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I N T R O D U C T I O N 

SUNSHINE OUTPOST 

"What an adventure; what fun" were the words I used 

to describe my life as I began my overview as a requirement 

for entrance into L.indenwood 4 , just one short year ago. 

Those same words describe but seem inadequate for my 

intervening educational journey. The learning, the changes 

the experiences have formed a chasm between the "then" and 

the "now" that seems infinitely longer. I am anxious for 

the completion of this phase so that I can get on to a new 

beginning; a new career, a new adventure. With the realiza­

tion that my time is not unlimited, I submit this paper, my 

thesis, as one of the requirements for an entrance into the 

world as a "mental health professional". I recognize my 

r esponsibity to myself as well as to those that have guided 

and directed me to evaluate my Lindenwood experience and 

to offer evidence that I have been able to integrate that 

gestalt into my life with the plan of action hez:t submitted. 



My thesis represents both an analysis of the literature 

concerning mental health care with cross cultural and historical 

perspectives and a synthesis of the wisdom of the ages into a 

program proposal tentatively entitled the Sunshine Outpost. 

It is my intention to provide quality mental health care 

through a careful analysis of the best of pr e-existing facilities 

treatment programs and apply these concepts in an innovative 

fashion in this thesis . 

A reader uninte.rested or overly famil iar with the history 

of the mental heal th movement may proceed directly to my original 

synthesis of these historical perspectives-the Sunshine Outpost, 

which begins on page 39 . 

2. 



fitENTAL HEALTH CARE HERITAGE 

If we do not remember and use the lessons of our 

forefathers , then we must again rediscover the truth 

embodied in that learning and experience many of the 

same frustrations and failures . This was the central 

theme of the play "Why the Alamo " presented in San 

Antonio , Texas , to commemorate the centennial celebra­

tion of that event in 1936 . I was so impressed that 

four decades later I s till begin each new undertaking 

with a search and review of that which has gone before . 

Thus the endeavor , Sunshine Outpost , led me to explore 

what had been done and learned before in mental health 

s o that I can advantageously use that knowledge , 

Human l i f e appeared on earth about three million 

years ago , whereas our wri tten records extend back 

only a few thousand years (Coleman , 1976). That limits 

our knowledge of pri mitive man , The earliest i ndica­

tion we have of a possible treatment of mental dis orders 

we find in the ske letal remains of Peruvian Stone Age 

cave dwellers of a half million years ago . Thi s "headache " 

treatment might have been performed by a medicine man, 

or an early shaman , by an operation we now call "trephin­

ing ", A crude s tone instrument was used to chip a circu­

lar hole in the skull, The evil spirits , s upposedly 



causing the trouble , could escape , Skulls have been 

found with multiple circular holes giving evidence of 

healing indicative of survival and continued life 

(Selling, 1943) , 

References to mental disorders in early writings 

of the Chinese , Egyptians , Hebrews , and Greeks all 

attribute the problem to demons that had taken posses­

sion of the individual, Then, as today , i f the indivi -

dual ' s symptoms or behavior appear to have a religious 

or mystical significance , it was thought the person was 

possessed by a good spirit or god , But most possessions 

were considered to be the work of evil spirits , and an­

cient Hebrews thought them to be a manifestation of 

the wrath and punishment of god, Moses warned "The Lord 

shall smite thee with madness " , Christ cured those 

possessed with "unclean spirits" by driying out those 

spirits . Exorcism , understandably , became the primary 

modality of treatment during the next 1700 years. And 

religion , rather than medicine became t he discipline 

chiefly responsible for the care and treatment of those 

mentally ill persons , This technique included prayer , 

incantation, noisemaking , use of concoctions , both 

internal and external , floggings , and fire (Coleman , 1976) . 

The Greek phys ician , Hippocrates , denied the intervention 

of deities and demons in the development of disease , and 



insisted that mental disorders had natural causes and 

required treatment like other diseases (Lewi s , 1941; 

Bockhoven, 1972) , His methods of treatment were advanced 

beyond the prevalent exorcism but did little to offset 

the culturally- accepted notions of demonology . 

Plato stated that disturbed individuals who 

committed criminal acts should not be responsible nor 

receive punishment as a normal person, but should be 

taken care of (Bockhoven , 1972) . ..He believed that mental 

disorders were partly organic , partly moral , and partly 

divine (Coleman , 1976) . 

Asclepiades (born c 124 B. c . ) was the first Greek 

or Roman physician to note acute and chronic mental 

disorders , and to distinguish between illusions , delusions , 

and hallucinations , He used a progressive approach to 

his patients . But Rome fell in the fifth century and 

the Dark Ages ensued and f inally climaxed with a world­

wide obsession with witches , The witch phobia and its 

attending mass hysteria swept Europe in the sixteenth and 

seventeenth centuries as well as the American Colonies , 

Religious and scientific thought began to change slowly , 

The basic idea that mental disorder represented either 

punishment by God or a deliberate association with the 

devil continued to dominate popular thought into the 

nineteenth century and hindered the development of mental 



health care as an area of sc ientific inquiry . 

Scientific questioning began again in Europe when 

Parac elsus (1490 - 1541) insisted that "dancing mania" 

was not poss ess ion but a form of disease and should be 

treated as s uch (Zi lboorg & Henry , 1941 ; Bockhoven , 1972) , 

Johann Weyer (1515- 1588 ) was one of the first 

physicians to specialize in mental disorders . His wide 

experience and progress ive views justifies his position 

as t he founder of modern psychopathology and the title 

of first psychiatrist . Special ins t i tutions were being 

established for the care of mentally disordered , relieving 

the monasteries and prisons , The patients did little 

better in the hospitals or "a s ylums" than at the hands 

of the clerics , The Pennsylvania Hospital at Philadelphia 

under the influence of Benjamin Franklin provided s ome 

wards for mental patients in 1756 , The first American 

hospital devoted totally to mental patients was built 

in Williamsburg , Virginia , in 1773 • Care was minimal 

and patients were treated like animals i n most institutions , 

The colony at Gheel , Be lgium, heralded the change 

to humane treatment , It became a place of refuge in the 

fifteenth century and is still functional today . Certified 

mental patients lived in private homes , working with 

the inhabitants and experiencing few restrictions (Coleman , 

1976) . This laboratory for the treatment of mental 



patients in a family and a community setting s till needs 

more exploration and exposure . 

