land 

use plan of the outlying Sidney area. The site was to be chosen to have some 

water near or on the site itself. However, this water was not to be hazardous 

to the function of the hospital or lives of the patients. The area north and 

west of Sidney is highly recreational, as is the Yellowstone River in that 

area. Therefore, the hills to the south across the river and a little bit 

east seem to be more private and have sufficient water and recreational walking 

areas suitable for a mental health complex. 
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SITE ANALYSIS 

Economic Summary of the Sidney Area 

The region grew little but sagebrush and sparse grass until the 

Reclamation Act of 1902 provided for development of arid lands in the 

West. A group of irrigation minded settlers petitioned Congress and 

the Secretary of Interior for investigation of the potential for irri

gating what is now known as the Lower Yellowstone Project. Construction 

began in mid 1905 and was completed in the spring of 1909 for approxi

mately 40,000 acres. Later developments brought the total irrigable 

area to approximately 60,000 acres. 

Construction of the Holly Sugar factory at Sidney in 1925 was an 

important stimulus to the irrigation project and the entire community. 

Sugar beBts became a leading cash crop, and the sugar beet industry 

brought a companion industry of leading value — livestock feeding. 

This developed into the largest feeding area in the State of Montana. 

Sheep and cattlemen within a radius of 100 miles depend on the Project 

for sale of feeder cattle and sheep for feed in drouth years to sustain 

their herds. 

Agriculture leads the area economically, as well as livestock, the 

Holly Sugar refinery, Livestock Auction Market, Northern Plains Research 

Center, and the Montana-Dakota Utilities generating plant. Oil explora

tion in the area has increased in the past two years, and there has been 

a development of coal fields in the region of eastern Montana. 



Local Recreation 

There are approximately 50 acres set aside for fourteen public parks 

in Sidney and the surrounding area. The Yellowstone River provides fish

ing, camping areas, and picnic facilities. The annual summer fair includes 

such attractions as rodeos, horse shows, carnival rides and games. Hunting 

is a favorite sport, as deer and antelope are plentiful in the region. 

Miscellaneous Data About Sidney 

Access to Sidney can be by Highway 16 (east/west), Highway 200 (north/ 

south), or by Frontier Airlines which serves nearby Richland County Airport. 

There is a 55-bed Community General Hospital, one senior citizens home, 

eighteen churches, four public schools (one senior high, one junior high, 

and two elementary), the Richland County Library, one hotel, three motels, 

trailer courts and overnight camping facilities. 

Service clubs such as Lions, Daycees and Kiwanis strive to better the 

community. In particular, the Kiwanis sponsors such community activities 

as an annual Easter egg hunt, scout troops, and a Rural Beautification Con

test. To be noted is the fact that these organization members are primarily 

local businessmen. Being such, it is important that they foster an accepting 

attitude toward a mental health facility nearby — not only from a business 

point of view, but as paving the way for their fellow citizens^ positive 

attitude toward patients in the institution. 



Climate Description 

The climate of Sidney and vicinity is characterized by marked season 

changes. Extremes of temperatures are encountered — winters being cold, 

while summer days are usually pleasantly warm. In winter, temperatures 

below zero are not uncommon. As in most of Montana, when temperatures are 

low, however, the air is generally dry. At the other extreme, temperatures 

above 100 degrees may be reached during the summer months. The low humidity 

though, keeps hot summer days from becoming oppressive. 

Summer precipitation is variable from year to year. Generally, more 

precipitation occurs in the spring and summer months than in winter. Even 

so, the rainfall plus the use of irrigation is adequate for successful farm

ing operations. The average rainfall is thirteen inches per year. 

The growing season ranges between 110-135 days. On the average, the 

latest freezing temperature in spring occurs in mid-May, and the earliest 

occurs in autumn in late September, 

Nearly equally distributed clear and partly cloudy skies occur about 

70% of the time — in the summertime about 80^. Because of Sidney's north

erly latitude, long hours of daylight prevail in the spring and summer. 

These conditions are conducive to rapid growth of vegetation, making suc

cessful agricultural pursuits possible in spite of the relatively short 

growing season. 

Topography Description 

Sidney lies in a flat valley along the Yellowstone River, The surround 

ing country is rolling. Hills to the northwest are highest, ranging from 

250 to 300 feet in height. 



CONCEPT 

The idea of having the complex exist as a community is an important 

aspect of the concept. A percentage of the staff will be living in the 

community as yell as the patients. This action helps to strengthen the 

community goal. A big brother/big sister-type program will be initiated 

in the community and the participants uill get token reinforcement. The 

staff that is living in the community may very well take part in this 

program. 

The campus will operate in its physical planning to reflect the organ

ization and progression of patient mental health and positive behavior. 

The institution will be a physical interpretation of a behavioral modifi

cation model which will accommodate several different mental disorders. 

The "community" as a whole system will operate on a token economy. 

There will be three main levels of achievement designed to stimulate 

incentive toward a positive mental attitude. The first level would be that 

of a highly supervised patient with little or no responsibilities or priv

ileges. The second stage would be an intermediate level of responsibility 

and privileges earned by marks of accomplishment toward maintaining a 

healthy mental status. The third level would be the patients who have 

achieved and surpassed the second level and have stabilized their own dis

orders to such a degree that they are capable of accepting light responsib

ilities and who have gained privileges through accepting responsible posi

tions. As the patient progresses through these stages, he is then faced 

with simple life changes; for instance, moving into a more comfortable 



living unit and surrounded by a new group of people. The patients who 

have achieved the third level will live and operate in the village area 

of the community. 

The village area will be socially structured as to present tempta

tions as well as opportunities to perform acceptable behaviors. The few 

contingencies that will exist will be man-made and highly re-enforced. 

Should a patient living in the village area submit to temptations or test 

any of the contingencies, he will be dropped from the village living 

status and "sent down" to the first level of achievement. On the other 

hand, if a patient lifts himself through the village with increasing 

progress toward permanent mental stability, then he will be released and 

will have the necessary basic tools to cope with the stress that living 

in a "normal" community presents. 

Accepting responsibilities and helping other people are two major 

goals of institutional care. Through helping others, the patient gets 

a feeling of self worth and importance. By communicating with each other, 

patients will develop social skills that are necessary to survive outside 

the confines of the institution. 
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