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WASHINGTON UNIVERSITY LAW QUARTERLY

In addition to the nature of the psychopathology encountered in
public acute psychiatric treatment, the fact that the patients are almost
exclusively of the lower socioeconomic class contributes to the diffi-
culty of making effective use of psychotherapy. Psychotherapists are
almost inevitably middle class individuals, and the gap between their
cultural background and that of lower class patients may be too large
to permit the development of the type of personal relationship essen-
tial to successful psychotherapy.46 Moreover, the relatively low degree
of psychiatric sophistication among lower class individuals causes them
to be easily discouraged by the time and effort required for successful
psychotherapy; consequently, they often fail to keep appointments or
in other ways fail to maintain an active interest in a long term program
of psychotherapy47

In addition to these somewhat mechanical difficulties of providing
insight therapy to the clientele of public acute psychiatric treatment
facilities, there is a substantial question whether effective psycho-
therapy, if it could be provided, would prove ultimately helpful for
the recipients. It has been asserted that the mental health movement
is "middle class oriented" and has adopted as the model of "mental
health" what are essentially middle class values that cannot be instilled
in a lower class individual without adverse results. For example, a
lower class individual who accepts as a result of therapy "healthy"
middle class attitudes towards employment, sex, drugs and similar
matters may find himself alienated from his friends and family and
ultimately in a worse condition than before "therapy." Until tech-
niques and contents of lower class oriented psychotherapy are devel-
oped, then, the clientele of the acute psychiatric facilities of the large
cities may be beyond the reach of therapy designed to "cure" under-
lying psychopathology.

46. See Spiegel, Some Cultural Aspects of Transference and Countertranference, in
MENTAL HEALTH OF THE POOR 303 (F. Riessman, J. Cohen & A. Pearl eds. 1964), discussing
the difficulties of the formation of a patient-therapist relationship when the two partici-
pants have different cultural backgrounds. The effects of this show up in treatment situa-
tions. For example, even in situations where ability to pay is of no importance, lower class
patients tend to be less frequently found to be "proper subjects" for insight therapy than
their higher class counterparts. Brill & Storrow, Social Class and Psychiatric Treatment, in
MENTAL HEALTH OF THE POOR, supra, at 68.

47. See Overall & Aronson, Expectations of Psychotherapy in Patients of Lower Socio-
economic Class, in MENTAL HEALTH OF THE POOR, supra note 46, at 76, reporting that lower
class patients tend to become easily disenchanted with therapy and frequently fail to
return for additional sessions in part, at least, because the sessions do not correspond to
their idea of how a "sick" person should be "treated."
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HOSPITALIZATION OF THE MENTALLY ILL

Whatever the justification, the program of the acute facilities is
oriented towards obtaining as long-lasting a repression of symptoms
as is possible within a minimum period of time. The need to make
maximum use of available facilities and the current recognition that
hospitalization is not therapeutically helpful 4s (and in fact may be
harmful)4 9 make it desirable for the process to be quick. Prolonged
hospitalization may reduce a patient's motivation to return to the com-
munity. He may find that he derives gratification from his dependent
position in the hospital. In addition, long absences from those prob-
lems of everyday living with which the patient must learn to deal-

family and employment situations, for example-make readjustment
more difficult both for the patient and for those to whom he returns.

Despite the emphasis upon repression of symptoms rather than
"cure," however, short-term intensive treatment provided by facilities
such as the Acute Facility studied here, when compared to results
achieved by traditional programs of public psychiatric hospitalization,
probably works to the overall benefit of patients. A 1958 study con-
cluded that patients admitted to the acute facilities not only had a
significantly shorter length of hospitalization than comparable patients
admitted to traditional state hospitals, but also were able upon release

to avoid rehospitalization for a longer time.50 In explanation, the study
offered:

The difference in the entire atmosphere of the two types of hos-
pitals probably account [sic] in large measure for the tremendous
difference in their effectiveness. . . . It is only logical that more
rapid recovery correlates highly with such factors as doctor-patient
ratio, nurse-patient ratio, staff attitudes, patient attitudes, the atti-
tudes of the patient's family, friends and community,... desirable
attitudinal influence of patients on each other-in short, the
milieu of the total therapeutic environment. 51

48, A study of 2,926 patients released from a psychiatric facility revealed that ability to
function outside of the hospital (judged by whether and how soon each patient returned
for rehospitalization) did not vary with the number of days spent in the facility prior to
release. Mendel, Effect of Length of Hospitalization on Rate and Quality of Remission
from Acute Psychotic Episodes, 143 J. NERvous AND MENTAL DISEASES 226, 230-31 (1966).