Philippe Pinel in 1792 took charge of the hospital 

f or insane , La Bicetre , in Paris . He removed the chains 

from the insane to test his views that mental pati ents 

should be treated wit h kindness and considerati on--as 

s ick people and not as beasts or criminals . 

'Nilliam Tuke , an English Quaker , established "York 

Retreat" 'about the same time . It was a pleasant country 

house where patients lived , worked , and rested in a 

warm , friendly , reli gious atmosphere . These develop­

ments heralded the way for non- punitive , s cientific and 

innovative methods in mental health . 

The innovative climate for science and medicine 

during the eighteenth and nineteent h centuri es encouraged 

the curious to explore the causes of natural phenomena 

and human behavior . In America during the early nineteenth 

century humanitarians tried to prove t hat insanity could 

be cured by humane treatment . 

The high level of humanism , individual 

care , and attention accorderl the mentally ill 

patient in the hospitals of the early 1800 ' s 

was under the banner of ··moral treatment'' . 

The dignity of the patient was observed and 

enhanced and the conditions of his living 



were extraordinarily rich and culturally 

impressive . . , , Much that was embodied in 

moral treatment sprang from the warm regard 

of the early settler for his neighbor , It 

depended on small group living, was nourished 

by close interpersonal contact , and included , 

by its very nature , a concern for continuity 

of care , When this was lost , everything was 

lost , The later , almost accidental , discovery 

of "tent therapy" whose success was dependent 

primarily on narrowing the gap between staff 

and patients and on raising the dignity of 

the indi~idual , Unfortunately it did not 

result in any generalization of the humanistic 

principle involved (Greenblatt , 1969 , p VIII) , 

The earliest and most generous patrons and practi­

tioners of moral treatment in America came from the 

religious community in New England , Puritan wealth 

was used to s uccor the unfortunate rather than for a 

vain show or luxury (R , Caplan, 1969) . Quakers and 

Unitarians believed that the fatherhood of God and the 

brotherhood of man ennobled all fellow human beings and 

made them equal , Thus humanitarian service became an 

obligation for all , 



Consistent care and scientific clinical 

study were not adopted until the eighteenth 

century when liberal philosophy and political 

movements contained the hope that science would 

enable the achi evement of humanitarian ends. 

The possibility that science could solve the 

riddle of mental illness captured the imagi­

nation , In this endeavor , the goals of science 

and humanitarianism were indis tinguishable , 

There was no clear- cut line indicating where 

elimination of abuse ended and scientific 

therapy began(Bockhoven, 1972 , p 11) , , 

Humanitarianism favored the view that lunatics 

had undergone stresses which robbed them of their reason. 

It was assumed that the stress could result from 

disappointment as well as inflammation, Stresses of 

a psychological nature were referred to as moral causes 

and the treatment was called moral treatment . The 

patient was made comfortable , his interest aroused , 

his friendship invited and discussion of his trouble 

encouraged. His time was managed and filled with 

purposeful activity. 

The early psychiatrist used "moral " as the 

equivalent of "emotional" or "psychological " , The word 

is related to "morale " and carries within it emotional 



connotations of such words as zeal , hope , spirit , and 

confidence . It also has to do with custom , conduct , 

way of life , and inner meaning .. ",1oral" has many shades 

of meaning with respect to interpersonal relati ons 

besides having to do with abstract ideas , right and 

wrong and good and evil , The word "moral " bears 

within it an implication about moral responsibility , 

namely , that mentally ill persons were not morally 

responsible for their acts which were assumed to result 

either from ignorance or incorrect understanding . To 

its founders , moral treatment of the mentally ill was 

considered to be a moral mandate on those who were 

more fortunate . Moral treatment was never clearly 

defined , possibly because its meaning was self- evident 

during the era in which i t was used, It meant a 

compassionat e and understanding treatment of innocent 

sufferers , Even innocence was not a prerequisite to 

meriting compassion , 

Moral treatment is of great significance in the 

history of psychiatry for it was the first practical 

effort made to provide systematic and responsible care 

for an appreciable number of the mentally ill , It was 

eminently successful in achieving recoveries , 

Patients were moved from their homes for their own 

comfort . In the institutional setting his whole life 



could be regulated and stabili zed, Each institution 

was intimate enough to cater to each individual ; the 

regime was tailored for each patient ; the activities 

were designed for group participation, The patients 

had a salutary effect on one another providing sympathy , 

support , and control , Associations could be on a 

rational level , stimulating to all , Social skills 

were required for healthy functioning . Work was always 

done in groups , whether on the farm or in the household , 

and was a useful focus for a wandering mind , 

Moral treatment differed from earl ier and later 

custodial care in its sensitivity to the reciprocal 

influences of patient and hospital personnel for 

control or license , It sought to manipulate the milieu 

in order to produce the therapeutic rather than patho­

genic pressures , 

They believed that the patients would 

respond to a kind and liberal treatment with 

docility and trustworthiness , particularily 

if they are provided with the support of other 

patients and were treated as much as possible 

like sane individuals (R , Caplan, 1969 , PJl) . 

Moral treatment in its purest form was short lived : 

it was not widespread ; but it made a tremendous impact , 

Benjamin Rush wrote extensively about it and other 



advancements in mental health during the early 1800 ' s . 

