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Abstract

This article explores the uses of the terms social exclusion and social inclusion in a mental health context. We briefly describe the origins of the term social exclusion and analyse its connotations in relation to four key dimensions: the relative, multifactorial, dynamic and transactional. We discuss Levitas’s three discourses concerning social exclusion (the redistributionist, moral underclass and social integrationist) and present a case in favour of a fourth perspective, societal oppression. Focusing on social inclusion as a remedy for the ills of social exclusion, we discuss implications for contemporary mental health policy, practice and research. We highlight the potential contribution of social psychology to social inclusion theory. We conclude that a better theoretical understanding of causal mechanisms is needed to enable the development of more socially inclusive mental health services. 

Applying the principles of social inclusion to adults with mental health problems is increasingly seen as desirable. In the UK, the National Social Inclusion Programme has been established to take forward the recommendations of the Social Exclusion Unit’s influential report and action plan Social Exclusion and Mental Health (Office of the Deputy Prime Minister, 2004a,b). 

Much has been written about the history of the concept of social exclusion (Percy-Smith, 2000). It became influential in social policy at national and international levels during the 1990s (Dahrendorf et al, 1995; Rodgers et al, 1995; Room, 1995). The European Union set up an observatory on national policies to combat social exclusion in 1991, and continues to reinforce the theme by requiring national governments to submit annual reports on how they are tackling the issue. This is one factor that keeps the theme live in UK policy circles and it tends to be adopted by interest groups whenever an injustice is perceived or policy priority is sought. In the media, ‘social exclusion’ seems to have passed into everyday use: 

‘Of all the disadvantaged groups in society, the disabled are the most socially excluded. Until relatively recently, many were hidden away from the rest of society in institutions. But the problems that Britain’s estimated 8.5m disabled people face have not gone away – life opportunities remain severely restricted for many’ (The Guardian Society, 1999, 28 July, p. 7);‘The railways must combat the “social exclusion” that leads to professional people using trains three to four times more than non-professionals, the Rail Passenger Council said yesterday. It also called for increased, focused investment for rural railways’ (The Independent, 2000, 19 June, p. 8);‘Ways need to be found to help pupils with emotional and behavioural difficulties in Northern Ireland to avoid them being socially excluded, it was claimed today’ (Belfast Telegraph Newspapers, 2003, 16 September).

Used as a term of condemnation, ‘social exclusion’ makes the accuser’s position clear, but it begs the question ‘Who is excluding whom from what?’ In the examples given above, society appears to be excluding disabled people in general, the railways to be excluding non-professional people from using trains, and schools to be excluding certain children from their peers by suspending them from school. Beneath these answers lies a further layer of assumptions: that social exclusion can be remedied; that it should be addressed as a matter of public concern; and that responsibility for doing so is located in some agency. From the examples given, these may be large and indeterminate (society), private enterprises (the railways) or public bodies (education). Government is invoked to ensure that its own departments and other agencies take seriously their alleged responsibility for preventing social exclusion, and psychiatry has also been called to order with regard to the matter. 

In the UK today, there is a strong consensus that the state has a role in reducing social exclusion; this follows directly from much European economic and social policy and it is also the understanding of the United Nations. But these supra-national bodies are predominantly concerned with gross forms of exclusion such as mass unemployment, slavery, disenfranchisement and oppression on ethnic grounds. Subtler forms of exclusion are at work in relation to the situation of people with mental health problems. It may help to understand the significance of social inclusion and its relevance to mental healthcare if we first undertake some conceptual analysis. 

Previous Section

HYPERLINK "http://apt.rcpsych.org/content/14/2/131.full" \l "sec-6" \o "What do we mean by socially excluded?"Next Section
Defining social exclusion

Exclusion is a complex concept and many uses of the term fail to do justice to its connotations. Social exclusion tends to be used to describe the position of an individual or group in relation to others, or in relation to benefits that society is supposed to offer, for example physical security, adequate nutrition, shelter, family life, employment, social support, community participation and political involvement. Often, for ‘social exclusion’ we can substitute the words ‘disadvantage’, ‘poverty’ or ‘discrimination’ without any loss of meaning. Yet it is overly simplistic to condemn everything one dislikes as ‘exclusion’ and everything one aspires to as ‘inclusion’. The analysis presented below identifies four key dimensions of social exclusion: the relative, the multifactorial, the dynamic and the transactional (Fig. 1⇓). Each of these implies certain remedies for exclusion or approaches to inclusion, and thereby offers indications for mental healthcare and other agencies tasked with addressing social exclusion. 
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Fig. 1 
Four key dimensions of social exclusion.
The relative dimension

First, the concept of inequality underlies most definitions of social exclusion, making it essentially a relative concept, akin to notions of deprivation or disadvantage. This is the most common understanding of social exclusion, and is reflected in the accusations against schools and rail companies cited above. 

The multifactorial dimension

Second, social exclusion is inherently multifactorial: in addition to describing the position of an individual or a group in relation to other people or groups, the concept implies that this disadvantage is due to more than one factor (Burchardt et al, 2002). These factors may be interrelated, such as poverty, poor housing, poor education and poor health. Such an amalgam of problems has also been described as ‘multiple deprivation’. This is why the use of the term social exclusion in relation to rail passengers gives pause for thought. One might think that people who cannot afford to take the train are not disadvantaged in any other way, but describing their situation as social exclusion draws attention to the possibility that without this mode of transport they are also at risk of missing out on other entitlements, perhaps education or employment. 

The dynamic dimension

Third, beliefs regarding multiple deprivation are far from new, but the concept of social exclusion adds another dimension, emphasising the processes that operate to create and sustain it. Exclusion is not a fixed state, it may be transient, recurrent or a more long-term experience (Burgess & Propper, 2002). Hence, social exclusion is essentially dynamic: people move in and out of the conditions that lead to exclusion, for example poverty, unemployment or ill health. Giddens (1998) stated that exclusion is concerned with mechanisms that work to disconnect groups of people from social mainstreams. This is sometimes referred to as a cycle of disadvantage or deprivation. The patterns and processes by which these movements into and out of social exclusion come about are therefore of interest to those concerned with social change, in particular if the mechanisms seem to be amenable to intervention. Reflecting this dynamic dimension, in 2004 the Social Exclusion Unit (now the Social Exclusion Task Force) published a series of reports entitled ‘Breaking the Cycle’ (http://www.cabinetoffice.gov.uk/social_exclusion_task_force/publications.aspx#published97). 

The transactional dimension

Finally, and most distinctively, social exclusion locates individuals or groups in relation to wider structures of society, so it has a transactional dimension. From this perspective, exclusion limits the interactions that are possible between individuals, families, communities, regions and even nations. Since these interactions are reciprocal, not only the excluded are affected: exclusion affects all of society, for better or worse. 

Prison is an example of social exclusion that is planned and implemented by a system established to protect society and punish deviants. Slavery is an extreme form of social exclusion that both dehumanises individuals and deprives society of their full participation. Each describes a dyadic relationship (criminal justice system–prisoner, owner–slave) that is understood to have goals beyond the immediate interests of the parties directly involved. These higher goals are formulated in abstract terms: ‘law and order’ or ‘economic prosperity’. 

This transactional aspect of social exclusion indicates that remedies cannot be found solely from the perspective of the excluded. Exclusion cannot exist unless someone or something brings it about, be it through inadvertence, the operation of a system (e.g. institutional racism) or active discrimination by individuals. A transactional understanding of social exclusion is of particular importance in the promotion of political engagement and avoidance of conflict. 

The higher goal of ‘social cohesion’ has been introduced as the justification for actions to reduce social exclusion. In the face of the rapid changes brought about through economic integration and migration across the continent of Europe, social cohesion has emerged as a major policy objective in the UK as in other European nations (Levitas, 2005): social exclusion poses a threat of social disintegration and, with it, economic failure. 
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What do we mean by socially excluded?

In short, when we say that individuals are socially excluded, we mean that they are disadvantaged and that this affects several aspects of their lives. Disadvantage is a necessary but not a sufficient condition of social exclusion. We also mean that they were not born disadvantaged and need not remain that way. Finally, exclusion is a two-way street: it affects people’s status as members of a community and their political influence as members of a state; consequently, the wider society is also affected to the extent that it creates or tolerates social exclusion. 
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Social exclusion and the state

As outlined above, to proceed from the identification of social exclusion as an ill to the adoption of a remedy, one moves through an understanding, explicit or implicit, of how the state and society interact. It may be helpful to consider these responses in relation to alternative ‘discourses’ of social exclusion. Levitas (1998) describes a discourse as a set of interrelated concepts acting as a ‘matrix’ through which to understand the world. Noting that the term discourse has to some extent replaced ‘ideology’ within social science, she points out that use of the word draws attention to the importance of language ‘not simply as a way of expressing the substance of political positions and policies, but as that substance’ (1998: p. 3). In relation to social exclusion, Levitas identifies three discourses (Box 1⇓, items 1–3). 

Box 1 
Discourses of social exclusion

1. The redistributionist discourse: exclusion results from poverty and can be prevented by redistribution of wealth 

2. The moral underclass discourse: individuals are responsible for their own exclusion, through their behaviour or cultural choices 

3. The social integrationist discourse: ‘exclusion’ = ‘unemployment’, so paid employment eliminates exclusion 

4. The societal oppression discourse: exclusion is the fault of the excluders, not the excluded 

(Items 1–3 after Levitas, 1998) 

The redistributionist discourse

The redistributionist discourse is mainly about poverty: it sees income inequality as the cause of exclusion, and economic mechanisms such as taxation and welfare benefits as means to reduce it. The redistributionist discourse on social exclusion does not account for non-material causes of exclusion such as discrimination experienced by minority ethnic groups or disabled people. 

The moral underclass discourse

The moral underclass discourse is concerned with the behaviour or the culture of individuals, for example young people, ex-offenders, single mothers or adults lacking basic skills, whose apparent failures and inadequacies are seen as the cause of their own exclusion. Remedies might include programmes targeted at specific social groups, for instance work-related training and parenting classes. With its focus on individuals and families, this discourse gives little attention to the structural or institutional factors that contribute to exclusion, such as inadequate housing, lack of amenities and labour market forces. 

The social integrationist discourse

The social integrationist discourse sees inclusion mainly in terms of paid employment, to the extent that ‘inclusion’ and ‘employment’ are virtually synonymous. This is the understanding of social exclusion that dominates European social policy. It is also the nearest discourse to contemporary policy on social inclusion in England, illustrated by the emphasis on economic integration in the work of the Social Exclusion Task Force (2007): 

‘Britain has enjoyed a strong economy and growing prosperity in recent years, but we would be more prosperous still if the talents of each and every member of the community could flourish. Social exclusion and wasted human potential are harmful to the country as well as to those individuals suffering from them’.

For the most part, the social integrationist perspective fails to address exclusion in the work place and gives little importance to unpaid work within society, which includes voluntary work, caring for dependants, neighbourhood and political involvement, and other activities associated with the strengthening of communities and the welfare of individuals. 

A fourth discourse: societal oppression

These three discourses identify respectively poverty, culture and unemployment as the prime causes of social exclusion. We would like to put forward for consideration a fourth perspective, the societal oppression discourse (for its origins see, e.g., Adams et al, 2002). Societal oppression is mediated through interpersonal relationships, inter-group dynamics or institutional systems, and it appears to operate independently of the other three discourses. Social inclusion requires the more powerful actors to recognise the part that they play in oppressing the excluded. To some extent, this discourse is the inverse of the moral underclass discourse. In both perspectives, sectors of society are identified in terms of their personal attributes and are disadvantaged as a consequence. In the moral underclass discourse this unfavourable treatment is judged to be the fault of the victim, but in the societal oppression discourse, it is blamed on an unjust, powerful overclass. Like the other three discourses, the societal oppression discourse can be used to enhance our understanding of how to promote social inclusion. It may, for example, be applicable to the coercive role that psychiatrists have as agents of the state when implementing parts of the Mental Health Act. 

A meta-discourse

The richness and utility of the concept of social exclusion is that it can be used to condemn a wide range of social ills and to justify any policy response that promises to remedy them. Groups whose political beliefs or discourses do not coincide can all decry it with a single voice, although they will differ over what to do about it. We may therefore call social exclusion and inclusion a meta-discourse; with these terms people from different political perspectives find a common language of condemnation and praise. 
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Social exclusion and mental health

‘Social exclusion’ began to appear in the mental health literature around the turn of the century (Sayce, 1998; 2001; Morris, 2001). The Social Exclusion Unit’s report on mental health and social exclusion (Office of the Deputy Prime Minister, 2004a) showed just how far people with mental health problems fit the definition of the ‘socially excluded’. Responses are identified in the UK National Action Plan on Social Inclusion 2003–2005, which states that: 

‘The fight against poverty is central to the UK Government’s entire social and economic programme. Tackling the roots of social exclusion – in particular, discrimination, inequality and lack of opportunity – is an essential part of the vision of a successful and prosperous society. And breaking down barriers to employment goes hand in hand with promoting social inclusion’ (Department of Work and Pensions, 2003: p. 3).

The report was followed by an action plan on mental health and social exclusion (Office of the Deputy Prime Minister, 2004b), which evolved into the National Social Inclusion Programme, about which more is said below. 
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From exclusion to inclusion

Relativity

Prescriptions for alleviating social exclusion in mental healthcare may be derived from each of the dimensions and discourses identified here. For example, one remedy implied by the relativity of social exclusion is to reduce the differences between people with mental health problems and others. One major difference lies in the purchasing power of each group, with a high proportion of people with mental health problems reliant on social security benefits for their income. In this respect, the promotion of ‘direct payments’ is a step towards greater social inclusion (Box 2⇓). Holding the budget for their own care has potential to place individuals with mental health problems on a par with people who have the financial resources to buy what they need. In practice, the opportunity is rarely realised, owing to low take up of direct payments (Ridley & Jones, 2002; Newbiggin & Lowe, 2005). Nevertheless, financial strategies like these fit well within the redistributionist discourse, and their shortcomings reflect its blind spots: inequality is inevitably part of exclusion, but exclusion has other, additional causes. In terms of our dimensions, it is compounded from multiple sources. For a person seeking direct payments, poor education, low levels of social support or living in an area where there is a poor supply of care alternatives pose additional obstacles to social inclusion. 