49. R. BARTON, INsTITUTIONAL NEUROSIS 53 (1959) characterized the effect of hospitalization
upon patients as "a disorder separate from the one which brought the patient into the
hospital." This "disorder," which he named "institutional neurosis," was described as "a
disease characterized by apathy, lack of initiative, loss of interest . . . submissiveness,
apparent inability to make plans for the future, lack of individuality, and sometimes a
characteristic posture or gait."

50. Ulett, Hardwicke, Cravens, & Masterman, Intensive Psychiatric Treatment Hospitals
and Missouri's State Mental Hospitals, 59 Mo. MEDICINE 867 (1962).

51. Id. at 874. But cf. Editorial Comment, Law's Labor Lost, 40 PSYCHIATRIC Q. 150
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WASHINGTON UNIVERSITY LAW QUARTERLY

One other fact becomes immediately apparent from a brief overview
of the system-the limited opportunity for judicial participation. In
1967, for example, about 30 per cent of the 1,917 admissions to the
Acute Facility were nonvoluntary; yet during a comparable period,
the probate court held far less than 575 hearings. In a large portion of
nonvoluntary admissions, then, there was no formal procedural oppor-
tunity for judicial participation. This will be discussed in more detail
later. Here, it is important insofar as it indicates that any study of the
hospitalization procedure that concentrates on those patients that ap-
pear before the court will necessarily deal with only a small portion
of those subjected to nonvoluntary hospitalization.

A more appropriate method of structuring an examination of the
system is to consider several potential decision-making points along
the route that patients take from the community to full-time hospital-
ization, to examine from empirical observation whether or not sig-
nificant decisions are actually made at these points, and if so, to
determine on what basis they are made. Three such points deserve
discussion:

1. the decision made in the community to seek psychiatric attention
for an individual and to present him for such attention, and

2. the decision made at the Acute Facility to admit the individual
to full time hospitalization, and

3. the decision by the probate court to authorize further hospital-
ization of the patient.

B. The Decision to Present an Individual to a Mental Facility2

A study conducted in Baltimore concluded that approximately one-
tenth of the nonhospitalized population exhibited "obvious mental
illness." 53 There is no reason to believe that the incidence of mental

(1966) which criticizes what it calls the "in-and-out" policy of short term treatment fre-
quently followed by readmission. Many patients released under such a system, it argues,
could benefit from further hospitalization and should be treated on a longer term basis.
Moreover, it argues that if patients not "well" are released, they disrupt their families with
the result that mental illness tends to develop in their children.

52. The basic approach in this section relies heavily upon Mechanic, Some Factors in
Identifying and Defining Mental Illness, 46 MinrrAL HYGIENE 66 (1962), reprinted in
MENTAL ILLNESS AND Sow . PRocEssEs (T. Scheff ed. 1967).

53. Pasamanick, Roberts, Lemkau & Kruger, A Survey of Mental Disease in an Urban
Population: Prevalance by Race and Income, in MENTAL HEALTH OF THE PooR, supra 46,
at 39, 48. Even more startling conclusions were reached in a study of the Manhattan popu-
lation. Only 18.5 per cent were designated as "well." 58.1 per cent were considered mildly
or moderately impaired by mental illness; despite significant symptoms, they were perform-
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HOSPITALIZATION OF THE MENTALLY ILL

disorder is significantly lower in St. Louis, yet only a few of those ex-
hibiting symptoms are presented to psychiatric facilities. Obviously, a
very selective process operates in the community itself to choose those
who are to be brought to the attention of persons in a position to
offer and effect institutional treatment. The following comments con-
cerning this selective process are based on a study of 45 randomly se-
lected admissions to the Acute Facility. Heavy reliance was placed on
medical records, but in numerous cases this was supplemented by in-
terviews with the admitting resident.

1. Community Selection in St. Louis
Table 1 contains a basic breakdown of the admissions, categorized

by the class of persons accompanying the patient when he appeared at
the Acute Facility. In about one fifth of the cases the individual pre-
sented himself. In about four fifths someone other than the patient
accompanied him to the Acute Facility and probably assisted in de-
termining that he should be presented to a psychiatric facility. In one
third of the total presentations, one or more members of the family
(and no one else) accompanied the patient. In one fifth, the police
alone presented him. In another fifth, both the police and a family
member (or some other close associate) were involved.