The first institution using this method of treatment was 

built by Pennsylvania Quakers and named the Friends ' 

Asylum. It was opened in 1817 four years after the 

death of Rush . There were eighteen hospitals in all 

from about 1820 to 1850 , They were each under the 

direction of a psychiatrist known as a Superintendent ; 

they became an active group and ran their institutions 

for the good of their patients . They also involved 

the community in activities at the center as well as 

responsibilities for its ongoi ng success . Pliny Earle 

served as Superintendent at Bloomingdale Asylum in 

New York and North Hampton , Mass , He lectured at 

night for the enjoyment of his charges , giving s ome 

JOO lectures a year , a kind of group therapy . Issac Ray 

was at Butler Asylum in Rhode Island. The Superintendents 

accepted the positive goal to promote mental health , 

They organized the Association of Medical Superintendents 

that later became the American Psychiatric Association, 

The American Journal of Insanity started with Amariah 

Brigham as its first editor . It can be seen that at 

this point the focus of treatment was still a containment 



of the eccentric (Mentally ill person) , however kind 

or humane . Talking therapies had yet to be developed , 

as di d medication and attention to the emotional 

problems of the non- psychotic or organically ill , 

It may thus be seen that , in their 

relations with the lay community , practitioners 

of moral treatment foreshadowed many concepts 

and modalities of modern community psychiatry. 

They noted both the benign and pathogenic 

effects of certain physical and social environ­

ments on mental health , realizing that sudden 

shocks were dangerous but that change provided 

necessary stimulation, and that hysteria was 

contagious but that social pressures could 

discipline and support the weak (R . Caplan , 

1969 , p 23) . 

Practi tioners sought to prevent mental illness in 

individuals and populations by delimiting and warning 

groups at special r i sk; businessmen , community leaders , 

and clergy. These were most exposed to the exhaustion, 

competition, and shocks of civilization , The early 

attempts at primary prevention remain landmarks among 

community mental health notions , 

The mi ddle of the nineteenth century brought vast 

changes in the life of the people of this country. 



Dorothea Dix was a dynamic social reformer from 1841 

to 1881. She had to retire from teaching school because 

of recurring tuberculosis. Being a good Christian 

woman she started teaching Sunday School for women in 

jails . There she discovered some inmates to be mentally 

ill , This led to a search for others which she found 

by the thousands in jails and in almshouses , in deplor­

able conditions of filth , neglect , and abuse . She was 

a crusader and she took her story to state legislatures , 

to the National Congress , and to the people . She got 

money , lots of money , that launched the era of the large 

custodial- type insane asylum. "Thus it happened that 

the much needed and long venerated social reform, initiated 

by Dorothea Dix , collided with and brought to a halt a 

successful approach to the psychological treatments of 

mental illness (Bockhoven , 1972 , p 40) , " The reform 

movement jumped to the conclusion that elimination of 

abuse itself would result in the recovery of the curable . 
I 

Coinciding with Dorothea Dix movement a new type 

of psychiatrist appeared . He replaced the optimistic , 

enthusiastic therapeutic orientation of the moral 

therapist with the prohibitive , restrictive , watchful , 

mishap-avoiding orientation of the admi nistrative 

custodian of the insane , Interest in treatment was 

replaced by interest in diagnosis , legal questions of 



responsibility , and brain pathology. Ten years after 

Dorothea Dix began her campaign for building and enlarg­

ing mental hospitals , leadership in American psychiatry 

passed to Dr . John P . Gray , Superintendent of Utica State 

Hospital. He insis ted that insanity was always due to 

a physical lesion. He changed the mental hospital 

organization to treat the mentally ill patient as 

physically ill. He placed great emphasis on rest , diet , 

ventilation, and proper room temperature . Recovery 

rates decreased steadily with the passage of each decade . 

Another vast chang~ was occurring in this country- -

that of mass immigration. This was reflected in the 

populations of the institutions , Whereas in 1844 foreigners 

composed 10% of the insane , by 1893 that figure had 

risen to 67%. As a nation we had a psychological 

compassion for the mental illness of our own , but 

thes e foreign pauper insane were "ignorant and uncouth" 

and elicited only revulsion. For the first time , also , 

there was the element of the chronic alcholic and the 

criminally insane in the asylums , None of these new 

patients shared the normative values of the middle class 

protestant s of New England (R. Caplan , 1969) . One 

characteristic of moral treatment was the assumption 

that mental illness was a readily cura~le physical 

disease . Therefore , the essence of this treatment was 



the belief that pathologica l conditions could be erase d 

or modified by corrective experiences (R. Caplan , 1969 ) , 

A "curability myth" developed with s tatis tics to s upport 

it of "cured" and discharge rates of 85 to 98% (R , Caplan , 

1968; Bockhoven , 1972) . This is vaguely reminis cent of 

the inflated discharge rates produced in California 

over the last ten years with the dramatic decreases in 

publi c funding for state hospitals , These "cures" did 

not inc l ude chronic cas es that were still considered 

i ncurable , Disappointment and disillusionment inevitably 

followed , The leaders of moral treatments had not 

trained their replacements and it was quietly terminated 

and moral treatment was quickly forgotten, This happened 

just as Dorothea Dix was channelling the masses of 

chronic misfits into the many , large , new asylums , Only 

the medical model of hospital care could administer to 

the needs of the masses and provide a safe sheltered 

environment , Thus the new era began , not by a lower 

concern for the unfortunate , but by the loss of faith 

in the concept of an easy cure . Bockhoven s tates it 

differently as he states "It might be said that the 

Revolutionary War es tablished the precedent of res cuing 

victims of tyranny and misfortune , and that the Civil War 

established the precedent of neighbor fighting nei ghbor 

f or material wea lth and power (1972 , p 89) , " 



The mentally ill were now cared for but they had 

been moved out of the stream of daily life and out of 

the sight and consciousness of this country . (It is 

my desire and hope that before the end of the twentieth 

century once again the main stream of life will include 

and care for those experiencing difficulties in living, ) 

A short review of this century ' s advances must include 

" tent t reatment" which started as a public health 

measure in 1901 with A. E, Macdonald in Manhattan State 

Hospital East among the tuberculosis patients . In the 

summer they were mov~d out of the hospital into open air 

tents , There were dramatic improvements in health as 

well as in cleanliness , attitude , and deportment . For 

a few years it was widespread; then permanent dormitories 

replaced tents ; failure ! The failure was due to attribut­

ing the improvement to sun and air instead of to the 

socialogical factors of attention, specialness , small 

group interaction and uniqueness of the individual 

(R , Caplan, 1969) . This lesson is attended to in the 

present paper . 

