Overcoming Mentalism

Thetrip from mental patient to
psychiatric survivor



"Here's Edward Bear coming down stairs now,
thump, thump, thump, on the back of his head
behind Christopher Robin. It is, as far as he
knows, the only way of coming down stairs
but, sometimes he feels that there really is
another way; if only he could stop thumping
for a moment and think of it."

From "Winnie the Pooh" by A. A. Milne




Mentalism

Discrimination against people
who arereceving or who have
received psychiatric treatment.



Other common " isms"

Racism
Sexism
Agelsm



Common Mentalism

Multiple small insults and
Indignitiesthat the labeled
person suffersevery day



Dr, Chester Pierce, an African-
American psychiatrist and author
Writing about racism, termed these
small attacks" micro-aggr essions'



M cro-aggr essions

1. Not powerful individually
2. hundreds, even thousands daily
3. cumulates over years



Examples of micro-aggressions
(mentalism)

Derogatory L anguage:

He's a basket case
You'renuts
What a loony tune
She's crazy

Ster eotypes of people who receive mental health
services range from hostility (" They need to be
locked up.") to sensationalistic media stories
depicting people as crazed killersand " danger ous
mental patients".



Effects of Mentalist
M Icr o-aggr essions

e Negative attitudes become inter nalized

e People feel ashamed

e People blame themselves for their
difficulties

e People feel worthless

e People feel hopeless about their future

e People lose confidence about their abilities

e People feel they must hide their histories

e People fear losing their job, their friends,
their credibility

e People become demor alized

e People direct their anger and helplessness
back upon themselves creating a
wor sening spiral downward



Mental health professionals
rarely, if ever, acknowledge
the power of mentalism.

Mor e often, the person who
Isdemoralized by hisor her
treatment asa " mental
patient” ismorelikey to be
rediagnosed, labeled
"treatment resistant,” or
offered more medication.
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Us us. Them

Mentalism, like all the "isms,"
separates people into a power-up
group and a power-down group.

In the case of mentalism, the power-
up group is assumed to be "normal,"
healthy, reliable, and capable.

The power-down group, composed of
people who have received psychiatric
treatment, is assumed to be sick,
disabled, crazy, unpredictable, and
violent.

This black-and-white style of
thinking is referred to in
psychodynamic literature as
"splitting."
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Solitiing pavestheway to
establish alower standard of
serviceto the power-down

group.



Different Standards

An apartment that is too run down for "us" is good enough
for "them."

Side effects that "we" would never tolerate should not
interfere with "their" compliance.

M edication risks that "we" find unacceptable are
reasonable for "them."

"We" need credit cards to extend our salaries, but "they"
Nneed to budget "their" social security income to the
penny.

'We' "force" 'them' to take medications that cause tardive
dyskinesia because 'they' are sick and 'we' are not.

If "we" were jumped upon by a group of people, taken

down and forcibly injected with powerful medications,

then locked up and tied down in isolation, it would be
considered assault and battery, kidnapping, and
torture. If "we" do thisto "them" in a hospital, itis
"treatment" for "their" own good.

If apsychiatrist threw abusive tantrums at nursing staff,
s/he would be seen as "authoritarian”™ and "running a
tight ship" while peopl e receiving care on the same
unit would be forcibly medicated and secluded for the
same "inappropriate” behavior.
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Rather than acknowledge
that =~ " Isa
distortion of reality,
mentalist thinking leads
clinicians to establish a

category that Is "almost
us":

" high-functioning."”
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High-functioning vs L ow-functioning

The "high-functioning patient” is generally a person
who isjust like "us"' in every way except one - his or
her psychiatric label.

The power-up group can feel gratified that they have
recognized the person's contributions by
acknowledging that the person isn't "just one of
them," yet the person retains his/her cautionary |abel
and all the negative stereotypes that go with it.

Other individuals are given the designation "l ow-
functioning” which clearly conveys the perception
that the person does not make valuable contributions
and is considered to be of lower worth to the
community.

At times the "low functioning” label can be used
punitively to describe a consumer who challenges the
power of the staff

15



L abeling someone as either g h-
functioning or low-functioning
has no healing impact upon the person in
distress and in fact, can have quite the
opposite effect. It can cause them to fee
more hopeless and helpless and thus
|atrogenically more distressed than before
being labeled in this pe orative way.
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A SiImplerule of
thumb to identify
mentalist

"No, but...