Table I also suggests that the dynamics of admission varied signifi-
cantly with the type of presentation involved. Self-Presentations, for
example, constituted 22 per cent of total, but none of the nonvoluntary
admissions. Family-Police Presentations, on the other hand, constituted
only 18 per cent of total, but over 40 per cent of all nonvoluntary
admissions. In fact, the most striking variation is the extensive partici-
pation by the police in the presentation of those patients who become
nonvoluntary admissions: in over 60 per cent of the nonvoluntary ad-
missions the police played a role, but they were involved in only about
25 per cent of the voluntary admissions. Since the dynamics of the
process depended at least in part upon who was involved, a detailed
examination of the several types of presentation listed in Table 1 is
necessary.

a. Self-Presentation. The Self-Presentations were composed almost
entirely of individuals who had observed in themselves what they in-

ing their everyday responsibilities satisfactorily. 23.4 per cent, however, were considered
significantly impaired in their everyday lives by symptoms of mental illness. L. SROLE, T.
LANGNER, S. MicHAEL, M. OPLFR & T. RENNIE, MENTAL HEALTH IN THE METmrous 138-39
(1962).

Washington University Open Scholarship



WASHINGTON UNIVERSITY LAW QUARTERLY

TABLE I

PRESENTATION To ACUTE FACIL=Y BY THOSE ACCOMPANYING PATIENT AND TYPE OF

SUBSEQUENT ADMISSION

Voluntary Nonvoluntary
All Admissions Admissions Admissions

Examined Only Only

No. % No. % No.

Self 10 22 10 36 0 0
Police Only 9 20 5 18 4 24
Family Only 15 33 10 36 5 29
Family and Police 8 18 1 3.3 7 41
Friend and Police 1 2 1 3.3 0 0
Family and

Ambulance 2 5 1 3.3 1 6

Total 45 100 28 99.9 17 100

terpreted as symptoms of illness, most often depression, anxiety, or
hallucinations.

ILLUSTRATION 1.
The patient, a 32 year old woman, worked as a stenographer in a
law office. On the day of admission she had experienced difficulty
in concentrating on her work and had made numerous mistakes.
At noon she left to return home but instead checked into a hotel.
She reported hearing the sounds of a train depot and the voices
of old friends. Later in the afternoon, she presented herself to
the Acute Facility.

None of the Self-Presentations became nonvoluntary patients, prob-
ably because underlying each Self-Presentation was a belief on the part
of the individual that he was "ill" and a concomitant willingness to
submit to whatever "treatment" was suggested.

b. Police Presentations. Situations that appeared to have precipitated
the presentation of those patients accompanied by police officers to
the Acute Facility are summarized in Table 2. "Police Only Presen-
tations" were those where only police officers accompanied the patient
at the time of his presentation. Only one of these presentations was
stimulated by events occurring within the patient's family; the others
were about equally divided between situations in which officers came
upon the patient during the performance of relatively routine police
duties and those in which the patient was called to police attention by
a complaining member of the community.

"Police-Family Presentations," those in which both a police officer
and a member of the family accompanied the patient to the facility,

https://openscholarship.wustl.edu/law_lawreview/vol1968/iss4/1



HOSPITALIZATION OF THE MENTALLY ILL

TABLE 2
SITUATIONS PREcIPrrATING PRESENTATION: PoLIcE AND POLICE-FAdImy PRESENTATIONS

Police
Only

Presen-
Total tations Police-Family Presentations

Initial Initial
Contact Initial Contact
With Family With

Patient Decision Police
by Police to Present by Patient

Events Within Patient's
Family Unit

suicide attempt
assaultive behavior
bizarre behavior

Events Outside Patient's
Family Unit

suicide attempt
bizarre behavior

observed by police
during routine
police activity

complaint to police
by member of the
community

based on patient's
assaultive conduct

based on patient's
bizarre conduct

Total

1 1 0 0 0

5 4 1 0 0

2 2 0 0 0

are broken down in Table 2 according to whether or not the police
made contact with the patient before or after the family had probably
made the decision to present the patient. "Initial Contact with Patient
by Police" were cases in which the patient came to the attention of
the police by means other than the efforts of the family; in each, how-
ever, the family was subsequently contacted, the decision to present
was made, and at least one member of the family accompanied the
patient and the police to the Acute Facility. "Initial Family Decision
to Present" were those cases in which the police were called to assist
in implementing the family's decision to present the patient; these,
as would be expected, were stimulated entirely by events within the
family. (In one case, the patient himself called police to report' that
his spouse had attempted to kill him; responding officers found no

Washington University Open Scholarship
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evidence of this, contacted the spouse and assisted in presenting the
patient.) The family's decision to present is discussed in the next sec-
tion; the concern here is with those cases in which the police were
active in making the decision to present, i.e., "Police Only" and "Ini-
tial Contact with Patient by Police" presentations.

What appears to be the only study of the police decision to present
a patient suggests that there are five situations in which a police officer
is likely to take a person encountered to a psychiatric facility: (1) when
the person has attempted suicide, (2) when symptoms of serious mental
disorder are accompanied by distortions of normal physical appearance
such as seizures or extreme dirtiness, (3) when symptoms are of a highly
agitated form and are accompanied by actual violence or an indication
of a danger of such violence, (4) when the person appears seriously
disoriented, and (5) when the person by acting incongruously has
created a nuisance in a public place. 54 The cases observed in this study
generally confirm this analysis.