Adolf Meyer in his "Psychobioiogical" writings during 

the first decade of the twentieth century included 

facets of both njneteenth century moral treatment and 

late twentieth century community psychiatry . He 

bridged the era of preoccupation with exclusively somatic 

etiology at the turn of the century and the era of the 

emergence of psychoanalysis as a dominant system in the 



19JO ' s and 1940 ' s . He studied the whole man , i , e ., 

seeing the patients as social beings , the products of 

an idisyncratic cultural environment and life experiences . 

He defined insanity as a disease of social functioning 

as well as manifestation of a disturbed mind , ~eyer 

welded the operations of the ~anhattan ~ental Hospital 

into a network of medical and welfare services to serve 

the needs of the mentally ill and of the population living 

in surrounding districts , His plan f or prevention required 

the participation of the entire community and its institu­

tions . His wife became the first Psychiatric Social 

Worker. This plan did not succeed in an integration 

into practice in clinical or professional offices . The 

Psychoanalysts lead the retreat into a one to one encounter 

for service away from the masses in the insane asylums . 

In 1955 the President convened the Joint Commission 

on ~ental Health and Illness that resulted in President 

Kennedy ' s announcing the establishment of Mental Health 

Centers in his address before Congress in February 1963 . 

That was the beginning of Community Mental Health as we 

know it today . 



CURRENT MENTAL HEALTH CONCEPTS 

The twenti eth century has developed strong leaders 

in America whose t hi nking and a ccompli shments led to 

the emergence of a new pattern i n community psychi atric 

care (G. Caplan , 1961) . First , Adolph Meyer speaking 

to the Int ernational Congress of Medicine in 1913 stated 

The characteris tic tra its of a clinic for 

ment al distress should be , f i rst , service 

to the patient rather than to t he administra ­

tive syst em ; second , elaboration of the s tudy 

of the disease rather than a means of whole­

sale handli ng patient s ; thir d , poss i bilities 

of followup s tudies of na ture ' s experiments beyond 

the hospital period, and preventative work 

through extramural ·efforts outs ide of the 

hospital. 

The National r~ental Health Act of 1946 was one of 

the first federall y p l anned programs reflecting t he new 

ideology providing s upport of psychiatric research and 

training and assistanc e to the states , through the 

Bureau of Ment al Hygiene of the United St ates Publi c 

Health Servic e . The National Institute of Mental Health 

(NIMH ) was es tablished i n 1949 ; it became active in the 

formulat ion of the Mental Health Study Act of 1955. 

This law directed the formation of the J oint Commi ssion 

on Mental Illness and Mental Health to evaluate the needs 

and res ources in thes e areas and to make app ropriate r eco-



mmendations , The Surgeon General of the Public Health 

Service of the United States said when he opened the 

Conference of State and Territorial Mental Health Autho­

rities in Wa shington in January 1960 

Our concepts of patient care are chang­

i ng . We are attempting to maintain patients 

in the local community , preferably in or near 

their homes , We are adapting to the shortened 

hospital s tay . We are considering how the 

dis charged patient may comfort ably and safely 

remain discharged . All this indicates the 

need to intensify collaborative planning 

and to improve communication at the local level 

so that the patient may have continuity of 

treatment as well as the treatment of choice 

determined by what the patient requires 

rather than by what i s most easily made avail­

able , There are s ome examples of this kind 

of comprehensive programming , But we must 

continue to work for even more effective 

continuous programs that include both preventive 

and health protection measures for the well 

p erson and medical care and treatment for 

the ill, 

President Kennedy address ing the joint sessions of 



Congress in February of 1963 most emphatically recorded 

the support of this nation when he said "We need a new 

type of mental health facility , one which will return 

mental health care to the mainstream of American medi-

cine , and at the same time upgrade mental health services . " 

He was announcing the new comprehensive community health 

center (CCMHC) that was conceived to provide a full 

range of ten mental health services . 

The American Psychiatric Associ ation endorsed this 

in 1963 in their publication Training the Psychiatrists 

to Meet Changing Needs . There psychiatric developments 

were delineated in the move toward community mental 

health treatment programs as opposed to continual 

emphasis on the medical model , custodial care in- patient 

concept . 

We have seen the favorable impact of 

mi lieu therapy and group therapy , the intro­

duction of new drugs that relieve distressing 

mental symptoms , and advances in genetics , 

biochemistry, and physiology that are directly 

relevant for psychiatry. It has become 

increasingly possible to treat mentally ill 

patient s in the community .. The trend has 

encouraged the s tudy of family relationships 

and the possibility of constructive intervention 



in a period of crisis in the interpersonal 

relationships of family members . It has 

greatly enhanced interest in rehabilitation 

and aftercare . It has significantly changed 

community attitudes toward the mentally ill , 

A very important twentieth century development has 

been largely philosophical and s ociological. Epito­

mized by the work of Szasz in such books as The ,i1yths of 

lental Illness , the point is made that many diagnostic 

catagories do not really exist , except in the minds of 

the establishment ("L D. ' s) . They instead represent 

eccentric behaviors that the majority would rather put 

away , out of sight . This alternative viewpoint has 

definitely aided the call for a new definition of the 

aims and methods of traditional mental health care 

and offers support for the community approval, 

Also , the social breakdown syndrome , delineated 

by ;l.ooman , indicates the untoward effects of chronic 

hospita lization; s uch as , the danger that the mental 

hospital may become a permanent refuge from the world , 

either because it offers total escape from the demands 

of everyday living or because it encourages patients to 

settle into a chronic sick role . 