Box 2 
Direct payments

‘The Community Care (Direct Payments) Act, introduced in 1996, gave local authorities the power to offer people a cash payment instead of direct services … The payments can be used to pay an agency to provide the support the individual wants, as well as to directly employ personal assistants to enable the person to live the way they want’ 

(Ridley & Jones, 2002: pp. 643–644) 

Multiple deprivation

Responses to multiple disadvantages need to be multifaceted. In mental healthcare, this implies a need for concerted action from a range of public sector agencies, including health, social care, education and housing. An example in mental health is the development of care planning to incorporate assessment of diverse needs, mainly through the care programme approach (CPA). Not only is this more inclusive, it may also be more effective (Schneider et al, 2002; Carpenter et al, 2004). 

The discourse surrounding oppression is particularly relevant to the analysis of the multiple sources of exclusion. There is an imbalance of power between service providers and service users or carers. Knowledge about mental illness and decision-making power are unequally held. Paradoxically, therefore, being the focus of attention of mental health services can contribute to exclusion. Noble & Douglas (2004) reported that service users want more involvement in decision-making about their own care, whereas carers want good information and communication with services. Services that work to increase participation and user (or carer) autonomy are essential components of a strategy to reduce social exclusion. 

Dynamic theories about the origins and outcomes of mental health problems are familiar: one such is the vulnerability–stress–coping (or restitution) model of mental illness. Moreover, given the cyclical nature of some mental health problems and the therapeutic orientation of services, a dynamic understanding of social exclusion translates easily to mental health. From a dynamic perspective, the process whereby a person becomes socially excluded can be intercepted and countered. The discourses indicate possible tactics for doing so, but we have also seen that each discourse may be criticised for not considering some aspect of social inclusion. In particular, an intervention that helps one aspect of inclusion may harm another. Direct payments may reduce the relative disadvantage but might also entrench the individuals’ dependence on benefits, preventing increasing social inclusion when their illness improves or remits. A dimensional approach to social exclusion helps us to examine the unintended effects of strategies to promote inclusion. 

Social transactions

The relational nature of mental healthcare offers numerous opportunities for social inclusion to be increased or decreased. One burgeoning field of research and development concerns stigma, a barrier to social inclusion that operates at the level of public attitudes and can affect the self-confidence of people with mental health problems (Rusch et al, 2005; Thornicroft, 2006). 

Demos and ethnos

Huxley & Thornicroft (2003) differentiate between two types of social inclusion: that which corresponds to the Greek idea of demos – the political community – which grants (or withholds) rights; and that which corresponds to ethnos – the cultural community – which relates to belonging. A person’s membership of the demos means that he or she has the legal status of citizen and may participate in political life, but this does not necessarily involve acceptance as a member of the cultural community (the ethnos). The involuntary nature of some mental healthcare means that people may be detained against their wishes. The nature of this interaction is inherently exclusionary for the individuals affected, as it separates them from their usual social environment and also deprives them of fundamental rights. In doing so, it contravenes both ethnos and demos. 
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Implications for psychiatrists

To return to the questions implied at the outset, can social exclusion be remedied, should it be addressed and, if so, what responsibility does the psychiatrist have in this? The development of the National Social Inclusion Programme to oversee the implementation of the Social Exclusion Unit’s report Mental Health and Social Exclusion (Office of the Deputy Prime Minister, 2004a) demonstrates the government’s response in England to the moral question: it should be addressed. This programme is designed to coordinate government departments and is divided into seven areas, listed in Box 3⇓. Therefore, the responsibility for fostering social inclusion is seen to lie with government departments. 

Box 3 
The 
Psychiatrists are clearly expected to play their part: in April 2007 social inclusion was named as a policy priority for mental health services over the next few years (Appleby 2007a). Step-by-step guides to socially inclusive mental health services are available (Department of Health, 2006a,b). However, the emphasis placed on breaking down traditional barriers could pose a threat to psychiatrists’ professional identities: ‘Employment, housing and a strong social network are as important to a person’s mental health as the treatment they receive’ (Appleby, 2007b: p. 1). A socially inclusive approach may also demand skills, such as community development and conflict resolution, that are not normally acquired though psychiatric training. This is reflected in their inclusion in the list of ‘essential shared capabilities’ for the mental healthcare workforce (Hope, 2004). 

There remains the question of whether social exclusion can be remedied. The National Social Inclusion Programme’s Inclusion Database (www.socialinclusion.org.uk/good_practice/?subid=78) contains information on over 500 projects that ‘enable people with mental health issues to engage with their local communities’. It is organised into nine ‘life domains’ (Box 4⇓). The database gives examples of what is being done in the name of social inclusion in mental health, but the rationale behind these activities is not explained and, as we have already been pointed out, there is danger in using the term ‘social inclusion’ simplistically to convey general approval. 

Box 4 
Repper & Perkins (2003) provide a descriptive account of strategies to promote social inclusion from a mental healthcare perspective, with plenty of advice underpinned by practical experience. They report evidence that social inclusion can in certain circumstances be promoted by mental health services. However, if sustainable and replicable strategies for social inclusion are to be put in place, a clearer understanding of effective mechanisms to bring it about is required. In the next section we highlight theoretical frameworks from social psychology that might explain why certain types of organisational structure and interpersonal activity may be more conducive to social inclusion than others. Such frameworks enable the formulation of strategies to promote inclusion or diminish exclusion. 
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Social psychology

Social identity theory

Social identity theory is an attempt to understand inter-group discrimination. Its authors, Tajfel & Turner (1979), posit that membership of social groups forms part of a person’s self-concept and predict that people are positively biased towards their own group (the ‘in’ group). The theory brings together two fundamental cognitive concepts: mechanisms of classification, by which people, events and objects are placed into categories; and mechanisms of comparison, by which people compare their group with other groups. The product of the classification and comparison processes is ‘social identification’, which has an impact on a person’s self-esteem. If membership of a group has a positive effect on self-esteem, then the individual’s social identification with that group (the ‘in’ group) increases, leading the person to incorporate the group membership as part of their self-image. At the same time, a negative bias is predicted towards other groups (the ‘out’ groups). This bias can result in discrimination, leading to low self-esteem among ‘out’-group members and a negative self-image (self-stigma). This theoretical framework of social identity has been expanded in relation to people with mental health problems to explain stigma and to indicate how the impact of discrimination may be countered (e.g. Link & Phelan, 2001; Corrigan & Matthews, 2003). 

Allport’s contact hypothesis

Allport (1954) offers an alternative theoretical framework that might guide interventions to promote social inclusion in mental health. His theory, which has been developed mainly in relation to race and ethnicity, is known as Allport’s contact hypothesis. Identifying ‘in’ and ‘out’ groups, the theory states that equalising the status between the two groups, for example through the pursuit of a common goal, will promote direct contact and that the familiarity that ensues offers an opportunity to disconfirm stereotypes. This in turn increases perceived similarity between the two groups and promotes greater liking. It is principally the positive contact (prolonged, meaningful, pleasant interaction) that has the desired effect, and this is generalisable to many types of group (Pettigrew & Tropp, 2006). 
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Conclusions

There is strong commitment to social inclusion in UK mental health policy and, more broadly, in European social policy. Social inclusion is a worthy goal of mental health services, but its attainment requires extensive social change. Within services, structures, systems and the balance of power between clinician and patient will have to be re-examined. Beyond services, social exclusion is perpetuated by public prejudice, by far-reaching discrimination and by the association between mental illness and other indicators of deprivation. The dimensions and discourses described here indicate many areas for intervention and various approaches that could be adopted. 

Social psychology offers theoretical frameworks that may be used to identify promising interventions and predict their effects on social inclusion, but a more developed account of the mechanisms and causes of social inclusion in mental healthcare is needed. Social inclusion in mental health may be described as ‘a discourse in search of a theory’. A coherent theory of social inclusion in mental health could act as a fulcrum, turning policy commitment into systemic change. Without such a theory, the title of this article must remain a question. 

ARTICLE TWO
Information about Mental Illness and the Brain (Page 1 of 3)
http://science.education.nih.gov/supplements/nih5/mental/guide/info-mental-a.htm
1 Defining Mental Illnessa 

We can all be “sad” or “blue” at times in our lives. We have all seen movies about the madman and his crime spree, with the underlying cause of mental illness. We sometimes even make jokes about people being crazy or nuts, even though we know that we shouldn’t. We have all had some exposure to mental illness, but do we really understand it or know what it is? Many of our preconceptions are incorrect. A mental illness can be defined as a health condition that changes a person’s thinking, feelings, or behavior (or all three) and that causes the person distress and difficulty in functioning. As with many diseases, mental illness is severe in some cases and mild in others. Individuals who have a mental illness don’t necessarily look like they are sick, especially if their illness is mild. Other individuals may show more explicit symptoms such as confusion, agitation, or withdrawal. There are many different mental illnesses, including depression, schizophrenia, attention deficit hyperactivity disorder (ADHD), autism, and obsessive-compulsive disorder. Each illness alters a person’s thoughts, feelings, and/or behaviors in distinct ways. In this module, we will at times discuss mental illness in general terms and at other times, discuss specific mental illnesses. Depression, schizophrenia, and ADHD will be presented in greater detail than other mental illnesses.

Not all brain diseases are categorized as mental illnesses. Disorders such as epilepsy, Parkinson’s disease, and multiple sclerosis are brain disorders, but they are considered neurological diseases rather than mental illnesses. Interestingly, the lines between mental illnesses and these other brain or neurological disorders is blurring somewhat. As scientists continue to investigate the brains of people who have mental illnesses, they are learning that mental illness is associated with changes in the brain’s structure, chemistry, and function and that mental illness does indeed have a biological basis. This ongoing research is, in some ways, causing scientists to minimize the distinctions between mental illnesses and these other brain disorders. In this curriculum supplement, we will restrict our discussion of mental illness to those illnesses that are traditionally classified as mental illnesses, as listed in the previous paragraph.

2 Mental Illness in the Populationb 

Many people feel that mental illness is rare, something that only happens to people with life situations very different from their own, and that it will never affect them. Studies of the epidemiology of mental illness indicate that this belief is far from accurate. In fact, the surgeon general reports that mental illnesses are so common that few U.S. families are untouched by them.44
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Figure 1. Scientists estimate that one of every four people is affected by mental illness either directly or indirectly.

Few U.S. families are untouched by mental illness.

2.1 Mental Illness in Adults

Even if you or a family member has not experienced mental illness directly, it is very likely that you have known someone who has. Estimates are that at least one in four people is affected by mental illness either directly or indirectly. Consider the following statistics to get an idea of just how widespread the effects of mental illness are in society: 4, 25, 44
· According to recent estimates, approximately 20 percent of Americans, or about one in five people over the age of 18, suffer from a diagnosable mental disorder in a given year.

· Four of the 10 leading causes of disability—major depression, bipolar disorder, schizophrenia, and obsessive-compulsive disorder—are mental illnesses.

· About 3 percent of the population have more than one mental illness at a time.

· About 5 percent of adults are affected so seriously by mental illness that it interferes with their ability to function in society. These severe and persistent mental illnesses include schizophrenia, bipolar disorder, other severe forms of depression, panic disorder, and obsessive-compulsive disorder.

· Approximately 20 percent of doctors’ appointments are related to anxiety disorders such as panic attacks.

· Eight million people have depression each year.

· Two million Americans have schizophrenia disorders, and 300,000 new cases are diagnosed each year.

2.2 Mental Illness in Children and Adolescents

Mental illness is not uncommon among children and adolescents. Approximately 12 million children under the age of 18 have mental disorders.4 The National Mental Health Association33 has compiled some statistics about mental illness in children and adolescents:

· Mental health problems affect one in every five young people at any given time.

· An estimated two-thirds of all young people with mental health problems are not receiving the help they need.

· Less than one-third of the children under age 18 who have a serious mental health problem receive any mental health services.

· As many as 1 in every 33 children may be depressed. Depression in adolescents may be as high as 1 in 8.

· Suicide is the third leading cause of death for 15- to 24-years-olds and the sixth leading cause of death for 5- to 15-year-olds.

· Schizophrenia is rare in children under age 12, but it occurs in about 3 of every 1,000 adolescents.

· Between 118,700 and 186,600 youths in the juvenile justice system have at least one mental illness.

· Of the 100,000 teenagers in juvenile detention, an estimated 60 percent have behavioral, cognitive, or emotional problems.

3 Warning Signs for Mental Illnessc 

Each mental illness has its own characteristic symptoms. (See Section 10 for information about some specific illnesses.) However, there are some general warning signs that might alert you that someone needs professional help.4 Some of these signs include

· marked personality change,

· inability to cope with problems and daily activities,

· strange or grandiose ideas,

· excessive anxieties,

· prolonged depression and apathy,

· marked changes in eating or sleeping patterns,

· thinking or talking about suicide or harming oneself,

· extreme mood swings—high or low,

· abuse of alcohol or drugs, and

· excessive anger, hostility, or violent behavior.

A person who shows any of these signs should seek help from a qualified health professional. 

4 Diagnosing Mental Illnessc
4.1 Mental Health Professionals 

To be diagnosed with a mental illness, a person must be evaluated by a qualified professional who has expertise in mental health. Mental health professionals include psychiatrists, psychologists, psychiatric nurses, social workers, and mental health counselors. Family doctors, internists, and pediatricians are usually qualified to diagnose common mental disorders such as depression, anxiety disorders, and ADHD. In many cases, depending on the individual and his or her symptoms, a mental health professional who is not a psychiatrist will refer the patient to a psychiatrist. A psychiatrist is a medical doctor (M.D.) who has received additional training in the field of mental health and mental illnesses. Psychiatrists evaluate the person’s mental condition in coordination with his or her physical condition and can prescribe medication. Only psychiatrists and other M.D.s can prescribe medications to treat mental illness.

4.2 Mental Illnesses are Diagnosed by Symptoms

Unlike some disease diagnoses, doctors can’t do a blood test or culture some microorganisms to determine whether a person has a mental illness. Maybe scientists will develop discrete physiological tests for mental illnesses in the future; until then, however, mental health professionals will have to diagnose mental illnesses based on the symptoms that a person has. Basing a diagnosis on symptoms and not on a quantitative medical test, such as a blood chemistry test, a throat swab, X-rays, or urinalysis, is not unusual. Physicians diagnose many diseases, including migraines, Alzheimer’s disease, and Parkinson’s disease based on their symptoms alone. For other diseases, such as asthma or mononucleosis, doctors rely on analyzing symptoms to get a good idea of what the problem is and then use a physiological test to provide additional information or to confirm their diagnosis. 