In five cases, police contact with the patient came during relatively
routine police activity. In two of these, the patient had been the driver
of an automobile that had been involved in an accident; investigating
officers either observed or received reports that the patient in each
case had been acting abnormally. (One patient had in fact been under
the influence of drugs and the other had been responding to visual
hallucinations.) In the third, the patient had been stopped by police
officers pursuant to what was apparently a routine traffic stop; he was
obviously psychotic and the officers found an Acute Facility outpatient
appointment card in his wallet. In the remaining two cases, the patient
came to police attention because of serious disorientation.

ILLUSTRATION 2.
The patient was observed by police wandering on the street
wearing hospital pajamas and a surgical cap. He did not respond
to attempts to elicit information from him. Several hospitals in
the vicinity were contacted but reported that they were not miss-
ing any patients. The patient was then taken to the Acute Facility.

In the single case in which a Police Only Presentation was stimu-
lated by events within the family unit, the police had been called by
the patient's stepmother who reported that the patient had slapped
her. Upon arrival, the police observed that the patient was disoriented

54. Bittner, Police Discretion in Emergency Apprehension of Mentally Ill Persons, 14
Soc. PROB. 278, 283-286 (1967).

https://openscholarship.wustl.edu/law_lawreview/vol1968/iss4/1



HOSPITALIZATION OF THE MENTALLY ILL

and that she spoke loudly but in a rambling manner. Her clothing and
hair were extremely dirty.

Similar observations may be made with regard to those patients en-
countered by the police in the investigation of complaints made by
members of the community. In one, the patient was obviously dis-
oriented; in another the patient's loud screaming disturbed neighbors
and investigating officers found that she had lost contact with reality
in several ways. The two remaining cases were situations in which the
patient had inflicted violence on others or had indicated a definite in-
tention to do so.

ILLUSTRATION 3.
A neighbor of the patient called police and reported that the
patient had chased her with a hatchet. The patient, when ap-
proached, stated, "This is the hatchet Mr. Robinson used to kill
me. I died once. I do not know how I came back into this world."

When the police officers were able to contact a relative or friend of
an apparently "mentally ill" person, the responsibility for the indi-
vidual was readily transferred to this person. Note in Table 2 the few
presentations resulting from situations in which the police came into
initial contact with the patient but were then able to locate the family.
If the family insisted, however, the officers did assist in presentation.

ILLUSTRATION 4.
The patient, a middle aged woman who lived alone, was observed
walking nude in the street late at night. Officers contacted her
brother who requested that they take him and the patient to the
Acute Facility. They did so.

In these cases, however, the family and not the police made the de-
cision to present.

The position has been argued that police are frequently too selective
in determining who will be presented to mental health facilities. A
recent study of Negro male admissions to a Baltimore psychiatric fa-
cility, for example, reported that a large number of the patients had
exhibited symptoms of serious disorder long before presentation and,
while exhibiting these symptoms, had numerous contacts with the
police which did not result in presentation.55 In part, the study sug-
gested this may have been due to general police attitudes towards
lower class Negroes:

55. Brody, Derbyshire & Schleifer, How the Young Adult Baltimore Negro Male Becomes
a Maryland Mental Hospital Statistic, PSYCHIATRIC RESEARCH REPORT OF THE AMERICAN
PSYCHIATRIC ASSOCIATION, PSYCHIATRIC EPIDLMOLOGY AND MENTAL HEALTH PLANNING (1967).

Washington University Open Scholarship
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The apparent tolerance of the urban policeman to psychiatrically
disturbed behavior in lower class Negro men may ... be coupled
with a tendency to view it as the naturally expected consequence
of the "lack of responsibility" of members of a simple or inferior
race. It is plausible to suggest that these.., expectations ... con-
tribute to the development of a social role for the lower class
Negro man which includes patterns of irresponsible aggressive
* . . behavior.56

Because this study relied only upon information already available to
the Acute Facility, the dynamics of the police decision cannot be dis-
cussed in any detail. Clearly more work needs to be done in this area.
But one case was observed which supported the Baltimore study's con-
clusion that police may fail to present even seriously ill individuals.

ILLUSTRATION 5.
The patient believed that he was an F.B.I. agent, and he carried
at least one weapon. He had accused his wife of being a "spy" and
his mother-in-law of poisoning him. Three weeks before presen-
tation he had been arrested for carrying a concealed weapon.
Although it is extremely likely that he was exhibiting these symp-
toms at that time, he was not presented until several days before
his preliminary hearing, when his wife called police and asked
that they assist in presentation.