A survey of mental health in California would find 

the ratio of the population that received custodial mental 



health care remained constant from 1900 to 1950 . In 1949 

Governor Earl Warren held the first Governor ' s Conference 

on Mental Health i n Sacramento , Recommendations were 

made for change in nine categories of the existing care 

for the treatment of the mentally ill. Care improved and 

outpatient facilities expanded. In 1957 , the Short-

Doyle Act assured 50% of the funding for local programs . 

The idea presented was 

From the point of view of the mentally 

disordered , community mental health services 

assure early treatment , close to where the 

patient lives--in the same manner medical 

servi ces are available to persons with any 

other illness . Every effort is made to provide 

treatment for the mentally ill and the mentally 

retarded as outpatients . In this way , they 

l i ve at home , keep in touch with their friends , 

may even remain on the job , rather than being 

uprooted and dispatched to a distant hospital , 

If hospitalization is required , it tends to be 

for a short time in a general hospital near 

home . From the point of view of the community, 

mental health becomes everybody ' s concern--not 

just the province of those who treat the 

mentally disordered , Everyone who comes in 

contact with others at critical times in life--



the schools , the courts , law enforcement personnel , 

the family doctor , the clergy , agencies to whom 

people in trouble turn- -can promote mental 

health and help prevent mental illness , 

Mental health consultation strengthens the 

capacity of these persons to recognize potential 

problems and help troubled people . (Calif . lental 

Services Act , 1965) . 

Thus the Short-Doyle Act was defined as providing 

first a means of prevention of psychiatric disorder through 

education and consultation to care giving agencies in 

the community and secondly , an emphasis on early , close­

to- home , non- hospital treatment services . The essential 

provisions included joi nt funding . The State reimbursed 

50% of the funds expended by local governments for deve­

loping and maintaining qualifying mental health services , 

There were five services sub j ect to funding ; outpatient 

psychi atri c services , inpatient psychiatric services , rehab­

ilitation servi ces , informational and educational services , 

and psychiatric consultant services . The administration 

authority was delegated to local government s , County Board 

of Supervisors or City Council , 

In 1963 , the matching funds formula was increased 

to 75% state funds--25% local funds for new programs 

and involuntary services were made eligible for reimbursement . 



In 1968 , the formula 75% state- - 25% local expanded for all 

programs , and in 1969 , the formula provided 90% state--

10% local for all programs , 

Other major changes that occurred in 1969 included 

the designation that the county became the unit of local 

government to provide services , The establishment of 

local mental health services became mandatory in counties 

of greater than 100 , 000 population , It was not until 1972 

that Short- Doyle became mandatory in all counties of the 

State . Also in 1969 the original five reimbursable 

services were redefinied and expanded to coincide with 

the ten services authorized by federal legislation for 

the federally funded community mental health centers , 

The local mental health advisory board membership was 

expanded; and beginning in 1969 each county had to prepare 

an annual plan specifying all mental health services to 

be provided in the county . A five year plan was required 

annually starti ng in 1970 , 

Also in 1969 the counties were placed in the posi­

tion of having to contract to purchase services from 

the state if they chose to continue to have their residents 

served by state hospital facilities , And lastly a state­

wide Citizens Advisory Council was created to advise the 

State Director of Mental Hygiene concerning the Short-

Doyle programs , Most of these changes in the Act were the 



result of a major revision of ~he law passed in 1968 

after several years of study of mental health laws and 

programs in California , Simultaneously with the revision 

of $hart- Doyle , the legislative study which began in 

196J and focused initially on services to the mentally 

retarded , later resulted in extensive and dramatic 

changes in state laws concerning involuntary treatment . 

The aggregate became known as the Lanterman- Petris - Short 

(L-P- S) Act. 

The basic provisions of the L- P- S Act as amended 

between 1969 and the present are : 

1 . Persons who , because of mental disorder , 

alcoholism , or the use of narcotics or dangerous drugs , 

are dangerous to themselves or others , or are gravely 

disabled , who are unable or unw i lling to accept treat­

ment , may be involuntarily deta i ned for evaluation and 

treatment , in facilities designated by the county , 

according to specified procedures and limits of time , 

' Grave disablement ' is defined as a condition in which a 

person is unable to provide for his personal needs for 

food , clothing , or shelter. 

2 , Any peace officer or ' prof essional person 

designated by the county ' may upon reasonable cause , 

take or cause to be taken into custody and placed in a 

county-designated fac i lity for 72 hour evaluation and 



treatment , any person meeting the above criteria. In 

addition , any person may petition the Supreme Court for 

the involuntary detention of anyone meeting the above 

criteria , but one doing so is held accountable and 

responsible for his actions in cases without reasonable 

basis , 

J . At the end of 72 hours time (exclusive of 

week- ends and holidays) a patient held involuntarily must 

be either 

a . released to his own custody 

b , referred £or further care on a 

voluntary basis 

c . certified for 14 day intensive 

treatment 

d , recommended for conservatorship 

4. Fourteen Day Intensive Treatment Under Certifi­

cation: Any patient who has been detained for a 72 hour 

involuntary evaluation and treatment has been found by 

the professional staff of the facility to be dangerous 

to self or others , or is gravely disabled may be certified 

for 14 days or further involuntary care . This is carried 

out by two professional persons , and at least one physician. 

It must be filed in Superior Court and delivered to the 

patient and his lawyer. 



5, Subsequent to 14 ~ays of intensive treatment . 

a patient must be either: 

a . released to his own custody 

b , recertified for a final 14 day 

period (applies to suicidal patients 

refusing voluntary treatment) 

c , referred for court hearing on a 

recommendation that they be con-

fined for 90 days of postcertification 

treatment (applies to patients judged 

to be dangerous to others and who 

refuse voluntary treatment) 

d , referred for court hearing on a 

recommendation for conservatorship 

(applies to gravely disabled) , 

e . provided further treatment on a 

voluntary basis , 

6. Any time during involuntary confinement , a patient 

has the right to judicial review in the Supreme Court by 

execution of a petition for a writ of habeas corpus . 