When a mental health professional works with a person who might have a mental illness, he or she will, along with the individual, determine what symptoms the individual has, how long the symptoms have persisted, and how his or her life is being affected. Mental health professionals often gather information through an interview during which they ask the patient about his or her symptoms, the length of time that the symptoms have occurred, and the severity of the symptoms. In many cases, the professional will also get information about the patient from family members to obtain a more comprehensive picture. A physician likely will conduct a physical exam and consult the patient’s history to rule out other health problems. 

Mental health professionals evaluate symptoms to make a diagnosis of mental illness. They rely on the criteria specified in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; currently, the fourth edition), published by the American Psychiatric Association, to diagnose a specific mental illness.5 For each mental illness, the DSM-IV gives a general description of the disorder and a list of typical symptoms. Mental health professionals refer to the DSM-IV to confirm that the symptoms a patient exhibits match those of a specific mental illness. Although the DSM-IV provides valuable information that helps mental health professionals diagnose mental illness, these professionals realize that it is important to observe patients over a period of time to understand the individual’s mental illness and its effects on his or her life. We present the DSM-IV criteria for the specific diseases discussed in this module in Section 10, Information about Specific Mental Illnesses.

5 Mental Illness and the Braind 

The term mental illness clearly indicates that there is a problem with the mind. But is it just the mind in an abstract sense, or is there a physical basis to mental illness? As scientists continue to investigate mental illnesses and their causes, they learn more and more about how the biological processes that make the brain work are changed when a person has a mental illness. 

5.1 The Basics of Brain Function 

Before thinking about the problems that occur in the brain when someone has a mental illness, it is helpful to think about how the brain functions normally. The brain is an incredibly complex organ. It makes up only 2 percent of our body weight, but it consumes 20 percent of the oxygen we breathe and 20 percent of the energy we take in. It controls virtually everything we as humans experience, including movement, sensing our environment, regulating our involuntary body processes such as breathing, and controlling our emotions. Hundreds of thousands of chemical reactions occur every second in the brain; those reactions underlie the thoughts, actions, and behaviors with which we respond to environmental stimuli. In short, the brain dictates the internal processes and behaviors that allow us to survive. 

How does the brain take in all this information, process it, and cause a response? The basic functional unit of the brain is the neuron. A neuron is a specialized cell that can produce different actions because of its precise connections with other neurons, sensory receptors, and muscle cells. A typical neuron has four structurally and functionally defined regions: the cell body, dendrites, axons, and the axon terminals. 
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Figure 2. The neuron, or nerve cell, is the functional unit of the nervous system. The neuron has processes called dendrites that receive signals and an axon that transmits signals to another neuron.

The cell body is the metabolic center of the neuron. The nucleus is located in the cell body and most of the cell’s protein synthesis occurs here. 

A neuron usually has multiple fibers called dendrites that extend from the cell body. These processes usually branch out somewhat like tree branches and serve as the main apparatus for receiving input from other nerve cells.

The cell body also gives rise to the axon. The axon is usually much longer than the dendrites; in some cases, an axon can be up to 1 meter long. The axon is the part of the neuron that is specialized to carry messages away from the cell body and to relay messages to other cells. Some large axons are surrounded by a fatty insulating material called myelin, which enables the electrical signals to travel down the axon at higher speeds.

Near its end, the axon divides into many fine branches that have specialized swellings called axon terminals or presynaptic terminals. The axon terminals end near the dendrites of another neuron. The dendrites of one neuron receive the message sent from the axon terminals of another neuron. 
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Figure 3. Diagram of a synapse.

The site where an axon terminal ends near a receiving dendrite is called the synapse. The cell that sends out information is called the presynaptic neuron, and the cell that receives the information is called the postsynaptic neuron. It is important to note that the synapse is not a physical connection between the two neurons; there is no cytoplasmic connection between the two neurons. The intercellular space between the presynaptic and postsynaptic neurons is called the synaptic space or synaptic cleft. An average neuron forms approximately 1,000 synapses with other neurons. It has been estimated that there are more synapses in the human brain than there are stars in our galaxy. Furthermore, synaptic connections are not static. Neurons form new synapses or strengthen synaptic connections in response to life experiences. This dynamic change in neuronal connections is the basis of learning.
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Figure 4. Neurons relay their information using both electrical signals and chemical messages in a process called neurotransmission.

Neurons communicate using both electrical signals and chemical messages. Information in the form of an electrical impulse is carried away from the neuron’s cell body along the axon of the presynaptic neuron toward the axon terminals. When the electrical signal reaches the presynaptic axon terminal, it cannot cross the synaptic space, or synaptic cleft. Instead, the electrical signal triggers chemical changes that can cross the synapse to affect the postsynaptic cell. When the electrical impulse reaches the presynaptic axon terminal, membranous sacs called vesicles move toward the membrane of the axon terminal. When the vesicles reach the membrane, they fuse with the membrane and release their contents into the synaptic space. The molecules contained in the vesicles are chemical compounds called neurotransmitters. Each vesicle contains many molecules of a neurotransmitter. The released neurotransmitter molecules drift across the synaptic cleft and then bind to special proteins, called receptors, on the postsynaptic neuron. A neurotransmitter molecule will bind only to a specific kind of receptor. 

The binding of neurotransmitters to their receptors causes that neuron to generate an electrical impulse. The electrical impulse then moves away from the dendrite ending toward the cell body. After the neurotransmitter stimulates an electrical impulse in the postsynaptic neuron, it releases from the receptor back into the synaptic space. Specific proteins called transporters or reuptake pumps carry the neurotransmitter back into the presynaptic neuron. When the neurotransmitter molecules are back in the presynaptic axon terminal, they can be repackaged into vesicles for release the next time an electrical impulse reaches the axon terminal. Enzymes present in the synaptic space degrade neurotransmitter molecules that are not taken back up into the presynaptic neuron.

The nervous system uses a variety of neurotransmitter molecules, but each neuron specializes in the synthesis and secretion of a single type of neurotransmitter. Some of the predominant neurotransmitters in the brain include glutamate, GABA, serotonin, dopamine, and norepinephrine. Each of these neurotransmitters has a specific distribution and function in the brain; the specifics of each are beyond the scope of this module, but a few of the names will arise in reference to particular mental illnesses. 

ARTICLE THREE
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By JIM ZBICK jzbick@tnonline.com

Before psychoanalytic techniques were introduced during the first decade of the 20th century, there was no help for the mentally challenged individuals in society.

Those without family were committed to asylums, and often confined there for life. Those with families were hidden away in attics and cellars, existing in a dark world so it wouldn't shame the family. In one case during Victorian times, one demented person was reportedly confined to an outhouse which was so narrow that “his flexor muscles permanently stiffened."

The most frightening revelation for those in asylums was that their lives would be spent in these “human rat traps." It was easy to get in but impossible to get out.

According to one investigation of a New Jersey State Asylum in 1878, authorities would pour alcohol on the epileptic patients and then set them on fire in order to weed out the pretenders.

Most doctors of the time did not believe the insane could be cured. Even Dorothy Dix, an early crusader for reform in prisons and asylums, had limited knowledge of the disease affecting the mentally ill. “They don't need any heat – they have no feeling," she once said.

Because so little was known about mental illness, there was great prejudice against the inmates. Some family members even saw their demented kin as an evidence of sin and regarded them as being possessed by some evil.

In 1872, the New York Tribune described the “devilish ignorance, brutality and lewdness" of management at a lunatic asylum in New York's Bloomingdale Hospital. And in an investigative piece, the North American Review described the institutions as having “vermin, contagious disease and food hardly less fatal than starvation."

Local almshouses had their own problems. After visiting the Schuylkill County Almshouse in September 1909, Dr. Frank Woodbury of the state committee on lunacy, and Bromley Wharton, secretary of the State Board of Charities, “strongly urged action for better care of the county's insane wards."

“Conditions in the insane department of the almshouse are so bad that the county authorities have been advised by officers of the State Board of Charities to destroy the unsafe and unsanitary structures in which the insane are now housed and to replace them with suitable buildings," the Tamaqua Courier stated.

The report said that the four-story main building, which contained patients on each floor, was condemned as “a fire trap." It said the “modern idea of insane hospital construction calls for buildings of not more than two stories, made of slow-burning material."

Woodbury was also widely known for his inspections and studies of hospitals for the insane, even traveling as far as the West Indies, where he studied the use of alcohol conditions in the tropics. In an address to the American Society for the Study of Alcohol and Other Drug Narcotics, he once stated that alcohol was the greatest active cause of insanity.

“Pennsylvania is now supporting in nearly 30 hospitals more than 16,000 indigent insane, a very large portion of whom owe their unfortunate condition directly or indirectly to the toxic effects of alcohol," he stated.

Another physician, Dr. De Lancey Carter of New York, said that 200,000 inebriates died from the effects of alcohol in the U.S. every year.

The person most responsible for changing the way medicine and society viewed the mentally ill was Sigmund Freud, who espoused psychoanalysis as a valid approach for the treatment of mental disorders. These techniques for treating the mentally ill were first introduced to the American medical community during the first decade of the 1900s.

Carl G. Jung, one of Freud's most prominent followers, was one of the first to employ psychoanalytic techniques with severely disturbed (psychotic) individuals, particularly schizophrenics. While Freud's techniques were readily adapted to “office practice, “ Jung's methods were useful with more severely disturbed, hospitalized patients.

In 1900 there were only 222 psychiatrists, but thanks to the work of Freud and Jung, mental illness in America began to transform. Psychiatry became a recognized medical specialty, and a requirement in most medical schools.

Thankfully, the days of the asylum, the only “therapeutic tool" of the 19th century, were numbered in 1909 and would soon disappear.

Next: Allegheny Penitentiary

ARTICLE FOUR
Story: Mental health services 

Page 1 – Mental health and mental illness



Mental health and wellbeing
Motives for male suicides, 1900–1950
Good mental health means a state of psychological wellbeing – a sense of self-worth and an ability to cope with life and fulfil human potential.

Mental health problems are psychological or emotional reactions that may lead temporarily to unusual behaviour but do not interrupt established routines and activities.

A mental illness or disorder is more serious and involves medically diagnosed conditions. Its symptoms may include hallucinations (a sense of something that does not exist), delusions (firm but false beliefs), highly inappropriate or violent behaviour, sadness, depression, anxiety, addiction or suicide attempts.

Types of mental illness

Mental illness includes mood disorders like bipolar, depressive or anxiety disorders, cognitive (reasoning) disorders, personality disorders, schizophrenia and other psychotic disorders, eating disorders and substance-related disorders.

Rates of mental illness

Mental illness is extremely common. In any 12-month period, more than 20% of people in New Zealand are likely to experience some form of mental illness; and 47% of New Zealanders are likely to experience a form of mental illness at some point in their lives. In 2002 New Zealand’s male suicide rate was the fourth highest among OECD countries, and its female rate was the fifth highest.

Increased risk of suicide is often linked with mental illness. Serious mental disorders and risk of suicide are most common among people who have few educational qualifications or low household incomes, and among Māori and Pacific peoples. Anxiety disorders, major depression and eating disorders are more common among women. Substance-use disorders (such as alcohol and drug addictions) are more common among men. Suicide risk is more common among females, younger people, urban dwellers and people with an existing mental disorder. People with experience of mental illness make up 35% of those on the sickness benefit, and 27% of those on the invalid’s benefit.

Beliefs about mental illness

In all eras and cultures people have explained mental health and illness in their own way. Mental illness has been explained in terms of supernatural, natural, biological or psychological causes. In pre-colonial times Māori held a supernatural view and distinguished between the insane (pōrangi, pōrewarewa, haurangi, pōtētē), demented (wairangi, karearea), the intellectually disabled (karakiraki, pororirori) and people who were possessed by spirits (apa, mate kikokiko).

In contemporary western society mental illness is believed to be influenced by a combination of biological, psychological and social factors. 

Mental health and the law

Every year in New Zealand about 4,000 people are committed to treatment under compulsory-detention, assessment and treatment orders on the grounds of mental disorder. Balancing the liberty, safety and welfare of these individuals and their families, their caregivers and the public calls for complex medical and legal 

In early colonial New Zealand the authorities tried to respond in a practical way to mentally ill people (known at that time as lunatics) who threatened public safety, could not look after themselves or had no one to care for them.

The earliest home for ‘lunatics’ in New Zealand was a wooden building attached to the Wellington gaol in 1844, with a similar facility opening at Auckland gaol that same year. Inmates received no treatment, apart from being confined and watched to stop them harming themselves and others. Soon other city gaols also held mentally ill people along with debtors, drunkards and vagrants. Gaolers found them hard to deal with and wanted them removed, but the only alternative was the overcrowded wards of public hospitals.

A disappointing country?

In 1871, at an inquiry into New Zealand’s lunatic asylums, Dr M. S. Grace offered this comment on the country’s rate of mental illness: ‘Insanity is much more common in [New Zealand] than it is [in Britain], chiefly on account of the limited range of sympathy which the isolation of individuals and families in the country gives rise to, and also on account of the oppressive loneliness which many newcomers experience even in our crowded towns. Many immigrants, too, form the most extravagant anticipations of their new home and are proportionally depressed by the result of actual experience.1
The Lunatics Ordinance 1846 stated that after certification by two doctors and a magistrate, a ‘lunatic’ could be held either in a gaol or other prison, or in a public hospital or asylum. New Zealand then had no specialist asylums, so the ordinance foresaw a system where the insane would be cared for at state expense.

First asylums

Asylums aimed to provide better care for mentally ill people than the gaols, with a minimum of physical restraint. The only treatment given was ‘moral management’ – quiet routines of physical work and exercise, church services, and dances and other recreation, with the staff providing role models for orderly behaviour.

In the 1860s and 1870s small purpose-built asylums were set up around the country, usually on the edge of the main towns to encourage community involvement. They included Karori, near Wellington (1854), Dunedin and Sunnyside, Christchurch (1863), the Whau, Auckland (1867), Seaview, Hokitika (1872), and Nelson (1876). 