In interesting contrast to this general reluctance to present individuals
encountered, however, was one admission which suggested that psy-
chiatric hospitalization was being used by police to keep an individual
believed dangerous "off the streets" when no other method was con-
veniently available.

ILLUSTRATION 6.
The patient reportedly drank one pint of whiskey and, becoming
irritated at a group of children, shook one of them. Police were
called and the child was taken to a hospital where it was deter-
mined that she had suffered no significant harm. The officers then
took the patient to the Acute Facility and told the resident that
if the patient were not admitted he would be released, as there
were no charges against him. The patient exhibited no symptoms
of present mental illness. When the decision to admit was made,
one officer called his superior and reported in a relieved tone,
"They'll take him."

The police decision to present, then, usually followed situations in
which grossly bizarre behavior by the patient was observed. In addi-
tion to this symptomatic behavior, however, there was usually some

56. Id. at 215-16.

https://openscholarship.wustl.edu/law_lawreview/vol1968/iss4/1



HOSPITALIZATION OF THE MENTALLY ILL

indication that the patient either endangered others or was unable to
function in the community. Unlike the family decision to present
(which will be discussed in the next section), the police decision to
present apparently represented adherence to a "dangerousness" cri-
teria. Although this meant that police agencies did probably forego
opportunities to refer many mentally ill persons to psychiatric facili-
ties, it conformed to the legal criteria set out in the statutory frame-
work much more closely than did the family actions.

One other aspect of police presentations requires comment. The
fact of police presentation created a strong pressure for admission
without regard to the proposed patient's willingness to undergo hos-
pitalization, since the Acute Facility recognized that the police seldom
presented an individual unless he was a serious disruptive influence
in the community and other resources had been exhausted. Neverthe-
less, as Table 1 shows, five of the nine police presentations admitted
themselves on a voluntary basis. One was presented after a suicide at-
tempt; it is probable that he recognized his "need" for treatment. In
the other four cases, however, it is unlikely that the admission was
voluntary in a realistic sense. In two cases, it was clear that the patients
regarded hospitalization as the only alternative to jail. In the other
two, the Acute Facility would have admitted the patients on a non-
voluntary basis had they not admitted themselves. It is likely that if
the patients did not believe that jail was the only alternative to ad-
mission, they were aware that they had no real choice to make and
acted in response to this knowledge.

c. Family (and Police-Family) Presentations. In over half of the
total number of admissions studied, the family was involved in the
presentation. In 33 per cent of the total admissions, the presentation
had been made by the family alone. When other categories are com-
pared, it appears that the family was influential in the presentation
of over half of the 46 patients whose admissions were examined.

Table 3 breaks down the 26 admissions in which the family par-
ticipated in the presentation. In eight (slightly less than one third),
presentation was apparently stimulated by the family's observation of
what it interpreted as "symptoms" of an "illness" for which the pa-
tient needed "treatment." In those remaining, however, there was
strong evidence that presentation was stimulated by something other
than a simple conclusion on the part of the family that the patient was
"sick" and "needed treatment."

In 13 cases presentation was stimulated by the patient's behavior

Washington University Open Scholarship
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TABLE 3
SITUATIONS PRECITATING PRESENTATION: POLICE-FAMILY

AND FAMILY ONLY PRESENTATIONS (BY TYPE OF ADMISSION)

Police-Family Family Only
Presentations Presentations*

Nonvol- Volun- Nonvol- Volun-
untary tary untary tary
Admis- Admis- Admis- Admis-

Total sions sions sions sions

Situations Within
Family Unit (21)

suicide attempt I 1 0 0 0
violent conduct 1 1 0 0 0
family fear of

suicide 1 0 0 0 1
family fear of

violent conduct 4 2 0 2 0
family disruption

caused by patient's
behavior 6 2 0 2 2

family observation of
"symptoms of illness"

depression 3 0 0 0 3
bizarre behavior 5 0 1 0 4

Situations Extending
Beyond Family Unit (5)

wandering 2 0 1 1 0
boisterous and

disorderly behavior 1 1 0 0 0
other 2 1 1 0 0

Total (26) 26 8 3 5 10

* For purposes of this table, Police-Family Presentations includes those cases designated
in Table 1 as "Friend and Police" and "Family and Ambulance" Presentations.

within the family. In about half of these, there was evidence that the
behavior was simply disruptive of family life and that this stimulated
presentation.

ILLUSTRATION 7.

The family reported that for the last two months the patient had
been sleeping poorly and his general level of activity had in-
creased. He spent money freely and the family was consequently
forced into debt. Recently he had attempted to open several new
charge accounts. The family also complained of the patient's ar-
gumentativeness and "resentfulness" at home and repeated com-
plaints of his irritability at work.