Examples of Mentalist “plitting
Would | live in a certain place?

No, but...

Would | take a certain medication?

No, but...

Would | put up with arisk or side effect?

No, but...

Would | go to a certain group?

No, but...

Would | want to be talked about in a given manner?

No, but...
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Mentalist <0 11110 precludes
genuine empathy

Seemingly empathic statements
such as" If | werein his
shoes..." often cover up the
underlying mentalist
assumption that results from
splitting: "But of course, |
never will be."
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Pseudo-empathy as mentalist splitting

The implication is that the competent provider would exert
better judgment in the recipient's situation and would
therefore escape the difficulties facing the recipient.

The provider's imagined experiences are given more
credibility than the consumer's actual experiences.

Seemingly empathic statements become a validation of the
superiority of the provider and can then be used to justify
inequities of power and the oppressive practices that result.

An example of thisisthe provider who asserts, "If | were
homeless and mentally ill, | would want to be medicated
involuntarily." as ajustification for outpatient commitment
for others.

This provider clearly sees homel essness and psychiatric

disability as unlikely to occur in hislife and g/he has,

therefore, not seriously considered the complex social and

personal barriersthat s/he might face in that situation. 20



WE SHOULD
TREAT PEOPLE
AS WE WOULD
WANT TO BE
TREATED, WITH

RESPECT,
DIGNITY, AND
CONCERN.




Providersshould listen to
people and provide services
based upon people's
expressed interestsinstead
of judging them and acting
In what providers (perhaps
falsely) believeto be
people's best interests.
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Provider s should never

refer peopleto any
Service or resourcethat
they would not use
themselves, or subject
anyoneto treatment that
they would not welcome
for themselves.
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Thisisalofty goal in a

society that continuesto

provide inadequate public
supports and resour ces for
people's basic needs.
Undoubtedly most

clinicians will sometimes

find themselvesin the

position of making less-
than-optimal referrals. 24



Even in the face of these
difficulties, providers can
communicate concern for
the comfort and

prefer ences of the person

they are serving, and
affirm the person's
deservedness of a better
life.
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|t ISvery important

that providers not

convey the impression
that people must accept
substandard treatment,
or should be grateful

for whatever they are
given. g



Providers need to express
hope that the person will
achieve the quality of life
that s’/he desires and offer
assistanceto help the
person to Improve hisor
her cir cumstances.



Providers (and
everyone else)
need to

encour age
peopleto hope
and dream.



Too often,
people are told
what they can't
do and thus,
they are robbed
of the ability to
hope.



A primary task of
providersisto help
peopleto find within
themselves both the
ability to dream and
the belief that those
dreams can become
possible.



It Isimportant to
communicate caring and
respect by retaining a vision
of people's strengths and
value even during the bad
times, and encouraging
them alwaysto draw upon
their better qualities and
abilities.
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Distinguishing
What We Think

From What We
Know




Clinicians tend to
believe they know a
lot more than they
actually do.



Most of what clinicians think
they know Is actually belief in a
model or an approximation, and
very often these models prove to
be false.



T0 overcome mentalism, providersmu
(levelop a ceen appreciation for how
much they don't know.



|f providers are honest,
they must admit...
They don't know why people have

experiencesthat arelabeled
" psychiatric"

They don't know whether these
experiences are actually illnesses

They don't know how medications affect
people

They don't know how neur ochemistry
relates to human feeling and behavior

They don't know how people recover and
heal
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Mentalist thinking can
cause providersto lose
sight of how much they
don't know.



Mentalist thinking can cause
providers to believe that they
have sound scientific answers for
people's problems and that the
treatment they recommend Is
"right."