The next generation of buildings were in more remote areas and were much larger, for example Seacliff, near Dunedin (1879), and Porirua, near Wellington (1887).

From 1876 all public mental institutions came under the control of a government department.

Moral management

James Hume, the superintendent of the Dunedin Asylum, believed that ‘Patience, gentle treatment, nourishing diet, Cleanliness with light employment or Exercise goes far to recover the Lunatic and in Chronic Cases serves to make them Comfortable or even happy. Amusements for the insane are indispensable …and where space can be found in an asylum, a weekly concert with dance – both sexes carefully chosen can join in the entertainment and conduct themselves with the greatest decorum. Good example in the attendants is the greatest guide, and gives confidence to the patients.’’2
Treatment in asylums

The early asylums were staffed mainly by people with no medical training, although medical advice was available. Some achieved very high standards in implementing ‘moral management’. Seclusion and restraint of dangerous or destructive patients in locked gloves or cloths (strait or soft jackets) was sometimes practised.

The buildings were surrounded by their own farms and gardens. Patients were expected to work both inside and outdoors to the extent they were able, helping with domestic chores, farming and gardening.

Strong humanitarian sentiment underpinned the moves to establish proper asylums. In 1864 a select committee of the Otago Provincial Council advised that ‘lunatics should be regarded by the state as objects of tender solicitude, and that no pains or expense should be spared in ameliorating their condition. They wholly condemn their being treated as paupers or prisoners.’3 The Lunatics Act 1868 introduced regular independent inspection of asylums.

Patients in asylums

By the late 19th century public asylums came to hold all kinds and ages of mentally ill people, including children, together in the same areas. The emphasis was less on treatment and cure than on long-term care and custody of patients. Asylums provided some advantages over families caring for mentally ill members themselves, but they were also used to confine categories of people outcast by society, for example, elderly people been suffering from mild confusion.



Women's reception house, Seacliff, around 1910


Villa, Cherry Farm, around 1958


Day room, Porirua Hospital, 1950s


First World War troops at Queen Mary Hospital, Hanmer


ECT treatment, 1956
Mental Defectives Act 1911

The Mental Defectives Act 1911 allowed people to admit themselves to mental hospitals voluntarily. This encouraged early treatment of some mental illnesses and helped reduce the stigma of residence in a mental institution. The term ‘asylum’ was replaced by ‘mental hospital’, a ‘lunatic’ became an ‘inmate’ and female ‘attendants’ became ‘nurses’ (although male staff were still called attendants). A 1928 amendment to this act anticipated separate training institutions for intellectually handicapped patients.

Changing the asylum model

The aim was that mental hospitals would replace the discredited asylum model by acquiring the therapeutic status and public acceptability of general hospitals. Mental hospitals had easier admission procedures, active early treatment and professional care by specialist psychiatrists and trained mental nurses. They also provided separate ‘reception homes’ or ‘neuropathic hospitals’ for early treatment. Scottish-trained medical administrators, including Frederick Skae, Duncan MacGregor, Frank Hay, Sir Frederic Truby King and Theodore Gray, ran the mental-hospital system from 1886 to 1947, and copied innovative features from the Scottish system..

New Zealand psychiatry

Dr T. Gray, a young British-trained psychiatrist, described his first experience of New Zealand mental hospitals in the early 20th century: ‘The almost complete divorcement of psychiatry from general medicine created a profound impression upon me when I came to New Zealand [in 1911]. I was struck by the singularly isolated position which the mental hospitals occupied in the public life of the country … their existence was merely tolerated as a necessary evil and their drab and dreary structure and routine symbolised the hopelessly pessimistic attitude of the public towards the prognosis of those who had to be admitted.’1
The villa system

The villa system was a hospital design based on a group of small detached buildings rather than a single large and forbidding structure. This design became government policy from 1903, making it much easier to classify patients by age, gender, behaviour, likelihood of recovery and, to some extent, social class. A typical self-contained 40–50-bed villa had several dormitories and single rooms, kitchen, dining room, lounge and offices. In 1969 a quarter of all mental patients were still housed in traditional asylum-era buildings. However, the 19th-century institutions were renovated very slowly through the early 20th century.

The effect of shell shock

The treatment and status of people suffering mental illness improved after the First World War, when numbers of shell-shocked war veterans returned to New Zealand. National patriotism demanded that these men could not be treated like ordinary mental patients, who were then widely regarded as incurable. The war veterans were treated with dignity and compassion, and gently encouraged to talk about the circumstances causing their illness. Because of the rapid success of this early form of psychotherapy, it was later applied to other groups of patients.

Public pressure for ‘halfway houses’ to treat nervous disorders helped take services out of mental hospitals, especially for war veterans, resulted in the opening of Queen Mary Hospital at Hanmer Springs in 1916, as the first ‘halfway house’ to treat nervous breakdown, shell shock and borderline mental conditions.

In the same period doctors in general hospitals grew more interested in psychiatry (the diagnosis and treatment of mental disorders). Some hospital boards began providing observation wards for mental patients at base general hospitals, to protect ‘those of unsound mind from the indignity, distress and humiliation of being treated as delinquents and criminals’.2 Psychiatrists in mental hospitals began outpatient clinics to treat less serious patients without admitting them.

New treatments

From the late 1930s a number of new treatments for severe mental illness were introduced. It was hoped that these would transform the lives of people with chronic illness. These included injecting patients with large amounts of insulin and prefrontal leucotomy (a form of surgery on the brain), but both produced serious side effects and were eventually discontinued. Convulsive therapy was initially introduced using a chemical to induce a seizure but electroconvulsive therapy (ECT) soon replaced it as more reliable and safer. While considered a beneficial treatment for some, it became increasingly controversial. Over time ECT was modified for greater safety, and was still occasionally used in the 2000s.

From the 1950s new drugs became available and were widely used to treat psychosis, depression, anxiety and mania. These were supplemented by psychological treatments such as individual or group psychotherapy. As more effective treatments for mental illness were introduced, patients became more willing to enter mental hospitals voluntarily. In 1935–39, 22.4% of patients were voluntary. In 1955–59, when the first wave of new drugs became available, 47.5% of admissions were voluntary. By 1960–64 this had grown to 71.4%.

These developments, and the introduction in 1939 of free treatment in state mental hospitals, transformed psychiatric hospitals, as they were known from the 1950s. Patients’ behaviour could be stabilised, and they could often be discharged from hospital much sooner then in the past. This, however, created a ‘revolving door’ pattern of re-admission and trial leave.

Hospital hotels

In 1942 a major earthquake forced the evacuation of 800 patients from Porirua Hospital. Many were temporarily transferred to the country’s best-known tourist hotels: Chateau Tongariro, at National Park, and Wairakei Hostel near Taupō.

Post-war legislation

The Health Amendment Act 1947 established a Division of Mental Hygiene within the Health Department, providing greater integration of mental health with broader health services. The Mental Health Act 1969 simplified the process of committing patients to mental hospitals and recognised new trends in community care such as clinics and hostels.

Reforming the institutions

Despite the growing importance of community care, most mentally ill people were still treated at large specialist hospitals. In 1969 New Zealand’s 11 psychiatric hospitals and four psychopaedic hospitals (for intellectually handicapped people) represented 43% of public hospital beds and 37% of all hospital beds. As these hospitals came to be seen as therapeutic communities, they were equipped with halls, libraries, canteens, chapels and swimming pools.

From the 1940s new types of professional staff, such as social workers and occupational therapists, were employed to prepare and support patients for life and work outside, and to liaise with community groups. However, until the late 1960s able-bodied patients were still encouraged to work daily in the hospital grounds and buildings. This physical activity gave them stimulation and relief from boredom, but also provided the constantly overcrowded and underfunded facilities with a large labour pool for basic maintenance.

The eternal now

Renowned author Janet Frame drew on her experience in mental institutions in several of her books, both fictional and autobiographical:‘There was a personal, geographical, even linguistic exclusiveness in this community of the insane who yet had no legal or personal external identity – no clothes of their own to wear, no handbags, no purses, no possessions but a temporary bed to sleep in with a locker beside it, and a room to sit in and stare, called a dayroom. Many patients confined in other wards of Seacliff had no name, only a nickname, no past, no future, only an imprisoned Now.’1
Short- and long-term patients

A growing gap developed between short-term psychiatric patients and those who had lost outside links and established a home in their institution. The first group were cared for individually in ‘front’ wards, while the remaining patients were managed as efficiently as limited resources allowed. Internationally renowned author Janet Frame was a psychiatric patient in the 1940s and 1950s, and in her writing she vividly described the differences between front and back wards, and newer and older institutions.

Deinstitutionalisation

From the 1960s psychiatric patients were encouraged to take part in their own care and treatment. The general community also became more tolerant of the mentally ill. In this period many of the more manageable patients were discharged from hospital. Planning for new psychiatric hospitals ended in 1963 and no extra beds were provided from 1973. Instead, from the 1970s psychiatric services came to emphasise outpatient care, community-based treatment and more modern facilities. Every mental hospital patient was assessed, and 26% of psychiatric and 46% of mentally disabled patients were recommended for accommodation outside the major psychiatric hospitals.

Rise of community care

In the 1970s, under the umbrella term ‘community care’, most people with mental disorders now received support from a range of non-governmental organisations. These developed alternatives to institutional care, helped change public attitudes and built international links.

Other community organisations included the Schizophrenia Fellowship, formed in 1977, and the Richmond New Zealand Trust, formed in 1978. The Mental Health Foundation, also formed in 1977, concentrated on policy issues and advocacy to promote mental health and prevent or reduce the rate of mental illness.

The risks of community care

Psychiatrist Fraser McDonald, who served as the medical superintendent at both Carrington and Kingseat hospitals in Auckland. He warned of the risks, as well as advantages, of phasing out psychiatric hospital services in place of community care.

‘Let there be no misunderstanding, if these social structures are to be established and are seen as utterly essential for the proper healthy development of community psychiatry they … will need to involve at least as much money and as many people as have been involved in creating and maintaining the old institutions. To do anything less will be false economy of the cruellest kind.’1
Problems of deinstitutionalisation

Almost all psychiatric hospitals were closed or run down by the early 1990s. Some institutions abandoned their old buildings and constructed more suitable facilities on the same site, for example in 2010 Hillmorton Hospital was one of several mental health facilities on the site of the former Sunnyside Hospital in Christchurch. The closure or rebuilding of traditional hospitals revealed that community care caused problems for some patients. Many did not have families or other people to support them, and some lived in boarding houses or other situations not suited to their needs. Many local initiatives for the mentally ill did not survive the reorganisation of the entire health sector in this period.

Mistreatment of patients

Sad stories emerged in this period of ill-treatment of patients in psychiatric institutions. A number of former patients at these facilities lodged legal claims of abuse by staff and doctors. In some cases, these patients received official apologies. In the mid-2000s the Confidential Forum for Former In-Patients of Psychiatric Hospitals heard further stories of abuse and mistreatment.

System changes

The 1990s also saw a number of important advances in mental health treatment. These included more attention to the needs of Māori, who were over-represented in mental health statistics. Systems to encourage responses from consumers of mental health services themselves, and to act on those responses, also resulted in treatment gains.

The 1996 Mason Report

In 1995–96 a general inquiry was held into mental health services in New Zealand. The Mason Report – named after the inquiry’s chairperson, Judge Ken Mason – brought major changes to the New Zealand system of mental health provision. It resulted in the Mental Health Commission, set up in 1996 to advise the government on the needs of people experiencing mental illness, encourage research and advocate for improvements. These included appropriate services for Māori, integrating drug and alcohol policy and services with those for mental health, better promotion of mental health and the prevention of mental illness.

GP and public hospital care

As a result of these and similar initiatives, specialised services for the mentally ill were expected to support primary health care services such as general practitioners (GPs). In 2009, 30% of referrals to specialist mental health services came from GPs. People with moderate or mild mental disorders might not need any specialist services. However, GPs were concerned that their patients might understate their mental health problems or delay treatment. In 2007 less then 10% of people visiting a GP gave mental health problems as the main reason for the visit, although about half may have been in psychological distress.

In 2010 most specialist mental health services were provided by district health boards, contracted by the Ministry of Health. They included crisis and emergency teams, inpatient units, supported accommodation and liaison. Some services were designed for specific groups such as children and adolescents, mothers and families, older people, Māori or Pacific peoples, and those with addictions or eating disorders. All services were required to meet national standards, guidelines and protocols.

Community and inpatient care

Community, rather than institutional, mental health services became the largest part of the mental health system from the early 2000s, using 72% of total mental health funding in 2006–7. In that year only 8% of patients who used district health board services for mental health issues were seen by inpatient teams for close observation, intensive investigation or intervention. Many of those patients were using inpatient services repeatedly. Psycho-pharmaceuticals (drugs designed to combat mental disorders) were the main method of treatment.

A growing proportion of mental health services (30% in 2006–7) were provided through non-governmental organisations (NGOs), rather than directly by district health boards. NGOs ranged from well-known national organisations with multi-million-dollar budgets to very small groups of consumers or caregivers. They provided telephone crisis services, drop-in centres, consumer-run self-help groups, family and community support and a variety of residential services. One such group is Christchurch’s Stepping Stone Trust. In 2010 this trust usually had about 75 people living in its residential and respite services, and visited about 250 people a week in their own homes.

Private mental health services

Privately owned and operated mental health services have always been rare in New Zealand. The private Ashburn Clinic in Dunedin was set up in 1882 and in 2010 was the only mental health institution outside the state system, although it also provided some services through publicly funded contracts. In 2000 around 15% of psychiatrists worked wholly or part-time in private practice.

The stigma of mental illness

Misleading stereotypes that associate mental illness with bizarre or dangerous behaviour perpetuate fear, misunderstanding and a reluctance to seek help. In 1998 the Mental Health Commission reported, ‘One of the biggest barriers to recovery is discrimination. That is why stopping discrimination and championing respect, rights and equality for people with mental illness is just as important as providing the best treatments and therapies.’1 The commission advocated empowering and protecting the rights of people with mental illness, enabling them to participate fully in society and preventing discrimination against them.