In only two of the 26 cases was there a specific act which indicated a

https://openscholarship.wustl.edu/law_lawreview/vol1968/iss4/1
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direct and serious danger of physical harm to the patient or others;
in both of these cases the police assisted in presentation and the patient
refused to admit himself. In five of the 26 cases, however, the family's
fear of assaultive or suicidal actions appeared to have stimulated pre-
sentation.

In about one fifth of the 26 cases, the patient's symptomatic be-
havior became "public" in the sense that it could be observed by
people other than the patient's immediate family and it appeared that
the impact of this behavior on those outside the family unit was in-
fluential in stimulating admission. In these cases, the dynamics of the
decision to present often differed significantly from those in which the
entire matter was an internal family affair. In some of the "public
behavior" cases those outside the family who were exposed to the
patient's condition put strong pressure on the family to present the
patient.

ILLUSTRATION 8.
A woman who had been discharged from psychiatric hospitaliza-
tion during which she had been diagnosed as paranoid schizo-
phrenic began to exhibit symptoms again. She was "abusive,"
paraded around her home in the nude in front of her children
and charged her husband with drugging her and inviting neigh-
bors to have sexual relations with her. She also accused her neigh-
bors of "wanting to get rid of her." She was not presented to the
Acute Facility, however, until the landlord, in response to com-
plaints made by the neighbors, threatened to evict the family un-
ess she was rehospitalized.

In other cases, the decision to present was made and effectuated in part
at least by those nonfamily members who came into contact with the
patient.

ILLUSTRATION 9.
The patient, a nineteen year old youth, had dropped out of high
school because of a "nervous condition." He had been employed
in a bakery but his employer called the family to take him home
because he had been "acting strangely." The patient then became
withdrawn and frequently paced the floor all night. Occasionally
he would strike his brothers and sisters. Two days before presenta-
tion he swung at his mother with an iron bar and attempted to
strangle his sister. No outside help was sought, however. On the
day of presentation, he barricaded himself in the cellar and cov-
ered himself with soot and cobwebs. No attempt was made to
obtain help until he left the cellar and ran out of the house. At
this point, the police were called and the patient was apprehended

Washington University Open Scholarship



WASHINGTON UNIVERSITY LAW QUARTERLY

and presented by the mother and police officers to the Acute Facil-
ity.

In four of the five cases where the patient's symptomatic behavior was
public, the police were involved in presentation. In only two of the
five did the patient admit himself.

Most of the work that has been done on the dynamics of the decision
to present has concerned the family decision to seek psychiatric help
for one of its members.5 1 These studies tend to agree with the results
arrived at here. Polack, in his extensive examination of what he char-
acterizes as the "crisis of admission"5' 8 suggests that the situation precip-
itating admission is frequently only the most recent in a series of crises
involving the patient and his family. The series, he argues, is generally
made up of common situations that confront most individuals and
families in the course of life, such as separation, physical illness and
death. Those families in which the crisis series is interrupted by the
psychiatric hospitalization of one of the members have dealt with prior
crises by simply denying the reality of the facts of the crisis, failing to
use potential sources of help (sometimes because of reluctance to do so
but frequently because the community has failed to make such re-
sources readily available), and by failing to express negative feelings
appropriate to the crisis. Hospitalization occurs when, during one of
these crises, the family, frequently after exhausting other means of
resolving the situation, attempts to relieve the crisis by labeling one of
the members as "mentally ill" to secure this member's removal from
the family.

[P]atients were admitted to the psychiatric hospital not primarily
because they had the signs and symptoms of psychiatric illness,
but usually because their behavior could no longer be tolerated
by the people with whom they lived. ... Most commonly... hos-
pitalization became necessary either because the patient's behavior
had changed in a direction which the members of his living group
found more difficult to tolerate, or because the structure of the
living group changed so that its members were less able to tolerate

57. See, e.g., Yarrow, Schwartz, Murphy & Deasy, The Psychological Meaning of Mental
Illness in the Family, 11 J. Soc. IssuEs 12 (1955). See also Sampson, Messinger, Towne, Ross,
Livson, Bowers, Cohen & Dorit, The Mental Hospital and Marital Family Ties, 9 Soc.
PRoB. 141 (1961). Cf. Blackwell, Upper Middle Class Expectations About Entering the Sick
Role for Physical and Psychiatric Dysfunctions, 8 J. HEALTH & Soc. BEHAVIOR 83 (1967).
For a general study of the process of identifying those "needing" hospitalization in
England and some procedural implications, see A. LAWsON, THE RECOGNITION OF MENTAL
ILLNEsS N LONDON (1966).

