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EDITORIAL:

One More Idea

Ronald J. Sanchez

Our Editorial Philosophy

e recently asked
readers of the AMWA
Journal to rate the
publication in various
categories and give us
their suggestions and criticisms of the
publication. We received far too few
responses for the results to be statistical-
ly significant; yet we did manage to ac-

cumulate a variety of comments and
recommendations that we will take in-
to consideration during the next year.

In reviewing the responses, it occur-
red to me that few of our readers pro-
bably understand how the AMWA Jour-
nal operates. So here's a capsulized sum-
mary of our editorial position and how
the publication is produced.

As the official quarterly publication of
AMWA, the AMWA Journal is supported
through association funds and limited
advertising revenue. Manuscripts may
be received from members and non-
members of the association, and no
publication priority is given based on an
author's membership status. Our
primary criteria in publishing a
manuscript are that it is original, well
written and well researched, relevant to
the field of medical communications
and that it offers a unique viewpoint or
perspective on a subject from that
previously published. Occasionally, we
solicit manuscripts from authors on sub-
jects that we are particularly interested
in considering for publication. We do
not reprint manuscripts that have been
published in other publications.

The AMWA Journal is not a refereed
journal; that is, each article is not
reviewed by a panel of writers and
editors. The decision to publish is made
by the Editor-in-Chief, with consultation
from various members of the Editorial
Advisory Committee, as well as the Ad-
ministrator of the Department of
Publications.

We operate under a limited budget.
We do not pay for any manuscripts and,
likewise, all of the editorial work done
for the AMWA Journal by AMWA
members is provided on a volunteer
basis.

Since I have been Editor-in-Chief, the
purview of the publication has been
kept intentionally broad to encompass
not just articles on the technical aspects
of medical communications but also on
issues related to medicine, health and
the media. It has been my philosophy
that we, as medical communicators, do
not exist in a journalistic ""vacuum,” but
rather we are just one part of a larger
communications process. [ prefer to
publish articles that instruct and
educate, rather than those that merely
inform.

Finally, I view the editorial philosophy
of the AMWA Journal as an evolutionary
process. We continue to grow and
develop as we learn more about what
you, our readers, need to enhance your
efforts in the field of medical com-
munications. We appreciate what you
have to say.

Brain Drain

With all the public furor over the now-
defeated 51 percent congressional pay
raise, few people—including the news
media—seemed to notice that the con-
troversial provision also included a
much-needed pay hike for scientists and
researchers at the National Institutes of
Health |{NIH}. That's too bad, because
by pushing the Congress into its self-
righteous rejection of its own salary in-
crease, we managed to deal yet another
crippling blow to research in health
care.

During the past five years, NIH has
lost 28 percent of its top scientists to the
private sector—where they can earn
more than twice as much and can have
considerably more funding available to
support their research projects. And
NIH officials say that more high-level
departures can be expected as a result
of this latest salary setback.

It's unfortunate that the Ralph Nader-
inspired rhetoric surrounding this
issue focused almost entirely on the
earnings of our senators and represen-
tatives and failed to recognize the other,
and more significant, components of the
proposal. With research on AIDS plod-
ding along and with a cure or vaccine
perhaps a decade (or more) away, this
is no time to deplete our already slim
research ranks by sending our most
valuable resources shopping for new
jobs.

It's amazing just how altruistic we ex-
pect our “public servants” to be. Enter-
tainers, sports figures and business en-
trepreneurs can earn enormous sums—
with our apparent sanction—but we ex-
pect those in government to be modestly
paid. But with the pressing demands of
a growing health care agenda, this is no
time to pinch pennies. In the end, we'll
pay the price—dearly. [J



HISTORY:

Mental Health Care
Clouded By Stigma,
Misunderstandings

Advances in psychiatry lead to more
compassionate treatment for patients

Bill Weaver

Bill Weaver, Ph.D., is Associate Pro-
fessor of Education in Medicine, Uni-
versity of Alabama School of Medicine,
Birmingham.

The author wishes to acknowledge the
contributions of Virgil Wooten, M.D.,
and Jeffery Fahs, M.D., both of the
Department of Psychiatry, University of
Alabama at Birmingham.

he history of mental health

care in the U.S. is a story of

medical need which has

been met very slowly be-

cause of four factors: (1)
stigma of the illness; (2} lack of
understanding of its cause; (3)
general low esteem of its profes-
sionals, and (4] slowness with which
it became a respected field for aca-
demic study and research. While
mental health care in the U.S. cannot
be separated totally from work in
Europe and elsewhere, this article is
devoted exclusively to occurrences
in this country. Furthermore, the
historical part of this article concen-
trates primarily on the care provided
in mental institutions. Thus, at best,
this is only a half-history, but maybe
it will provide a glimpse of where
the field has been, as a basis on
which to assess where the field is
now and to predict where it may be
in a few years.

The Past

Mental health care today has im-
proved greatly from the past. No
longer are hospitals called asylums,
mentally ill persons called lunatics,
substance abusers called opium
eaters, and psychiatrists called alien-
ists. No longer is all mental illness
categorized simply as insanity and
isolation from the rest of society
without treatment thought to be the
best therapy. And no longer is the

profession characterized by the
hopelessness of its patients. Indeed,
times and labels have changed.