Mental illness at work

People who have experienced mental illness may be treated unfairly in the workforce. The Like Minds, Like Mine programme aimed to reduce such misunderstanding and discrimination. One person told the campaign:

‘Disclosing my history of mental illness … was a pretty natural process … When I've had to have time off work or needed a bit of extra support because I’ve hit a rough patch, it’s barely raised an eyebrow ... When you weigh up what people with mental illness have to offer a mental health workforce, any time off is seemingly inconsequential.’2
Like Minds, Like Mine

In 1998 a national public-health education programme, Like Minds, Like Mine, was launched, aiming to ‘create a nation that truly values and includes people with mental illness’.3 The programme worked to reduce traditional misunderstandings and discrimination. Many high-profile New Zealanders, such as former All Black John Kirwan, and musicians Mahinaarangi Tocker and Mike Chunn, have spoken openly of their own experience of mental illness and related problems.

Māori mental health

The proportion of Māori as consumers of mental health services is much higher than their proportion of New Zealand’s total population. To respond effectively to their mental health issues, health providers have aimed to involve Māori with mental illness (tangata whaiora) and traditional Māori healing practices. The Mason Clinic in Auckland, built on the site of the former Carrington Hospital, includes Te Papakainga o Tane Whakapiripiri. This unit, opened in 2006, is designed like a Māori village with a meeting house, dining hall, accommodation area and courtyard with traditional symbols of healing and cleansing.

Pacific Islanders’ mental health

People from other Pacific countries are also over-represented as consumers of mental health services. Pacific peoples often view mental disorder as spiritual possession, usually caused by breaches of sacred customs. Pacific peoples have generally approached mental health services for treatment at a much later stage of mental illness than other New Zealanders. Often those services were only contacted because the patient was referred by an official agency such as the police or a hospital emergency department.
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More than 356,000 people with mental illnesses are incarcerated in the United States, as opposed to around 35,000 receiving treatment in state hospitals, a new study found, highlighting the dire state of the nation’s mental health care system.

The lead author of the report, conducted by the Treatment Advocacy Center and the National Sheriffs’ Association, said the ten-to-one ratio of patients in prison versus those receiving qualified care is on par with the US mental health system of the 1830s. 

“We’ve basically gone back to where we were 170 years ago,” Dr. E. Fuller Torrey, founder of the Treatment Advocacy Center, told Kaiser Health News. “We are doing an abysmal job of treating people with serious mental illnesses in this country. It is both inhumane and shocking the way we have dumped them into the state prisons and the local jails.” 

The report found 44 states and the District of Columbia have at least one jail that holds more people coping with a mental illness than the largest state psychiatric hospital in the US does. 

As states have drastically cut funding for mental health services in the last several years, the number of available beds in psychiatric hospitals has plunged to the lowest level since 1850. 

Thus, many of these patients are shuffled into the prison system simply because there is nowhere else for them to go. The US prison population has steadily increased as mental health funding has decreased, the National Alliance on Mental Illness has found. 

Prisoners with mental health issues are often put in solitary confinement for long periods of time, stay incarcerated longer than other prisoners, and are disproportionately abused, beaten, and raped by other inmates, the new report noted. Without treatment, the condition of ill inmates often worsens. 

Since 1970, the percentage of prisoners with mental illnesses in each state has risen an average of about 5 to 20 percent, the report found. 

“There is not a single state in the United States where you want to go to a jail or prison and be severely mentally ill,” said Torrey. 

State laws often hamper care that a facility can offer a prisoner. 

“Jail officials can thus be legally sued in many states if they forcibly medicate mentally ill prisoners without their consent, yet can also be held legally responsible for the consequences of such prisoners’ psychotic behavior,” including suicide, the report said. 

Though, ultimately, prisons and jails are not equipped to handle those that need mental health treatment, especially those that are persistent in refusing the reduced care that an incarceration facility can offer, the report found. 

“We have placed more than 300,000 severely mentally ill individuals in prisons and jails that are neither equipped nor staffed to handle such problems,” the report stated. “We subsequently have made it very difficult to treat the mentally ill inmates, put restriction on other options for controlling their behavior, and then blamed the prison and jail administrators when they fail. It is a situation that is grossly unfair to both the inmates and the corrections officials and should be the subject of public outrage and official action.” 

Another recent study found that housing mental health patients in jails is not cheaper than funding hospitals, as many states have insisted. Giving adequate psychiatric mental health care saves money over time and keeps patients out of jail, according to researchers from North Carolina State University and the University of South Florida. 

ThinkProgress noted that many states have refused to expand Medicaid coverage offered through the federal Affordable Care Act, thus preventing around 1.2 million Americans from receiving mental health care, according to the National Alliance on Mental Health. 

ARTICLE SIX
Nearly 4M mentally ill still lack insurance

Michael Ollove, Pew/Stateline staff writer 11:14 a.m. EDT April 8, 2014

The 24 states forgoing Medicaid expansion under the Affordable Care Act are losing billions in aid for mentally ill.
http://www.usatoday.com/story/news/nation/2014/04/08/stateline-mentally-ill-health-insurance/7459937/
Community–based mental health facilities, like the Riverwood Centers in Minnesota that helped Bruce Echelberry, above, through depression, are facing public funding cuts and closures. Some low-income patients still needing mental health care will be covered by states, including Minnesota, that expanded Medicaid under the Affordable Care Act.(Photo: Renee Jones Schneider, AP)

Some might consider Kelly Troyer of South Carolina lucky. She isn't one of them.

Thanks to the generosity of her church and family members, she receives some treatment for the depression and post-traumatic stress disorder she suffers as a result of the sexual assault she endured in 2012. But Troyer, 45, said her lack of health insurance and other uncovered medical costs, including a hospitalization and all her medications, has forced her into personal bankruptcy.

She lives in one of the 24 states that chose not to expand their Medicaid programs, offered under the Affordable Care Act. Those decisions have left about 3.7 million Americans with serious mental illness, psychological distress or a substance abuse disorder without health insurance, according to a recent report from the American Mental Health Counselors Association (AMHCA), a group that represents mental health professionals.

In states that agreed to expand Medicaid, about 3 million people who have those conditions and were uninsured are now eligible for coverage, according to the report.

"It makes no sense that this state would not accept the Affordable Care Act," Troyer said. "Don't say no and then don't offer another option. There are people who are homeless now because they don't have health insurance. I could be one of them."

Option offered
Medicaid, the federal-state health care program for the poor, is the primary means by which states pay for mental health care for the poor. Medicaid beneficiaries are entitled to comprehensive care for mental illness and substance abuse.

Originally, the federal health care law enacted in 2010 required all states to expand Medicaid benefits to adults with annual incomes below 138 percent of poverty or $15,521 for an individual in 2014.

A 2012 U.S. Supreme Court decision gave states the option of not participating in the eligibility expansion. Most, but not all, states with Republican governors or Republican-controlled legislatures opted out, even though the federal government is paying 100 percent of the costs of the expansion in the first three years before tapering down to 90 percent after 2019.

The federal health law could have added as many as 18.7 million more Americans to the Medicaid rolls. With only 26 states now participating, that number is down to about 8.1 million. If the 24 states that opted out of the Medicaid expansion continue to do so, they will forgo a total of $61.9 billion in federal revenues by 2022, according to a December Commonwealth Fund report. Governors in those states say they don't trust the federal government to come up with the promised money and worry the states will be left having to make up the difference.

"It is really a tragedy," said Joel Miller, executive director of AMHCA. "When uninsured people with mental health conditions, such as depression, gain Medicaid coverage, they become healthier and life expectancy increases, but in states that refuse to expand Medicaid, citizens will see their hopes dashed for a better life and better health."

The report gives state-by-state numbers of people with serious mental illness or substance abuse disorders who would have received Medicaid if their states had opted in to Medicaid expansion. The report covers 25 states, although since it was published, one of them, New Hampshire, decided to reverse course and join the expansion states.

Funding cuts
Separate from Medicaid, many states have also funded community mental health programs, but they have also sharply reduced spending on those programs in recent years. The National Association of State Mental Health Program Directors estimated that in the four years ending in 2012, states reduced mental health spending by a total of $4.35 billion.

Because of those reductions, mental health advocates have pressed hard for states to expand Medicaid eligibility. "Medicaid expansion is the single most important thing our leadership could do for people with mental illness," said Greg Hansch, policy coordinator of the National Alliance on Mental Illness in Texas, which decided not to expand and left 652,000 low-income severely mentally ill Texans without coverage, according to the AMHCA report.

The situation is similar in Kansas, which AMHCA said has 52,000 uninsured people with severe mental illness. According to state Rep. James Ward, a Democrat, the state has cut its spending for community mental health by more than 50 percent since 2007.

Medicaid expansion would have helped address the state's mental health needs, he said. Instead, he expects the situation will go from bad to catastrophic with "more people falling through the cracks, more of the mentally ill jailed, more homeless, all of the effects you have when there isn't mental health treatment." As it is, Ward said, the largest mental health ward in his home county of Sedgwick is the jail.

Ward expressed frustration that despite episodes such as the recent fatal shooting at Fort Hood in Texas that focused attention on deficiencies in mental health treatment, Republicans in his state have blocked Medicaid expansion. Nearly eight in 10 of all uninsured people with either a mental health condition or substance abuse disorder live in one of the 11 Southern states that didn't expand Medicaid, the AMHCA report said. (The report includes Texas and Oklahoma in those states.)

The reason for that concentration, said Miller, the association's director, is that these states generally had the most restrictive Medicaid eligibility requirements before the federal health law was enacted.

Indiana ranks highest
Of the states that didn't expand, Indiana had the highest percentage of adults with mental health conditions among those who would have been Medicaid-eligible – 62 percent. Georgia had the lowest at 27 percent, the report found.

The primary source of information for the AMHCA report was the National Survey on Drug Use and Health cosponsored by the Substance Abuse and Mental Health Services Administration in the U.S. Department of Health and Human Services and the U.S. Census Bureau's American Community Survey.

The survey counted people in three categories of mental illness: those with serious mental illness, meaning that they had a diagnosable mental, behavioral or emotional disorder that had resulted in serious functional impairment; serious psychological distress with frequent intense feelings of nervousness, hopelessness, restlessness, worthlessness or sadness; and substance abuse disorder, meaning abuse or dependence on illicit drugs or alcohol.

Those criteria were derived from "Diagnostic and Statistical Manual of Mental Disorders," published by theAmerican Psychiatric Association, which is used by most mental health care providers, health insurers and pharmaceutical companies.

Whether Kelly Troyer, who worked in nonprofits until the assault, is one of the 192,000 South Carolinians without coverage that the AMHCA report cited, she doesn't know. What she does know is that she hasn't been able to work. "There's a stigma that it's people's fault that they're not working," she said. "It's frowned upon that you need help instead of looking at it like this is the right thing to do to give everyone access to care."

She half seriously noted that if it weren't for the help she gets from her church and family, she might have been better off in prison. "Prisoners in the Greenville County Detention Center have better mental health care than I can get out here."

Stateline is a nonpartisan, nonprofit news service of the Pew Charitable Trusts that provides daily reporting and analysis on trends in state policy.
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ARTICLE SEVEN
Homosexuality: The Mental Illness That Went Away

by Phil on October 8, 2011

Post edited and updated January 2, 2013, to reflect clarifications as a result of interactions with the many people who have left comments.  I thank them for their input.

********************

According to the American Psychiatric Association, until 1974 homosexuality was a mental illness.  Freud had alluded to homosexuality numerous times in his writings, and had concluded that paranoia and homosexuality were inseparable.  Other psychiatrists wrote copiously on the subject, and homosexuality was “treated” on a wide basis.  There was little or no suggestion within the psychiatric community that homosexuality might be conceptualized as anything other than a mental illness that needed to be treated.  And, of course, homosexuality was listed as a mental illness in DSM-II.

Then in 1970 gay activists protested against the APA convention in San Francisco.  These scenes were repeated in 1971, and as people came out of the “closet” and felt empowered politically and socially, the APA directorate became increasingly uncomfortable with their stance.  In 1973 the APA’s nomenclature task force recommended that homosexuality be declared normal.  The trustees were not prepared to go that far, but they did vote to remove homosexuality from the list of mental illnesses by a vote of 13 to 0, with 2 abstentions.  This decision was confirmed by a vote of the APA membership, and homosexuality was no longer listed in the seventh edition of DSM-II, which was issued in 1974.

What’s noteworthy about this is that the removal of homosexuality from the list of mental illnesses was not triggered by some scientific breakthrough.  There was no new fact or set of facts that stimulated this major change.  Rather, it was the simple reality that gay people started to kick up a fuss.  They gained a voice and began to make themselves heard.  And the APA reacted with truly astonishing speed.  And with good reason. They realized intuitively that a protracted battle would have drawn increasing attention to the spurious nature of their entire taxonomy.  So they quickly “cut loose” the gay community and forestalled any radical scrutiny of the DSM system generally.

The APA claimed that they made the change because new research showed that most homosexual people were content with their sexual orientation, and that as a group, they appeared to be as well-adjusted as heterosexual people.  I suggest, however, that these research findings were simply the APA’s face-saver.  For centuries, perhaps millennia, homosexual people had clung to their sexual orientation despite the most severe persecution and vilification, including imprisonment and death.  Wouldn’t this suggest that they were happy with their orientation?  Do we need research to confirm this?  And if we do, shouldn’t we also need research to confirm that heterosexual people are happy with their orientation?  And if poor adjustment is critical to a diagnosis of mental illness, where was the evidence of this that justified making homosexuality a mental illness in the first place?

Also noteworthy is the fact that the vote of the membership was by no means unanimous.  Only about 55% of the members who voted favored the change.

Of course, the APA put the best spin they could on these events.  The fact is that they altered their taxonomy because of intense pressure from the gay community, but they claimed that the change was prompted by research findings.

So all the people who had this terrible “illness” were “cured” overnight – by a vote!  I remember as a boy reading of the United Nations World Health Organization’s decision to eradicate smallpox.  This was in 1967, and by 1977, after a truly staggering amount of work, the disease was a thing of the past.  Why didn’t they just take a vote?  Because smallpox is a real illness.  The human problems listed in DSM are not.  It’s that simple.  You can say that geese are swans – but in reality they’re still geese.