58. Polak, The Crisis of Admission, 2 Soc. Psyc xAm Y 150 (1967).
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his behavior. This behavior may or may not have been related to
the patient's psychiatric symptoms .... We agree with a number
of other workers who have observed that the member of the family
who is labeled the patient is not necessarily the individual with
the greatest problem.59

This is not to say, however, that hospitalization which results from
family rejection or inability to tolerate the patient's behavior does not
serve a function other than removal of the patient from the crisis situ-
ation. Frequently hospitalization provides an opportunity for "crisis
remission," in which the family regroups itself and, sometimes with
outside help, becomes able to again tolerate the patient. A recent study
of married women psychiatric patients documented this function of
the hospitalization process:

[A]n important if explicit function of mental hospitalization is to
preserve and reinforce the patient's ties to a personal community.
. .[. T]he immediate effect of hospitalization ... is to define the
wife as mentally ill and remove her from the family. These radical
procedures initiate a personal and social moratorium. During
the moratorium, the wife's role obligations are suspended without
being abrogated; past and present expressions of alienation may
be reinterpreted, isolated, and forgotten by the patient and her
intimates; and critical relationships may be negotiated, modified,
and resumed under conditions of limited contact and experimental
tentativeness. 60

One half of those patients whose family was influential in the deci-
sion to present were admitted on a nonvoluntary basis. A significantly
higher percentage of Police-Family presentations were nonvoluntary,
probably reflecting a continuation of the patient's resistance that
caused the family to summon the police to assist in presentation. But
the fact that one third of the Family Only presentations were nonvol-
untary suggests that even when informal family pressure was sufficient
to cause an individual not to resist presentation, it was nevertheless
sometimes not sufficient to cause him to admit himself. It is also clear
that the patient's willingness to admit himself differed with the nature
of the event precipitating presentation. Acts of violence within the
family generally led the family to call for police assistance in presenta-
tion and ended with nonvoluntary admission; observations which the
family interpreted simply as symptomatic of illness, however, were
almost never followed by police participation in presentation and with-

59. Id. at 151, 153.
60. Sampson, et. al., supra note 57, at 154-55.
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out exception ended in voluntary admissions. To the extent, then, that
the family sought to use the psychiatric facility as a means of protection
or of relieving itself of a disruptive influence, presentation and admis-
sion were likely to be nonvoluntary. When, on the other hand, the
family invoked the psychiatric system to "help" an "ill" member, the
patient almost invariably cooperated in presentation aiid admission.0'

2. Analysis

a. The Dynamics of Community Selection. The observations de-
scribed above make clear that there are two general types of partici-
pants in the community selection process. The first, the patient's pri-
mary group, is the family or those with whom the patient is in close
everyday association. In some cases (about one-third, according to Table
3), the primary group's decision to seek medical help for one member
follows the traditional model: behavior is observed which is inter-
preted as symptomatic of "mental illness," and when it progresses to a
point where the individual is regarded as seriously in need of help,
he is presented by the concerned family to a psychiatric facility. But
in many cases the process is much more complex. The primary group is
willing to tolerate extremely serious behavior until something-a "pre-
cipitating event"-makes it no longer feasible to tolerate the situation.
This "precipitating event" is frequently fortuitous in the sense that it
is not related to either progression of symptoms or seriousness of the
patient's psychopathology.

ILLUSTRATION 10.
The patient had been depressed for a period of time and had
considered attempting suicide for two weeks. He had specifically
threatened to kill himself, but no attempt was made to present
him to the Acute Facility until his wife happened to notice an
apparatus apparently designed by the patient to hang himself.

61. For one of the only studies dealing with factors stimulating presentation of patients
to acute psychiatric treatment facilities, see Smith, Pumphrey & Hall, The "Last Straw":
The Decisive Incident Resulting in the Request for Hospitalization in 100 Schizophrenic
Patients, 120 Am. J. PsycHiATRY 228 (1963). After concluding that the family's fear of the
patient and the patient's "general unmanageability" were more frequently factors stimulat-
ing presentation than the patient's actual assaultiveness, the study commented, "Nine types
of events had been tolerated frequently [by the patient's family] without a request for
hospitalization: suicidal threats, threats of harm to family members, destructiveness, shout-
ing, obscene words, irrational talk, inexplicable behavior, wandering, and refusing to come
out of a room. Suicidal attempts and actual harm to others were not tolerated." Id. at 230.
For an excellent general discussion of the family and community aspects of acute psy.
chiatric hospitalization as well as criticism of the manner in which the decision to hos-
pitalize is made, see Knight, Social and Medical Aspects of the Psychiatric Emergency, in
CIUME, LAw AND Com.crioNS (R. Slovenko ed. 1966).
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Sometimes the precipitating event is one that makes the patient's be-
havior apparent to those outside the family unit, thereby involving
"secondary groups" in the decision to present. As Illustrations 8 and 9.
indicate, the family is sometimes willing to tolerate even seriously
dangerous behavior until the behavior extends outside the family. The
"secondary group" may include the police and the neighbors; they may
take direct action themselves to secure presentation or they may pres-
sure the family into effecting presentation. This does not mean, how-
ever, that groups other than the patient's primary group demand pres-
entation at the first sign of behavior symptomatic of "mental illness."
If the behavior is not violent or otherwise seriously disruptive of every-
day community life, the community is frequently willing to ignore
even extremely bizarre symptomatic behavior. If the offensiveness be-
comes focused on one member of the community, however, his efforts
are often enough to cause presentation.