7 , Conservatorship , granted under court order for 

those judged gravely disabled . has to be renewed annually 

subject to the opinion of two physicians , The conservatee 

may ask for a court review of the continuing need of the 

conservatorship , but no more than semi - annually , 



8 . A number of legal and civil rights are guaranteed 

to all patients , and these rights are posted in English 

and Spanish in all facilities - These include the right 

to refuse electroconvulsive therapy and lobotomy. Also 

the right to phone calls , visitors , private correspondence, 

and the right to personal possessions and private personal 

storage space . 

Wflere are we today? Back in 1957 , the California 

legislature set out to integrate all state and local 

mental health programs into one unified system . The idea 

was that if local facilities were built and community 

awareness and support developed . then state hospitals 

would rarely , if ever , be used, The Short-Doyle Act 

was to accomplish this ; but what has emerged after 20 years 

is a fragmented system in which the state and counties 

frequently are at odds , often over policy and almost 

always over money ( Levett & Stall , 1977) . The state and 

counties have never agreed on an effective and equitable 

means of evaluating local programs to determine which 

counties are doing a good job and how effectively they 

are using the money they got . 

In Los Angeles , county mental health officials have 

c onducted a survey in an effort to determine the need 

and how it is being met , This study calculated about 

750 , 000 county residents probably needed some t ype of 



mental health services . At best only one- third of that 

total is being served by public and private sources (Levatt 

& Stall , 1977) · 

The county Short- Doyle program has an operating 

budget of $1J2 , 5 million this year and provides about 

40% of the ~ental health services locally , The rest are 

treated by private psychiatrists , psychologists , and 

hospitals run by other governmental , charity , and private 

organizations , In 1975- 1976 the county recorded lJ0 , 000 

admissions to the local mental health program ; of which 

28 ,000 were admitted to local or state hospitals 1 thus , 

the vast majority received outpatient treatment at local 

mental health clinics , 

The Short- Doyle program expanded from 1960 to 1972 , 

For all practical purposes the Los Angeles County program 

has s tabilized at the levels of the 1972-1973 operating 

program, As a result , treatment goes to those that are 

most acutely ill and not to into long- range programs such 

as prevention, Dr , Herbert Robinson , acting director of 

the county mental health program , said prevention should 

account f or 25% of the budget but in 1976-77 only 2 , 4% of 

the $1J2 , 5 million budgeted went for preventive services . 

He further stated that it was easier to cut off funds to 

an educational program with little visibility than it is 

to close a psychiatric hospital unit . It seems , "When you 



are short for dollars , people want to see numbers . Every-
• • II one is concerned with how many people you are treating. 

There are problems in t he county ~ental health 

system , Advantage has not been taken of all resources , 

cooperation between programs is incomplet e , and there 

needs to be a development of alternatives to treatment 

states Dr , Terry Kupers of the Martin Luther King Hospital , 

He recommends a reorganization and redeployment of psy­

chiatric Emergency Teams (commonly called PET teams) . 

Is there an answer? Part of the problem is the 

sheer complexity of the sys tem; there should be one 

regional system rather than multi ple minisystems compet­

ing with one another. There i s no simple solution but 

the phi losophy of the Short- Doyle Act was good . The 

community health model i s still in a state of development . 

We have l ooked at how community mental health care 

developed and how it is handled but I want to try to 

understand what community mental health care isl rJhereas 

mental illness s imply refers to behavior that is considered 

abnormal or inappropriate by some person or group (Holler , 

197)) , mental health is the potential of a person to s olve 

his problems in a r elity~based way within the framework 

of his traditions and culture (G . Caplan , 1961) . Community 

mental health is the process involved in raising the level 

of mental health among peonle in the community and reduc­

ing the number suffering from mental disorders . 



Contemporary concepts of "preventative psychiatry" 

have been most thoroughly defined by Caplan who emphasizes 

three phases or echelons of prevention. Primary mental 

health care is prevention, Actively prevent the occurence ; 

e . g ., rubella clinics (detection) , and prenatal care , 

Secondary prevention is the term referring to activities 

reducing the duration of established cases of mental 

disorder and thus reducing their prevalence in the commun-

ity or treatment , Secondary treatment is delivered by 

crisis clinics as well as through out- patient clinics . 

Tertiary prevention involves rehabilitation and those 

services are delivered in half- way houses and sheltered 

worksh0ps for this goal is to return persons to the community 

as soon as possible to the maximum degree of their effective­

ness . 

This is all well and good , but ul timately who is 

responsible ~or the mental health care of a community . 

Who does i t involve and how does it affect you and me? 

Karna and Schwartz state 

Community mental health extends far 

beyond usual medical concerns , and is a field 

of action in which psychiatrists and other 

physicians are a minority group , The 

majority group is a composite of nonphysician 

mental health professionals together with poli-



ticians , the managers and workers of a wide 

variety of social service institutions , social 

scientists from diverse disciplines , citizens 

of all varieties and lay consumers of mental 

health services . The common ' general ' interest 

of those active in community mental health is 

to change society itself. More specifically, 

' the aim of community mental health is to 

alter the ways in which society promotes the 

mental health of all its citizens and responds 

to the mental illness in s ome of them . ' 

Thats it! That is what I want to do . And God 

willing that is what I plan to accompli sh , How? 

Sunshine Outpost ! It started as a daydream . It was not 

even a place , it was a feeling like basking in the 

sunshine , warm , secure , loved , and all was right with 

the world , There were lots of people there with me 

because I like being with people , Through my euphoric 

gaze , I could sense God and Nez working together to 

establish this Utopia where everyone participating could 

gain in understanding and acceptance . 

You ask , "Understanding and acceptance of what?" 

I can see that you do not comprehend my meaning 

when I answer , "Of WHAT IS , of course '' . I shall just 

have to explain about this beautiful place where the 



hurting , the troubled , the alienated come to find relief 

and healing. And then the telephone would ring and 

s nap me back to reality. At odd moments the thought 

would filter i nto consciousness . I found myseli 

wanting to do something ; still afraid to hope but plan­

ning anyway . Another idea presented itself . "Nez , 

you need to evaluate . Do you like what you are doing? 