The overall point being that the APA’s taxonomy is nothing more than self-serving nonsense.  Real illnesses are not banished by voting or by fiat, but by valid science and hard work.  There are no mental illnesses.  Rather, there are people.  We have problems; we have orientations; we have habits; we have perspectives.  Sometimes we do well, other times we make a mess of things.  We are complicated.  Our feelings fluctuate with our circumstances, from the depths of despondency to the pinnacles of bliss.  And perhaps, most of all, we are individuals.  DSM’s facile and self-serving attempt to medicalize human problems is an institutionalized insult to human dignity.  The homosexual community has managed to liberate themselves from psychiatric oppression.  But there are millions of people worldwide who are still being damaged, stigmatized, and disempowered by this pernicious system to this day.

ARTICLE EIGHT
Stuttering As A Mental Disorder
http://stutterrockstar.com/2013/04/09/stuttering-as-a-mental-disorder/
Posted by: Pamela Mertz on: April 9, 2013 

There is quite a discussion roiling on one of the email groups about stuttering being renamed “childhood onset fluency disorder.” This classification will be found in the DSM-5, due to be released in May 2013.

The DSM is the Diagnostic and Statistical Manual of Mental Disorders. All mental disorders (and medical conditions for that matter) are coded for insurance coverage and reimbursement purposes. Changing the name from stuttering allows for all communication disorders to be covered, and gives parents with kids who stutter more options for quality speech therapy that insurance companies will pay for.

That is the layman’s (mine) explanation, from what I’ve gleaned from doing some reading and understanding what one of the writers and contributors to the section on communication disorders shared on the email group.

Many in the stuttering community are finding this classification of stuttering as a mental disorder to be disturbing. Many of us who stutter do not believe that we have a mental disorder.

And this label might just further the beliefs, and myths, that stuttering is a psychological problem. Many walked away from the 2010 movie “The Kings Speech” believing that stuttering was caused by bad parenting and psychological reactions to trauma and bullying.

People who stutter already have trouble with bullying in school and often being assigned to special education classes, even though there is no learning impairment. There is also workplace discrimination, with employers not fully understanding stuttering and making assumptions about ability and stability. If employers get wind of stuttering now being classified as a mental disorder, that could further diminish employment opportunities for stutterers.

Some could argue that everything we do is “mental.” We use our mental faculties everyday to communicate and interact with the world.

I don’t think I have a mental disorder because of my stuttering. Maybe for other things, but not for stuttering! :)

What do you think? Would you feel comfortable being diagnosed with a mental disorder due to your stuttering?

I think we think so differently of mental issues because there is the negative connotation that “mental issue” means we are “crazy” or in more PC terms, unstable. When people hear “mental issue or disorder” we often immediately think of the stereotyped images of people in insane asylums, people getting shock therapy, etc.
The challenge, as you imply, is that we need to think differently about what mental means. As I said in my post, just about everything we do use our mental faculties.
Nan Bernstein-Ratner, a researcher who contributed to this edition of the DSM, and who has joined in the conversation on Stutt-L, offered a great challenge. We need to try and wrap our brain around mental really meaning cognitive or even organic.
Then, there wouldn’t be the stigma attached that currently is. It will take a lot influence to change this mind set.
In the meantime, stuttering already has enough stigma, we don’t need the label of mental disorder, IMHO.
Thanks for commenting – and bringing up such good dialogue.
Your point is well taken. Perhaps a good follow up question is why our society so stigmatizes mental disorders. Our bodies are extremely complex systems of systems, and no part is more complex than the brain. Why do we think so differently of mental issues?
Thanks again for providing great food for thought.

ARTICLE NINE
Mentally Ill Are Often Locked Up In Jails That Can't Help
http://www.npr.org/2014/01/20/263461940/mentally-ill-inmates-often-locked-up-in-jails-that-cant-help
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hide captionCook County Jail inmates head off to bond court after being screened for mental illness. If they then don't get released, the jail will separate the mentally ill from the other inmates.
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Cook County Jail inmates head off to bond court after being screened for mental illness. If they then don't get released, the jail will separate the mentally ill from the other inmates.

Laura Sullivan/NPR

Cook County, Ill., Sheriff Tom Dart walks the halls of his jail every day. With 10,000 inmates, this place is a small city — except a third of the people here are mentally ill.

Dart has created some of the most innovative programs in the country to handle mentally ill inmates, hiring doctors and psychologists, and training staff. But if you ask anyone here, even this jail is barely managing.

"I can't conceive of anything more ridiculously stupid by government than to do what we're doing right now," Dart says.

Fifty years ago, states began shutting down asylums in favor of community mental health centers. It was a major policy shift in mental health, allowing patients to go home and live independently.

Over the past decade, though, states have cut billions from their mental health budgets, shuttering clinics across the country. The result is thousands of mentally ill people funneling in and out of the nation's jails. In many cases, it has sent the mentally ill right back where they started — locked up in facilities that are ill-equipped to help them.

You can see the problem every morning in the intake center in Cook County, where 250 new inmates, arrested overnight, are stuffed into bullpens.

'It's Staggering'
Elli Petacque Montgomery is the deputy director of mental health policy for the sheriff's office. She and her staff screen all of the inmates for mental illness.

It's not the hostile, angry men at the front of the cages, bickering with jail staff and pushing each other for more elbow room that interest her. It's the men in the corners — men who come to jail and manage, despite the noise and commotion, to fall asleep.

"I'm kind of curious about this guy in the blue," says Montgomery, pointing to a man sitting quietly on a bench. "Now, is he dazed because he's on drugs or because the voices in his head are louder than what's happening around him?"

On this morning, one inmate after another has a problem. One man tells her he's going to kill himself because he thinks he's already dead. Another guy explains that the voices tell him to hurt people.

"To walk in and feel like every other person I'm interviewing [is] mentally ill on any given day, I can't wrap my brain around it," she says. "It's staggering what we're really dealing with."
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Elli Petacque Montgomery with the Cook County Sheriff's Office assesses a new inmate for mental illness.
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Most of these men are here on minor offenses. Police have picked them up for small crimes like acting out in front of restaurants, sleeping in abandoned buildings or possessing drugs. They're people with nowhere to go and nowhere to get medication. Some of them will stay for a few days; some for a few weeks. But statistically almost all of them will be back.

While these men are here, the jail's responsibility is to keep other inmates from hurting them, and them from hurting themselves. But jail staff say what really happens deep inside this jail is a far cry from actual treatment.

'We're The Leaders?'
Inside the women's psych ward — a place rarely seen by the public — a long, sterile hallway with a row of green doors leads to a community area where 20 women are sitting in chairs. Some are rocking; some are pulling out their hair. Many are staring into space.

"You see people who are so profoundly ill that you understand that this is not the place for them," says Dr. Nneka Jones Tapia, head of mental health for the jail.

But here and throughout much of the country, there's nowhere else for them to go. City and state governments nationwide have cut funding for mental health services. In the face of budget shortfalls, Chicago officials closed six of the area's 12 mental health clinics in the past three years. Illinois officials closed three of the area's state hospitals. Private clinics are also struggling for funding.

Without medication or counseling, these inmates wind up in front of police. They're brought here to this ward, which resembles something from the past.

The jail's chief psychologist, Kenya Key, steps inside a small, dark room behind the community area. It has padded walls, a drain and a light — nothing else. It's called the quiet room.

"It's never used as punishment," Key explains. "The purpose of it is to decrease stimulation."

There's nothing to write with in this room, but the walls are covered in writing — slurs written with blood from fingertips or scratched into the walls with fingernails.

"The majority of the patients who are put here are in a state of very high agitation and escalation," Key says. "While we do have those patients that will ask, 'Can I go to the quiet room?' [with] the majority of patients, it's a forced intervention to help the patient de-escalate."

“I can't conceive of anything more ridiculously stupid by government than to do what we're doing right now.

- Cook County Sheriff Tom Dart

In the men's psych ward down the hall, the scene is similar. Some men are locked into rooms where they pace back and forth for hours in smocks. One man is wearing just a blanket. One man had been tied down in an empty room during the night with leather straps.

"Full leather restraints are used when a patient does not respond to any other intervention," Key says, "which means they are literally restrained to the bed."

Officials acknowledge that what's happening in these wards is reminiscent of the mental asylums of the last century. But they say the only other option is to lock the mentally ill in solitary confinement for weeks on end.

This is, after all, a jail. And this is one of the few in the country with doctors and nurses, psychologists and correctional officers trained in how to handle psychotic episodes. And there are rules: Inmates can only be forcibly medicated with a doctor's orders. Leather restraints and padded rooms have time limits.

Still, Sheriff Dart says he's confused by the compliments he hears from other jail administrators. 
"On the one hand, they're speaking so highly about what you're doing," he says, "but it's depressing as hell when they tell you you're the leader. I feel as if we're doing the bare minimum, and we're the leaders? No, this is not good."

The confusion about what is supposed to be happening in this jail is apparent when correctional officers talk. They often switch between calling the men inmates and patients in the same sentence.

'I Don't Think They Know'
Once inmates are willing to eat, shower, dress and sit calmly, they move from the psych ward to Division 2, just across the road.

In one room of that facility, a group of inmates is standing by the television while 40 or so others mill about a row of bunks. Three of them say they came to the county jail to get back on their medication after their local clinic closed.

"Sometimes I would even commit a crime just to make sure I would get my meds," says inmate Joseph DeRiggi. "Here, there's a little more understanding because they know us: 'OK, DeRiggi, we know what you're on. You're good.' That's just the way it is."

i i 

hide captionMentally ill inmates who are able to shower, eat, sit quietly and otherwise care for themselves live in the jail's Division 2. A psychologist is stationed right outside the room, and officers are specially trained to deal with psychotic episodes.
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Mentally ill inmates who are able to shower, eat, sit quietly and otherwise care for themselves live in the jail's Division 2. A psychologist is stationed right outside the room, and officers are specially trained to deal with psychotic episodes.
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But jail is an expensive place to get medication. It costs almost $200 a night to house a mentally ill person here; health clinics cost a fraction of that.

Plus, their cases clog the courts with largely minor offenses. That lengthens jail time for everyone. The average stay is now eight days longer than it was a few years ago. Adding eight days costs county taxpayers $10 million more every year.

As Dart makes his way through Division 2, he pauses to say hello to many of the inmates he recognizes. They cycle in and out. Dart stops at the bunks. His frustration is palpable.

"Here you have a population clearly identified as mentally ill, and you're releasing them to the street with nothing," he says. "This isn't left or right, conservative or liberal talking. What do you think is going to happen?"

Dart is a former prosecutor. He wants criminals punished. But he says he had no idea when he took the job of sheriff that he would also become the state's mental health provider.

While he's talking, a man in the back of the room starts walking in circles. He's saying he's God, and that he's going to make everyone disappear. Now the other mentally ill inmates around him are getting agitated.

Three officers with mental health training slowly surround him. They don't say anything; they just nod their heads, agreeing with him. On cue, the officers start walking, and the inmate instinctively starts walking with them. He doesn't know it, but he's headed back to the psych ward.

Dart barely pauses. He sees it every day.

He says he understands that money for community health centers is tight. But he says doing it this way is costing more.

"Clearly, our society had determined that the state-run mental hospitals were abhorrent, that, my God, our society cannot tolerate this, we're much more advanced than that," Dart says. "I just find the irony so thick that that same society finds it OK to put the same people in jails and prisons."

But then he shakes his head and changes his mind.

"I know people care," he says, pausing. "I don't think they know."
ARTICLE TEN
Why can't America care for the mentally ill?
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NEWTOWN, CT - DECEMBER 16: Stuffed animals decorate Christmas trees donated in memory of those killed at the Sandy Hook School December 16, 2012 in Newtown, Connecticut

· 

Dec. 16, 2012: A man holds a child while paying respects to shooting victims at a makeshift memorial outside of St. Rose of Lima Roman Catholic Church, in Newtown, Conn.AP

· 

Teddy bears, each representing a victim of the Sandy Hook Elementary School shooting, sit on a wall at a sidewalk memorial Dec. 16, 2012, in Newtown, Conn. A gunman walked into Sandy Hook Elementary School in Newtown Friday and opened fire, killing 26 people, including 20 children.AP

Adam Lanza, 20, who killed 20 children and 6 adults on Friday, has brought incalculable grief to dozens of families and stunned our nation.  

Now, the debate begins about what to do in the wake of his carnage in Newtown, Connecticut and the multiple murders in Aurora, Colorado and at Columbine High School, the Red Lake Indian Reservation in Minnesota and the West Nickel Mines School in Pennsylvania, Virginia Tech and Chardon High School in Ohio.  

ADVERTISEMENT

ADVERTISEMENT

Some will say that gun control is the answer, but that ignores the obvious:  Too many guns isn’t the issue; too little mental health care is.  

We now have a mental health care system that simply ignores those among us who suffer with incapacitating symptoms of psychiatric illness and whose suffering can—only in a very, very small percentage of cases, thankfully—lead to terrible violence.

Focusing on gun control does more than squander the time and effort of our public officials and state resources and town police forces, it distracts us dangerously from the real work that must be done.  

America’s mental health care system is shattered and on its knees.  

After decades of deconstructing our inpatient psychiatric hospitals and community mental health centers and after decades of insurance companies demanding that they pay only for  social workers and nurses to treat even the most extremely mentally ill and potentially violent individuals (rather than including psychologists and psychiatrists) we now have a mental health care system that simply ignores those among us who suffer with incapacitating symptoms of psychiatric illness and whose suffering can—only in a very, very small percentage of cases, thankfully—lead to terrible violence.

What is wrong, exactly?  

Here is the truth:  Today, even a mentally ill young man with a known propensity for violence, or even a history of serious violence, is likely to receive just an hour a week of counseling (if that) by a social worker.

He is likely have an unclear diagnosis of his condition and to be on a list of constantly changing, very powerful psychoactive medications prescribed by a nurse.

He is also likely to be turned away -- repeatedly --by emergency room social workers who act as gatekeepers for insurance companies to restrict access to inpatient psychiatric treatment.
If admitted to a psychiatric hospital, he will likely be triaged quickly through an often-incompetent “tune up” of medications that might accomplish nothing and then be sent back home as soon as he “contracts for safety”—simply promising a social worker that he won’t kill anyone.

That young man’s good parents might well pray that he be arrested for another violent crime so that the terms of his probation might (but probably still wouldn’t) include mandatory visits to a mental health professional (though not always the right one for their child’s needs) and mandatory drug testing.  At least then he can be jailed if he refuses all treatment or gets hold of some heroin that could worsen his hallucinations.