ILLUSTRATION 1I.

The patient had been observed by police officers for three weeks.
He wandered through the downtown area with a picture of Christ
around his neck and carried a wooden staff. No pressure to present
existed, however, until the patient walked into a store, selected a
suit of clothing, identified himself as Jesus Christ and asked that
the clothing be charged to God. The store owner complained to
police, who presented the patient to the Acute Facility.

Thus, the most significant characteristic of the community selection
process is that it does not consistently operate on the basis of present-
ing to psychiatric facilities those whose illness has reached a given point
on a continuum of increasingly serious psychopathology or sympto-
matic behavior. Rather, it frequently selects for presentation those
whose symptomatic behavior becomes anti-social for reasons unrelated
to the illness itself. The result is twofold. First, individuals are pre-
sented to the Acute Facility, sometimes under formal or informal coer-
cion, who may not meet the criterion of "dangerousness." They may,
as in Illustrations 7 and 8, have disrupted the lives of their families;
or, as the patient in Illustration 11, they may have offended an influ-
ential member of the community; but as is discussed below, it is ex-
tremely doubtful whether these individuals can be regarded as danger-
ous. Second, even if an individual has exhibited behavior or symptoms
that might arguably bring him within the "dangerous" criterion, this
single characteristic may not have been the cause of his presentation.
As Illustration 9 shows the most immediate factor in the process, and
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the one stimulating presentation, may have no direct relationship to
the symptoms that made the patient "dangerous."

b. Legal Significance of Community Selection. The only aspect of
the community selection process that has received attention from the
legal framework has been the criteria for the use of force to carry out
the decision to present. In the vast majority of jurisdictions, the emer-
gency detention power is, as a matter of formal law, limited to those
situations where the individual constitutes a danger to himself or to
others. But there is little case law helpful in determining what consti-
tutes sufficient factual grounds for invoking the authority. Where the
detention power has been flagrantly abused, damages have been
awarded to the aggrieved party with little discussion. 2 But in those
situations in which the abuse is not obvious, the differences and incon-
sistencies in case analysis graphically reflect the difficulty in assessing
whether "dangerousness" existed or whether there was sufficient basis
to believe it did. 3

Some decisions reflect a willingness to construe the emergency power
broadly, sometimes with the ultimate effect of deleting any effective
requirement of "dangerousness" and other times apparently relieving
the person invoking the power of any duty to evaluate the information
which was received to indicate "dangerousness." The Supreme Court
of Washington, over strong dissent, held that police officers had author-
ity forcibly to enter an individual's home and seize him when his
seventy-eight year old father reported to a police desk sergeant that
the son "had" two guns and had threatened to kill the father. The
officers, upon responding, observed the son sitting in the kitchen of the
home wearing a beard, exhibiting disheveled hair and staring straight

62. E.g., Crawford v. Brown, 321 Ill. 305, 151 N.E. 911 (1926), where the court reversed
judgment for defendant and remanded for a new trial on the basis of evidence that the
plaintiff had been detained in a private hospital for two weeks apparently because she
had a fainting spell after caring for her physically ill husband over a long period of time.
See generally Annot. 92 A.L.R.2d 570 (1963) regarding authority to detain a person believed
to be mentally ill.

63. One of the reasons for lack of case law, of course, is the procedural difficulty of
placing the issue before a court whose opinions are published. By the time the issue is
reached, the matter of preliminary detention has frequently become moot. see, e.g., In re
Perry, 269 F. Supp. 729 (D.D.C. 1967) (denying a motion to dismiss a commitment proceed-
ing on the ground that the respondent had been detained under emergency detention
authority for longer than the statute authorized). Cf. Application of Hoffman, 281 P.2d
96 (Cal. Ct. App. 1955) (invalidating a commitment because the patient had been im.
properly detained under the emergency detention authority and as a result had been
denied adequate notice and opportunity to consult with her attorney in regard to the
subsequent commitment proceeding).
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