What do you really want to do? ttfuy are you not doing 

what you want? Why not do what you want?" 

There came that thought again , Sunshine Outnost . 

Well , it was time to really look at the idea to see if 

it was feasible . No , it is not tangible yet , but now 

I knew the first step that I had to take . I needed 

more education; back to school it was with classes in 

psychology , in counselling , in behavior modification. 

At the same t i me my involvement with my church , First 

United Methodist of North Hollywood, and community 

deepened and became more extensive . I became lay leader 

of the church. I functioned as assistant to the pastor; 

I was the liason between the minister and the congre­

gation. As chairman of the Pas tor- Parish Committee , I 

had interaction with staff personnel as well as public 

relation responsibi lities , I became familiar with the 

community and community problems , 

When I had moved to North Hollywood , it was a young , 



thriving community . The seventies find it to be an aging 

community with many of the problems of the inner city . 

There i s an abundance of older citizens in the area . 

Within three blocks of the church , there are an estimated 

hundred members , mostly widows over 70 years of age . As 

their husbands have died , they have moved to the cheap , 

tiny , ancient apartments close to their church which 

serves as their family and community center , Alone and 

having to adapt to a new life style they are clearly a 

population-at- risk (R , Caplan , 1969) . The census of 1970 

supported what we already knew , That area of North 

Hollywood was composed of a population with 60% of the 

people over 65 years and 90~ had income that placed them 

at the poverty level , Thus identified as a target area 

of need , a community committee was formed to study the 

possibility of programs and funds in the area , Now I 

know that we functioned as a task force (Bjornson, 1971). 

The time was right and the support , physical and financial, 

flooded in to alleviate some of the problems . I helped 

write the proposal for the funding of t he North Hollywood 

Nutrition and Services for the Aged , I t was sponsored 

by the Inter-Faith Council of the San Fernando Valley . 

"Plly idea" is taking shape- - Sunshine Outpost will be a 

counselling center a t my church , I had a built-in 

sponsor because I was already doing pastoral counselling 



there for four years , There was a great idea , why had I 

not thought of it before . "ly idea" was gaining in 

definiti on all the time but I was not telling anyone 

about it yet for it seemed too elusive . I still had 

in mind my personal evaluation, do what you want to do ; 

for if you are , it is not work , The greatest talent 

that the Lord gave me i s my ability to get alon~ with 

people . I love them and they return my love ; I have got 

to use that talent ; I do , I am a great group leader , 

I can organize , I can lead, I can teach , I wa s s till 

quiet about Sunshine Outpost but I now knew where I was 

going and how I was goi ng to accomplish it , I was going 

to be the best group leader possible , Serendipity-­

u. c . L. A. Extension was offering a class in Group Lead-

ing Styles under the direction of Dr. Alan Brown, ~'/hat 

revelations occurred! Now I understood the mechanics 

of incidents that had been happening in my groups for 

years , This was an experencial as well as a study class , 

I did not know there were so many different styles of 

leading groups , I already knew that one necessary 

element was communications , I also knew that success in 

the group depended on the personal experience of each 

one in the group . I had to , in so far as possible , 

engineer a climate where there was a pot ential for growth . 

This work was warm , supportive , and client- centered, I 

.JV 



learned about group process but I experienced my own 

personal growth and changes in relationships (Rogers , 

1961 ; Rogers , 1970) , I must have been very resistant 

to T. A. for thought I read extensively, I perceived it 

only as an ext ension of psychoanalysis with only a 

change of terminology to Parent , Child, and Adult 

(Berne , 1963 ; Berne , 1964 ; Ber ne , 1966) . I relegated 

T. A. to conversation at part ies , Gestalt therapy was 

another new exper ience , a way of c onfrontat i on , a way to 

explore relat ionships in the here and now (Perls , 

1969 ; Perls , 1972) . l t was nice to know about but I 

was not ready to use i t i n groups . The psychoanalytic 

approach to group psychotherapy seemed compl i cated and 

diffi cult underst anding even t hough I could see value 

in a free - floati ng discuss i on (Foulkes and Anthony , 

1957) . Then I discovered joy and the elements of 

encounter , Here were group dynamics that were fun , 

that I could use with my groups , and i t really made 

sense to me , I could understand inclusion behavior in 

relations between people , also exclusion, belonging , and 

togetherness (Schutz , 197)) . I used an intergenerational 

encounter group (Schutz , 1967) as a format for a 

church camp retreat . The experience was rewarding , I 

began to use some guided imagery (Schutz , 1971) and 

became more familiar with a more flexible repetoire of 



activities for groups , The serendipity? Alan Brown ! 

For he introduced me to the possibilities at Lindenwood 4 . 

The possibilities suddenly seemed unlimited . First a 

quick establishment of priorities , a ijast ers Degree , an 

/IFCC l ic ense . then Sunshine Outpos t . Progress was so 

slow for years that it was impercepti ble and then 

suddenly time ran out . Acceptance of this paper for 

my thesis will be one of the last requirements for a 

~aster of Arts Degree from Lindenwood 4 . Provided that 

is accomplished by ~ay 9 , 1977 , then I shall qualify to 

take the 'iFCC examination on July 10 , 1977 . Then in my 

own eyes I shall be a professional: I shall be quali fied 

to establish and be director of SUNSHINE OUTPOST . Havi mg 

exulained the hi storical and personal antecedents for 

such a center , I shall detail my proposal in the pageE 

to follow . 