Imagine the sort of anemic services made available to someone who clearly needs help, and might well be dwelling on very dark thoughts, but has yet to act out violently.  

How could this be?  What has happened to render such a great nation so incapable or unwilling -- or both -- of caring for the mentally ill?  

The following list is not exhaustive, but, though short, it will give you an important window into just how bad our mental health care system has become and why I can only call it a national disgrace:

1) The essential art of helping understand the roots of psychiatric illness in emotion is not available to the vast majority most families, now being reserved for people who can find the small number of professionals who are expert in that skill set, many of whom would never be paid by insurance companies at all, or given only three or six or a dozen hours to treat a very disturbed patient.  

Not only have insurance companies demanded that empathy be dispensed in tiny doses, in favor of ten minute medication appointments, but many, many American training programs for psychiatric residents have responded by curtailing  education in that healing art such that most new psychiatrists have never even been in therapy themselves and have limited ability to perform it.  

The mental health care system is now itself dangerously devoid of the ability to understand patients’ lives, empathize with their suffering and help them beyond their depression and rage.  

The constantly changing, partly insurance-company driven, "Diagnostic and Statistical Manual of Mental Disorders"—which pretends to accurately describe the range of psychiatric suffering through the use of 300 sterile diagnostic labels (conveniently ready for matching up to medications), is part of the problem, too.

2) The demands of insurance companies, including Medicare and Medicaid and every public insurance program, has been to cram down the educational level of clinicians more and more and more. 
People with complex histories of abuse and neglect and extremely toxic interpersonal dynamics are now routinely in the case loads of mental health counselors with little more than college degrees (if that) and social workers and nurses, many of whom are very talented and extremely dedicated people, but many of whom simply do not have the ability or training to do what psychiatrists trained for at least 8 years in medical school and residency could do for them.

3) The holistic view of the patient—essential to understanding his view of himself and others and assessing whether dangerous behavior could result—has all but disappeared, having yielded to simplifying and splitting the patient into someone with some emotional problems who should talk to a counselor about his feelings once a week (or less) and someone who needs medicine to think clearly or stop hallucinating or stop being paranoid who should visit a doctor or nurse ten minutes a month for prescriptions.  These two professionals often never speak to one another and never even compare notes via email.  

Thus, the crucial subtleties of how medicines are impacting the psyche are ignored and the possibilities for bad results are exponentially increased.

4) The use of inpatient psychiatry units as healing environments in which more sophisticated assessments of psychiatric patients are performed is now mostly relegated to rare hospitals that can cost as much as $20,000 or $40,000 or $80,000 a month, which people must pay for themselves, since insurance companies will not.  

Insurance companies will only pay for overcrowded psychiatric units, often in disrepair, in which the violent mentally ill are often lumped into one space (and share rooms) with depressed young adults, drug addicted homeless folks and the elderly suffering with dementia.  

Most of these units are revolving doors where someone can assault his mother or threaten to kill her on a Friday and be discharged with a new prescription on Monday.

5) There is no system in place—at all—that routes very sick mentally ill individuals, especially those at risk for violence, to forensic psychiatry professions truly skilled to evaluate them.  In any case, the numbers of such professionals are extremely low and their use largely limited to evaluating and treating those who have already committed sex crimes or very violent acts, including murder.  

Clinicians in ERs and in clinics, whose resources are already stretched dangerously thin—are loathe to file the paperwork that would force hospitalization on the unwilling or force medications on individuals who need them and refuse them, if they are lucky enough to get hospital care.

6) There is no effective, ongoing line of communication between law enforcement  
officials and psychiatry professionals about the status of dangerous patients, even those who have broken the law, already, in very significant ways.  The expectation of most probation officers for sex offenders or those mentally ill people charged with violent crimes including guns is a letter faxed to them once a month stating that visits are ongoing—if that.  And if the letter were not to arrive, many probation officials would not take notice or take action.

7) In most communities, there are no real psychological/psychiatric resources available within the schools, nor any established and effective line of communication between the schools and outside mental health professionals or agencies.  

When I was medical director of the Tri-City Community Mental Health Centers in Massachusetts, I appointed a clinician to act as a liaison to every school we could afford to reach out to.  But that was too thin a safety net and a very rare one at that.  And centers like Tri-City (where we had 10,000 clients) are so poorly funded that it is an embarrassment.

8) In most states there is no way to arrange court-ordered, involuntary outpatient use of medications (including antipsychotic medications) even if someone is very violent or has reported extremely violent thoughts in the hospital, even if that person is psychotic and also addicted to cocaine or heroin, and even if that person is court-ordered to take such antipsychotic medications in the hospital.  

Once that person hits the streets he or she is too often free to never visit a psychiatrist, again, to never take another medication and to never be drug-tested.

That is where we are.  And that defines what poses as a mental health care system, but does not merit that label.  

It is a cruel ruse to suggest to American families struggling with mentally ill loved ones that they can receive effective and healing psychiatric care without spending tens of thousands or, more likely, hundreds of thousands of dollars to do it.  

With the dehumanizing forces of media, entertainment and, especially, technology gathering steam every day, we can expect more and more horrific violence, until we come up with a real strategy and a real system to prevent it.

You might think that the system is so far gone that it cannot be rebuilt and built better than ever.  But that is not true.  All that stands in the way is a clear plan and clear resolve.  
Psychiatry and psychology are amazingly effective disciplines, when properly harnessed and deployed.  And it doesn’t even have to cost billions of dollars to do that.  Within the week, I will post the rough framework of such a plan here on FoxNews.com.   

Until then, when you hear well-meaning politicians or community leaders talk about gun control as a solution to school shootings, remember that Adam Lanza was mentally ill (in a way that I would label as “violently ill”) in a nation that has no real mental health care system at all, that he used firearms that were legally obtained by his mother and that he could just as easily have used other means to inflict horrible casualties.

We have no time for misplaced efforts. Our will to heal, not bluster, will define how much senseless, horrific, preventable violence we are yet to see in our schools.

Dr. Keith Ablow is a psychiatrist and member of the Fox News Medical A-Team. Dr. Ablow can be reached at info@keithablow.com.
ARTICLE ELEVEN
Poor people are intentionally getting arrested to access mental health treatment
http://americablog.com/2014/01/poor-people-intentionally-getting-arrested-get-mental-health-treatment.html
1/22/2014 7:00am by Dr. Mark Thoma, MD 18 Comments 

The title of this post actually refers to two different routes to jail. In one, people who need mental health care and can’t get it, for whatever reason, often wind up in jail. The other scenario is where people realize that they can get psychiatric care in jail and do whatever they can to get arrested.

Let’s look at the first case: someone who needs mental health care, can’t get it and ends up getting arrested.

Depending on the source, statistics show that anywhere from 30% to 50% of inmates in the New York City jail system have a psychiatric diagnosis.

Some of these people may have previously been treated as outpatients, but with years of decreased mental health budgets, there is less help available for them. Their diagnosis could be depression, bipolar disorder, schizophrenia, substance abuse or any one of a number of others, or even a combination of diagnoses. They may be arrested for crimes from misdemeanors to felonies. Some who can’t get their medications may self-medicate with alcohol. Others, homeless and destitute, may be arrested for shoplifting or prostitution. Some for assault or any of a number of other crimes.

When they get incarcerated, they may get no, or minimal, treatment even if their psychiatric problem is readily apparent or documented from a previous arrest. If they present as a “problem” to the jail personnel, they may be sent directly to solitary confinement. Some inmates with psychiatric problems may spend literally thousands of days in solitary because of the behaviors they display or threats that they make.

Even for those who may get some form of treatment, medications, therapy or both, the help may only be temporary. Upon release from jail, they may again be homeless, penniless, uninsured and destitute. They may be unable or unwilling to get help or help may not be available and they will return to jail to repeat the process again.

The Texas Observer points out that in Houston the problem is a little different. Mental health budgets have been cut in Texas, too. And, thanks to conservatives, the ACA Medicaid expansion has been stalled. Outpatient mental health services are hard to get, and harder to keep. Many spend months on a waiting list until a vacancy occurs. Unfortunately, some mentally ill patients can’t wait months without medications or other treatment. Those who couldn’t get treatment often got arrested, just as their NYC counterparts did.

The jails were faced with more and more psychiatric patients who, under other circumstances, wouldn’t be inmates. Sometimes upwards of 2,000 inmates in Houston were mentally ill. The city finally acted to deal with the problem. They instituted a psychiatric treatment area as part of the jail facility. Inmates with a psychiatric diagnosis could be housed here and receive medications and counseling.

This idea was successful. It helped the inmates deal with their mental health issues. But, again, it turned into a stopgap measure. It was effective while the inmates were jailed. But, upon release, they would go onto a waiting list to get outpatient mental health services. That meant, for many of them, they wouldn’t be able to afford their medications and couldn’t get therapy until they got accepted for outpatient services. Again, that might be months of waiting.

Some people got rearrested, some became homeless, some attempted suicide (some probably succeeded). But some realized that mental health treatment WAS available, back in jail. So they’d deliberately commit a crime just to get arrested and thus, get treated again. One man would break a window and then wait there, waiting for the police to take him to jail where he could get treated. Another, frustrated at this failing system, shouted that he wanted to be jailed for 20 years, so that he could get the medications and treatment that he needed.

Even if outpatient mental health care were available, there are still a number of problems that are present when trying to deal with this population. Upon release, some of these inmates will be homeless. The fortunate ones will get into shelters. But even those who get into a shelter face other problems. Getting a job (if they are able to maintain a job), signing up for health care, transportation to health care appointments, developing a support system and other problems. All of those are hard to do for someone who is mentally and physically healthy. Imagine how difficult it would be for someone who had a mental illness, physical illnesses, someone who is elderly, or disabled or has any one of a number of other problems to face.

There are no easy answers for these issues. This is a growing problem that has been getting worse for dozens of years as outpatient mental health budgets have been trimmed and trimmed again. And it’s not just confined to large cities. It’s found on all parts of the country to a greater or lesser degree. We and our lawmakers need to take a serious look at these problems and come up with some solutions. Group homes or halfway houses, job training programs, educational opportunities, counseling and therapy along with medications. These may be helpful to begin to address the problem, but address this problem we must.

Jail is not the appropriate place for people who need mental health treatment.
ARTICLE TWELVE
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[made available by the United Nations Department of Economic and Social Affairs (DESA)]

The General Assembly,

Reaffirming the importance of the observance of the purposes and principles of the Charter of the United Nations for the promotion and protection of all human rights and fundamental freedoms for all persons in all countries of the world,

Reaffirming also the importance of the Universal Declaration of Human Rights 2/ and the International Covenants on Human Rights 3/ as basic elements of international efforts to promote universal respect for and observance of human rights and fundamental freedoms and the importance of other human rights instruments adopted within the United Nations system, as well as those at the regional level,

Stressing that all members of the international community shall fulfil, jointly and separately, their solemn obligation to promote and encourage respect for human rights and fundamental freedoms for all without distinction of any kind, including distinctions based on race, colour, sex, language, religion, political or other opinion, national or social origin, property, birth or other status, and reaffirming the particular importance of achieving international cooperation to fulfil this obligation according to the Charter,

Acknowledging the important role of international cooperation for, and the valuable work of individuals, groups and associations in contributing to, the effective elimination of all violations of human rights and fundamental freedoms of peoples and individuals, including in relation to mass, flagrant or systematic violations such as those resulting from apartheid, all forms of racial discrimination, colonialism, foreign domination or occupation, aggression or threats to national sovereignty, national unity or territorial integrity and from the refusal to recognize the right of peoples to self- determination and the right of every people to exercise full sovereignty over its wealth and natural resources,

Recognizing the relationship between international peace and security and the enjoyment of human rights and fundamental freedoms, and mindful that the absence of international peace and security does not excuse non-compliance,

Reiterating that all human rights and fundamental freedoms are universal, indivisible, interdependent and interrelated and should be promoted and implemented in a fair and equitable manner, without prejudice to the implementation of each of those rights and freedoms,

Stressing that the prime responsibility and duty to promote and protect human rights and fundamental freedoms lie with the State,

Recognizing the right and the responsibility of individuals, groups and associations to promote respect for and foster knowledge of human rights and fundamental freedoms at the national and international levels,

Declares:

Article 1
Everyone has the right, individually and in association with others, to promote and to strive for the protection and realization of human rights and fundamental freedoms at the national and international levels.

Article 2
1. Each State has a prime responsibility and duty to protect, promote and implement all human rights and fundamental freedoms, inter alia, by adopting such steps as may be necessary to create all conditions necessary in the social, economic, political and other fields, as well as the legal guarantees required to ensure that all persons under its jurisdiction, individually and in association with others, are able to enjoy all those rights and freedoms in practice.

2. Each State shall adopt such legislative, administrative and other steps as may be necessary to ensure that the rights and freedoms referred to in the present Declaration are effectively guaranteed.

Article 3
Domestic law consistent with the Charter of the United Nations and other international obligations of the State in the field of human rights and fundamental freedoms is the juridical framework within which human rights and fundamental freedoms should be implemented and enjoyed and within which all activities referred to in the present Declaration for the promotion, protection and effective realization of those rights and freedoms should be conducted.

Article 4
Nothing in the present Declaration shall be construed as impairing or contradicting the purposes and principles of the Charter of the United Nations or as restricting or derogating from the provisions of the Universal Declaration of Human Rights, 2/ the International Covenants on Human Rights 3/ and other international instruments and commitments applicable in this field.

Article 5
For the purpose of promoting and protecting human rights and fundamental freedoms, everyone has the right, individually and in association with others, at the national and international levels:

(a) To meet or assemble peacefully;

(b) To form, join and participate in non-governmental organizations, associations or groups;

(c) To communicate with non-governmental or intergovernmental organizations.

Article 6
Everyone has the right, individually and in association with others:

(a) To know, seek, obtain, receive and hold information about all human rights and fundamental freedoms, including having access to information as to how those rights and freedoms are given effect in domestic legislative, judicial or administrative systems;

(b) As provided for in human rights and other applicable international instruments, freely to publish, impart or disseminate to others views, information and knowledge on all human rights and fundamental freedoms;

(c) To study, discuss, form and hold opinions on the observance, both in law and in practice, of all human rights and fundamental freedoms and, through these and other appropriate means, to draw public attention to those matters.