The 18th Century

It is unclear just how much 18th
Century physicians in the U.S. knew
about mental illness, but it is certain
they did little to treat it. Considering
their habit of leeching, purging and
emitting in the treatment of other ill-
nesses, however, this neglect may
have been a blessing in disguise.
Because physicians believed mental
illness to be incurable, they devoted
little attention to it, choosing instead
to work with patients who could
more readily appreciate their efforts.
Consistent with the medical com-
munity, the public also assumed
mental illness to be incurable and
was satisfied to isolate such persons
either in the home, in a private hos-
pital if they could afford it, or in the
poorhouse or jail. In all of these loca-
tions, the primary mode of therapy
was isolation, regardless of the type
of mental illness.

The 19th Century

Unlike its predecessor, the 19th
Century witnessed many changes in
the care of mentally ill persons. To
a large degree, the changes that
occurred in the field resulted from
three things: (1) changes in the
understanding of causation; (2)
changes in the number and nature
of mental institutions, and (3}
changes resulting from the rise of
psychiatry as an academic field.



The 19th Century witnessed im-
portant changes in the understand-
ing of the causes of mental illness.
Although there was little formal
education in psychiatry until near
the end of the 19th Century, some
physicians obtained practical know-
ledge by working for a year or so at
a mental institution; many of these
physicians later became asylum
superintendents. Without a psychia-
tric classification system, psychia-
trists referred to all mental illness as
insanity, and they were convinced it
was a disease of the brain. Thus,
they believed that in every insane
person one could find physical evi-
dence of brain disease. As time
passed, however, these evidences of
physical damage to the brain could
not be found on autopsy, a fact that
caused some psychiatrists to aban-
don this theory.

By the mid-19th Century, the pre-
vailing view was that there were two
types of causes of mental illness: (1)
predisposing causes {physical defects
of the brain), and (2} precipitating
causes (irritants in the environment
which by aggravating the predis-
posing causes actually precipitated
occurrences of insanity). Thus, by
mid-century, insanity could be ex-
plained more fully, and because of
it, changes occurred in the type of
treatment thought to be most effec-
tive in the care of the mentally ill.

In the early decades of the 19th
Century there were few institutions,
and they were largely private ones,
catering to affluent patients.
Through the efforts of Dorothea Dix
and other reformers, the nation be-
came more aware of the needs of the
mentally ill, and this awareness led
to the establishment of state-
supported institutions in most states.
With the large influx of poor immi-
grants and the emergence of state-
supported institutions, the patient
population at these institutions in-
creased very rapidly and became
less economically selective. Asylum
superintendents worked hard to con-

vince the public of the appropriate-
ness of the asylum for mental health
care. They were very successful,
with institutions growing rapidly—
more rapidly than state appropria-
tions to support them. Thus, each
year asylum superintendents had to
devise new ways of ensuring the
survival of their institutions on the
straight line or decreasing state
support. Under these conditions of
perpetual financial constraint,
asylum management became a
science.

Ironically, help for institutions'
financial survival came from a treat-
ment plan that called for the use of
patient work as a means of normal-

‘Thus, they believed that in every
insane person one could find
physical evidence of brain
disease.’

izing the patient's living environ-
ment. The widespread belief in the
early 1800s that insanity was incur-
able had encouraged the use of cus-
todial care that wasted no effort on
therapy. But by mid-century, with
their newly adopted belief in predis-
posing and precipitating causes of
insanity, psychiatrists began to be-
lieve that insanity could be cured
and that institutions should replace
their custodial role with one that
involved more aggressive treatment.
They were convinced that if precipi-
tating causes (family conflicts,
economic stresses, political or reli-
gious excitement, and many others)
could be eliminated, the natural
healing process of the brain would
take care of predisposing causes.
They found just such a therapy in
something known as moral treat-
ment, a therapy very similar to
today's psychological or milieu
therapy.

Moral treatment is of particular
significance because of its wide-
spread popularity in the mid-1800s,
its unpopularity in the late 1800s,

and its gradual reintroduction into a
much broader spectrum of treat-
ment in the 20th Century. Moral
treatment emphasized the asylum as
ideal for three key steps: (1) identi-
fying the precipitating causes for
each patient; (2) removing those
causes while leaving the rest of the
patient's life as normal as possible,
and (3| preparing the patient for life
outside the asylum. To carry out this
approach, asylums operated as small
societies in which idleness was re-
placed by systematic work, and im-
provement by the patient was
expected.

Early institutions that tried moral
treatment reported successful re-
sults. More psychiatrists imple-
mented the program at their asy-
lums, and soon cure rates of up to
90 percent were reported. In their
literature, asylum superintendents
devoted much attention to descrip-
tions of how they implemented and
managed their moral treatment
programs.

The bubble of enthusiasm and
optimism was short-lived, however,
when it was discovered that the cure
rates that asylum superintendents
had reported so proudly involved
inaccurate calculations. The cure
rates had been derived by dividing
the number of discharges by the
number of admissions, with some
patients having been admitted, dis-
charged and counted as 'cured”
several times in a year. Whether this
was a simple statistical reporting
error or deliberate deception, the
effect was to discredit asylum super-
intendents, asylums and moral treat-
ment. The pendulum had swung far
in the direction of curability—too far,
in fact.

For several years thereafter, psy-
chiatrists were disillusioned, as was
the public with them. Most of them
abandoned moral treatment and
reverted to little more than custodial
care for their patients. The optimism
that pervaded the field in the earlier
decades was gone. Instead of con-
centrating on therapy, asylum super-