SUNSHINE OUTPOST, A HUMAN SERVICE CENTER 

If you treat an individual as he is , he 

will stay as he is , but if you treat him as 

if he were what he ought to be and could be , 

he will become what he ought to be and could 

be , 

Johann Wolfgang von Goeth 

Concept of Center 

The objective of thi s demonstration project is to 

establish and develop a model neighborhood center for 

the delivery of mental health services . Sunshine Outpost 

will be dedicated Sunday , January 1 , 1978 , for a one year 

pilot s tudy period, It will be dedicated to the premise 

that a neighborhood , with guidance and leadership , can 

organize itself into an effective mental health care 

delivery system and administer necessary treatmen~ 

services as well a s provide preventative services , It 

will serve those persons in the neighborhood who are 

experiencing problems in living and those who need to 

develop their interpersonal and social ski lls , The 

environment will be friendly , therapeutic , and non- medical ; 

~ost interactions will be within a group setting , The 

interventions will be evaluated as to whether the center 

)';I 



is fulfilling its purpose , the extent to which it is serv­

ing its neighborhood , and relevant indications for program 

changes . 

Envirorunent- - Agent of Change 

The concept that the social environment is an 

instrument of change has historical precedents , 4oral 

treatments ' greatest asset was the attention it gave 

to the value of physical settling and social i nfluences 

of hospital l i fe as curative agents (Bockhoven, 1972) , 

The environment of Sunshine outp ost will be friendly , 

suppor tive and t herapeutic , Each participant will be 

respected as unique and valued as an i ndividual , 

Thi s therapeutic approach will be humanistic and 

oriented toward the growt h of each participant , s t aff 

or member , to their individual potential , 

Throughout his l i fe every person is influenced 

by t he behavior of others toward him , Hi s relati on­

ships wit h his fell ows shape his own behavior , attitudes , 

values , self image , and world view and also affect his 

sense of well- being (Frank , 1963) . Sunshine Outpost 

will remai n small enabling all members to be acquainted , 

The atmosphere wi ll be soc i al with a receptioni st to 

greet and talk to participants . Coffee and cookies will 

be available , The colorful walls , curtai ns , and furnish~­

ings will add to the festive feeling . Soc ial activities 



are scheduled for Friday nights . The interactive process 

will be educative and conducive to personal growth as 

a sense of community and belonging develops , 

At Sunshi ne Outpost there will be a place for a 

person to help his neighbor and in doing so, help himseli' 

for it strengtfiens sell- esteem by demonstrating that he 

can do something for others (Frank , 1963) . The majority 

of people who experience psychological disturbance do 

not seek out ment al health professionals for treatment ; 

but seek the counsel , a dvice , and supper~ from friends , 

teachers and the like (Bergin , 1971) , There will be no 

stigma in coming to the center and often attendance will 

begin with a group to expand knowledge . 

Thus Sunshine Outpost will be developed on a non­

medical model. There will be no "patients " , only clients 

and members , There will be no display of professional 

certificates . There will be no dispensing of medication , 

The staff as well as the members or clients will be on 

a first name basis , There will be an approach towards 

equality of all individuals based on what each individual 

has to offer. 

The general approach to the etiology of psychopatho­

logy is psycho- social . That is , a person ' s problems are 

mainly in relationship to other persons and these rela­

tionships can be discussed , worked upon , and improved 

(Sullivan, 1953) , 



The ultimate goal is to develop thP potential of each 

participant and t o promote the feeling of belonging 

to a neighborhood: a place of friendships and security . 







new for under 32 ,000,00, It is e~tinated that the 

kitchen stove, refrigerator, table, and equipment will 

be under ~2 .000. 00 All other furniture will be used 

or be gifts, 

We plan to buy six K- ~art tape recorders for tJ2 

each and tapes. All other audio equinment to be a 

courtesy fro~ our sponsor. 

Supplies 

we feel all supplies are reasonable, our printing 

will be done by our sponsor, Phone expenses ~hould 

not exceed our li~it , 

Travel 

Funds have not been requested because no travel 

is anticipated. 

Alterations and Remodelling 

In order to bring the Scout hut up to code and make 

it an attractive and co".lfortable building it has to r•e 

remodelled and insulated. Then the kitchen and two 

restroons must be added and the entire plant painted, 

The materials and labor necessary for this remodelling 

is reflected in the budget, 

Other Expenses 

Kent is approximately the cost of maintaining the 

facility . Other costs include utilities, cost of use of 

the church van, and insurancP costs, An extel16iency fund 



tot~lling about J% of the total budget will cover 

unexpected expense . 

To~al direct cost for the first project year as 

reflected in the budget estimates for $92 ,697 . 



BUDGET ESTIMATE 

Pro j ect Year 1 

Personnel 

Director 100% (of 
,. 
4' 20 , 000) 12 mos . 

*Research Dir. 5% (of 78 , 000) 

*Psycho , Testor 20% (of 78 , 000) 

*Psychiatrist 10% (of 104 , 000) 

2 Babysitters 50~:~ (of 5 , 200) 

Playground Dir, 50% (of 5 , 200) 

Office M0 r . 25% (of 10 , 400) 

Consultant (only as needed) 

Eauipment 

Furniture 

Typewriter 

Tape recorders 6 ~ J2 , 00 

.iuppli es 

Coffee and cookies 

Phone ($50/110) 

6 mos . 

12 mos . 

12 mos . 

12 mos , 

12 mos . 

12 mos , 

$20 , 000 

3 , 900 

16 , 600 

10 , 400 

5 , 200 

2 , 600 

2 , 600 

2 , 000 

225 

192 

JOO 

600 

$61 , )00 

1 , 200 

2 ,417 

2 , 04-0 



Supnlies (cont , ) 

Office Supplies 

Tapes (cassette) 

~1isc . 

Toys 

Travel 

Other Expenses 

Rent ($1000/mo , ) 

Utilities ($200/mo . ) 

Van & gas ( Leased on,Per trip , aver . $10 , 
2 trips/mo . ) 

Liability 

Extengiency Fund 

TOTAL OPERATING EXPENSES--YZAR ONE 

Remodelling Scout Hut 

Furnishing Rest Rooms 

Kitchen Equipment 

600 

300 

120 

120 

$12 ,000 

2 ,400 

240 

1 , 200 

2 , 500 

TOTAL BUDGET FOR YEAR ONE 

$18 , 340 

$85 , 297 

5 , 000 

400 

2 , 000 
~7 . 400 

$92 , 697 

(See narrative for details and 
suggestions) 

0 
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