Article 7
Everyone has the right, individually and in association with others, to develop and discuss new human rights ideas and principles and to advocate their acceptance.

Article 8
1. Everyone has the right, individually and in association with others, to have effective access, on a non-discriminatory basis, to participation in the government of his or her country and in the conduct of public affairs.

2. This includes, inter alia, the right, individually and in association with others, to submit to governmental bodies and agencies and organizations concerned with public affairs criticism and proposals for improving their functioning and to draw attention to any aspect of their work that may hinder or impede the promotion, protection and realization of human rights and fundamental freedoms.

Article 9
1. In the exercise of human rights and fundamental freedoms, including the promotion and protection of human rights as referred to in the present Declaration, everyone has the right, individually and in association with others, to benefit from an effective remedy and to be protected in the event of the violation of those rights.

2. To this end, everyone whose rights or freedoms are allegedly violated has the right, either in person or through legally authorized representation, to complain to and have that complaint promptly reviewed in a public hearing before an independent, impartial and competent judicial or other authority established by law and to obtain from such an authority a decision, in accordance with law, providing redress, including any compensation due, where there has been a violation of that personþs rights or freedoms, as well as enforcement of the eventual decision and award, all without undue delay.

3. To the same end, everyone has the right, individually and in association with others, inter alia:

(a) To complain about the policies and actions of individual officials and governmental bodies with regard to violations of human rights and fundamental freedoms, by petition or other appropriate means, to competent domestic judicial, administrative or legislative authorities or any other competent authority provided for by the legal system of the State, which should render their decision on the complaint without undue delay;

(b) To attend public hearings, proceedings and trials so as to form an opinion on their compliance with national law and applicable international obligations and commitments;

(c) To offer and provide professionally qualified legal assistance or other relevant advice and assistance in defending human rights and fundamental freedoms.

4. To the same end, and in accordance with applicable international instruments and procedures, everyone has the right, individually and in association with others, to unhindered access to and communication with international bodies with general or special competence to receive and consider communications on matters of human rights and fundamental freedoms.

5. The State shall conduct a prompt and impartial investigation or ensure that an inquiry takes place whenever there is reasonable ground to believe that a violation of human rights and fundamental freedoms has occurred in any territory under its jurisdiction.

Article 10
No one shall participate, by act or by failure to act where required, in violating human rights and fundamental freedoms and no one shall be subjected to punishment or adverse action of any kind for refusing to do so.

Article 11
Everyone has the right, individually and in association with others, to the lawful exercise of his or her occupation or profession. Everyone who, as a result of his or her profession, can affect the human dignity, human rights and fundamental freedoms of others should respect those rights and freedoms and comply with relevant national and international standards of occupational and professional conduct or ethics.

Article 12
1. Everyone has the right, individually and in association with others, to participate in peaceful activities against violations of human rights and fundamental freedoms.

2. The State shall take all necessary measures to ensure the protection by the competent authorities of everyone, individually and in association with others, against any violence, threats, retaliation, de facto or de jure adverse discrimination, pressure or any other arbitrary action as a consequence of his or her legitimate exercise of the rights referred to in the present Declaration.

3. In this connection, everyone is entitled, individually and in association with others, to be protected effectively under national law in reacting against or opposing, through peaceful means, activities and acts, including those by omission, attributable to States that result in violations of human rights and fundamental freedoms, as well as acts of violence perpetrated by groups or individuals that affect the enjoyment of human rights and fundamental freedoms.

Article 13
Everyone has the right, individually and in association with others, to solicit, receive and utilize resources for the express purpose of promoting and protecting human rights and fundamental freedoms through peaceful means, in accordance with article 3 of the present Declaration.

Article 14
1. The State has the responsibility to take legislative, judicial, administrative or other appropriate measures to promote the understanding by all persons under its jurisdiction of their civil, political, economic, social and cultural rights.

2. Such measures shall include, inter alia:

(a) The publication and widespread availability of national laws and regulations and of applicable basic international human rights instruments;

(b) Full and equal access to international documents in the field of human rights, including the periodic reports by the State to the bodies established by the international human rights treaties to which it is a party, as well as the summary records of discussions and the official reports of these bodies.

3. The State shall ensure and support, where appropriate, the creation and development of further independent national institutions for the promotion and protection of human rights and fundamental freedoms in all territory under its jurisdiction, whether they be ombudsmen, human rights commissions or any other form of national institution.

Article 15
The State has the responsibility to promote and facilitate the teaching of human rights and fundamental freedoms at all levels of education and to ensure that all those responsible for training lawyers, law enforcement officers, the personnel of the armed forces and public officials include appropriate elements of human rights teaching in their training programme.

Article 16
Individuals, non-governmental organizations and relevant institutions have an important role to play in contributing to making the public more aware of questions relating to all human rights and fundamental freedoms through activities such as education, training and research in these areas to strengthen further, inter alia, understanding, tolerance, peace and friendly relations among nations and among all racial and religious groups, bearing in mind the various backgrounds of the societies and communities in which they carry out their activities.

Article 17
In the exercise of the rights and freedoms referred to in the present Declaration, everyone, acting individually and in association with others, shall be subject only to such limitations as are in accordance with applicable international obligations and are determined by law solely for the purpose of securing due recognition and respect for the rights and freedoms of others and of meeting the just requirements of morality, public order and the general welfare in a democratic society.

Article 18
1. Everyone has duties towards and within the community, in which alone the free and full development of his or her personality is possible.

2. Individuals, groups, institutions and non-governmental organizations have an important role to play and a responsibility in safeguarding democracy, promoting human rights and fundamental freedoms and contributing to the promotion and advancement of democratic societies, institutions and processes.

3. Individuals, groups, institutions and non-governmental organizations also have an important role and a responsibility in contributing, as appropriate, to the promotion of the right of everyone to a social and international order in which the rights and freedoms set forth in the Universal Declaration of Human Rights and other human rights instruments can be fully realized.

Article 19
Nothing in the present Declaration shall be interpreted as implying for any individual, group or organ of society or any State the right to engage in any activity or to perform any act aimed at the destruction of the rights and freedoms referred to in the present Declaration.

Article 20
Nothing in the present Declaration shall be interpreted as permitting States to support and promote activities of individuals, groups of individuals, institutions or non-governmental organizations contrary to the provisions of the Charter of the United Nations.
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	Society and Individual Responsibility
Aug 30, 2002, 1:10a 

Society and Individual Responsibility

So this is the deal: society today frowns on giving the individual responsibility. We are governed by a set of rules that limits the ability of any individual to make a choice, because we believe that the individual will make the wrong choice, for either himself, others, or both. For example, take traffic rules. Rules such as stopping at stop signs and not running red lights should be entirely optional. A cop should not have jurisdiction or the responsibility to enforce such rules; they should merely be considered as social "recommendations." "You are recommended to stop here, but you may proceed without stopping at your own risk." Sitting at a red light when no traffic is coming makes one feel like a fool and a cog. Why do we sit there, comfortable in our upholstered seats, staring at a red light waiting for the green when we can obviously see that there is no cross-traffic and that it is safe to cross? Because we are scared that we will get a ticket. Why are we scared that we will get a ticket? Because we are scared of what others may think when they find out that we got a ticket for running a red light. Because we will be ostracized by our peers, and considered an unsafe driver. Because we are scared that it will go on the infamous, anonymous "record" and that we will be scarred for life as if with a scarlet letter. Why do we respect the "record"? Why do we place such value in not even making a single mistake if we can help it?

Because society values its existence as a whole over the existence of individuals. Individuals are valued only so far as how they can contribute to the creation and maintenance of a society, and beyond that, all their individual needs must be satisfied on their own. We choose to restrict the choices that individuals can make because we don't believe that they will make the "right" choice, whatever that may be. As a result, we feel demeaned and stupid, sitting at a red light at 2am, waiting to cross as the city sleeps. In New York they apparently run red lights en masse, even in the presence of cops, but I've never experienced this directly so I don't know for sure. In any case, it is time for individuals to take responsibility for their own actions, and for society to risk losing a few more individuals for the sake of maintaining individual identity. And without individual identity, the individual will no longer wish to be a part of a society that treats him like a suckling child.

How can you expect to have any self-respect if you work everyday in a job where you don't make decisions, but decisions are made for you by a few words in a manual? Where people value not what you believe and say, but what happens to be written? I guess talk is cheap, but who's to say that writing isn't? When employers watch their employees with video cameras, when employers cannot even trust their employees to not steal from a cash register that they are operating, something must be wrong. Either the employee isn't getting paid enough to work, or the job shouldn't exist in the first place. By not showing trust, you're only asking for an even more disgruntled worker to rob you.

And look at the options that an individual has in society today. You have two basic options. Option One: Spend your life in school educating yourself for a job that you don't really want to buy the stuff you don't really need to pass the time until you retire to pass the time until you die. Uh-huh. Tell that to a kid when they're growing up, and they'll call you crazy. And we think the people who opt-out, such as homeless people, constitute society's insane. But wait, there is hope. Option Two: Understanding this sad fate, you instead sue a large corporation, such as McDonald's, for causing your child to be fat or for causing your own heart disease. You threaten to file a class-action lawsuit that will rival the Big Tobacco suit, costing McDonald's billions of dollars if you win or millions in lawyer fees if you don't. But you also give them the option to settle quietly out of court for an undisclosed sum worth several million. Being a financially-focused business, McDonald's will of course choose to settle. In effect, by threatening to sue and destroy McDonald's reputation, you have earned yourself a living that, if well-managed, could last you a lifetime. And you feel little guilt because McDonald's is not your neighbor whom you see everyday but some faceless corporation consisting of thousands of employees that would rather work elsewhere. Even though what you've done amounts to extortion, blackmail. And McDonald's has chosen business over ethics, without missing a beat.

If you're smart, you choose option two. If you're ethical, you choose option one. If you're smart and ethical, you choose a third option, yet to be conceived. But right now, option two seems like the definite way to go. In fact, society recommends it, because of course your child's obesity or your heart disease could not have been in any way under your control as your responsibility, because you, the consumer, are not to be trusted with something as important as RESPONSIBILITY. Who knows, you just might hurt someone.

And thus, we have a cycle of lack of responsibility that is self-perpetuating. Society doesn't think we can take care of ourselves, we begin to believe this, and then we act on it to benefit ourselves. Because we really can take care of ourselves, no matter what restrictions society places on us. Our most recent outlet has been litigation; in fact, if you want to get a safe job today, become a lawyer. Just don't expect to succeed if you actually have morals and care about the cases you fight. Just be a shrewd businessman. And don't feel bad when you do the "wrong" thing, knowing full well that the "right" thing is going to cost you. After all, you can work for the plaintiff for free; just be sure to ask for a 30% cut of whatever McDonald's gives them.

Why do we make a society where doing the "right" thing is expensive? Who designed this damn thing anyway? It's design by committee, and hence the design sucks.
 


ARTICLE FOURTEEN
What is the relation between Society and Individual? 

Arvind Kumar 

http://www.preservearticles.com/2011100414555/what-is-the-relation-between-society-and-individual.html
Man is a social animal. He has a natural urge to live an associated life with others. By living with others he enjoys the fruits of common life. Man needs society for his very existence or survival. The human child depends on his parents and others for its survival and growth. The inherent capacities of the child can develop only in society.

Society provides a favourable atmosphere for the development of human personality. A rich and varied social life provides him with immense opportunities to be his best self. Again individuals depend upon society for the satisfaction of their innumerable wants. Society provides insurance or security against odds in life.

The individual falls back on his family and friends in times of difficulty and insecurity. Society is a store-house of knowledge and experience, and each individual benefits by the wisdom and experience of generations of human beings.

All this proves that man is by nature and necessity a social animal. He is intimately related to social life. The relationship between society and the individual is reciprocal and complementary. Society is composed of individuals and each individual is an inseparable part of the social whole.

A society refers to the whole and individuals represent only its parts. It is obvious that individual is both a social factor as well as a social product. Thus there is no antithesis or contradiction between society and individual.

Nevertheless there may be occasions of conflict and opposition between the society and the individual. There is controversy among scholars as to who should be sacrificed in such cases. One group of thinkers known as the socialists, collectivists, idealists and the organismic theorists maintain that society as a collective whole is bigger and greater than each individual.

The individual may be selfish or egoistic. He may ignore the social interest and pursue his self-interest. In such cases it is the duty of the individual to adjust him to society or else society would compel him to conform to the pattern of social life and code of conduct. The individual may be sacrificed for the common good of society.

On the other hand, a group of thinkers known as liberals and individualists put premium on the dignity and worth of each individual person and maintains that society exists for the individuals. It is a means to an end and not an end in itself. Society is an instrument to achieve and promote human happiness.

They demand ample freedom of thought and action for the individuals and attack any attempt by society and associations to limit or take away precious freedom.

Both views are one-sided and exaggerate both the importance and superiority of society or of the individual. They contain some element of truth, but not the whole of it. It may be said that the proper relation between society and the individual is reciprocal and complementary and not one of conflict and antagonism.

Herbert Spencer is an advocate of the organismic theory which compares the relationship between society and the individual with the relationship of body with that of its various parts. The body and its parts are interdependent. Neither can exist without the other. Likewise individuals are indispensable for the composition of society and society is essential for the very existence of the individuals.

The ultimate goal of society is to promote good and happy life for its individuals. It creates conditions and opportunities for the all round development of individual personality. Society ensures harmony and cooperation among individuals in spite of their occasional conflicts and tensions. If society helps the individuals in numerous ways, great men also contribute to society by their wisdom and experience.

Scientists, statesmen, reformers, philosophers, poets, artists, intellectuals etc., have made rich contribution to social Me. IC individual as, a social product benefits be the wisdom and experience of society, and he also contributes to this store house of knowledge and experience in whatever capacity he might be placed in society.

Thus society and individuals are bound by an intimate and harmonious bond and the conflicts between the two are apparent and momentary. In a well ordered society, there would be lasting harmony between the two
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Now I am going to read you a list of institutions in American society. Please tell me how much confidence you, yourself, have in each one -- a great deal, quite a lot, some, or very little? First, ... Next, [RANDOM ORDER]
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