Failure of providersto recognizethe
limits of their knowledge can lead them to
act prematurely and restrictively. They
tend tointerpret behavior when they
should Inquire about its meaning, and
prescribe interventions when they
should listen and learn.
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Mentalisn
1N
reatment



Typicaly, when treatments are ineffective or
unacceptable, the recipient is blamed. He or
she Is "treatment-resistant,” uncooperative,”
"non-compliant,” or "characterologic" and
has therefore failed the provider rather than
the other way around.
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S/he may even be pressured, threatened, or coerced to
accept the treatment, despitethefact that it has
already proven to beinadequate. Thisisparticularly
common in the case of the person who refuses a
psychotropic medication dueto side effects; clinicians
often insist upon " compliance" despitethe person's
experience of physical discomfort, neurological
Impairment, or other evidencethat thetreatment is
not effective.
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To combat this mentalist preudice,
providersneed to modify thar
assumptions and approach peoplein a
manner that acknowledgesthe
Imperfections of the provider'stools. The
recipient’'slack of response or objections
to thetreatment must be assumed to be
reasonable and credible.
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When treatment fails,
It 1Isalways due to the
short-comings of the
treatment.



short-comings of tr eatment
may Include:

e inadequate understanding of the person or
his/her problems

e medication side effects

e poor match between the treatment and the
person's lifestyle

e stigma associated with the treatment
e difficulty with access
e cultural unacceptability

e many other issues 45



Itistheclinician's
responsibility to
Initiate the response
to treatment fallure



Mentalism in Language

(mental health jargon)



Obviousterms:;

basket case
loony tune
nuts

fruit cake

etcC.
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The offensive aspects of seemingly
professional terminology are often
more subtle. How these terms are
used is generally more important than
their overt meaning. Interestingly,
mental health professionals often
object that they "need" these words to
communicate psychiatric concepts.

Y et most of the offensive terminology
IS non-medical and non-specific, and
could easily be expressed in a more
accurate, less offensive manner.
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Example:

Decompensate is used colloquially to
Indicate that a person is having more
distress. It does not refer to a specific
clinical finding, spectrum of symptoms, or
event. Theclinician who isreferred a
person who has" decompensated” knows
nothing about the person's needs or history.
|nterpersonally, the term is generally used to
designate someone who is defective and
fragile, who cannot take care of him- or
herself, and who cannot tolerate stress and
therefore falls apart.
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" Decompensating"
ISan us-them term



Under stress “we" may not do well; "we"
may cocoon, take to bed, get bummed out,
get burned out, get a short fuse, throw
plates, scream, call in sick, or need aleave

of absence.

"They" decompensate.

52



An example of a better way to
describe a situation than using the
term decompensate:

"After the break-up with her
girlfriend, Mary couldn't sleep. She
started pacing at night and
complained of hearing voices."

This brief statement factually
describes Mary's experience and gives
meaningful information that begins to

suggest interventions that may be
hel pful.
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The demotion from "us' to
"them" 1saloss of one's
designation as a person.



A person with adiagnosis can
become, "a schizophrenic” or "a
bipolar” or "aborderline," etc.



People who have internalized
the dehumanizing labeling
process will even at times
Introduce themselves as "a
mental patient” or "a CMI"
("chronically mentally ill")
rather than introducing
themselves by name.
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Professionals who are entrenched in
mentalist terminology will often
counter that thisis no different than
referring to a person as "adiabetic."
However, it Isimportant to factor in
the reality that medical ilinesses are
not associated with the negative
assumptions and prgudices that are
Inferred from a psychiatric label. A
"diabetic" Is not assumed to be
violent, unpredictable, or
Incompetent.
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N psychiatric treatment, the
term "patient” has come to be
assocliated with
discrimination, coercion, and
oppression. Unlike the
patients of a dentidt,
optometrist, or gynecologist,
the psychiatric "patient" Is
often forced to have
treatment, incarcerated
against his or her will, and
stigmatized for life.
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Much like the person who justifies the use of
ethnic slurs because s/he intends no harm,
medical personnel have continued to justify
the use of the term " patient" because they
see it as ssmply technical. Others defend its
use because it represents a sacred trust
between doctor and patient. These
seemingly reasonable and noble
explanations are a smoke screen for the
mentalist power dynamic: professionals are
generally accustomed to being in charge
and, as one professional once said, he's "not
about to be dictated to by a bunch of
patients." Consistent with the power
dynamic, the power-up group is comfortable
with the existing terminology and that
comfort takes precedence over the feelings,
wellbelng, and dignity of those who are
power-down. 59



In activist circles, the term applied to
a person who has received psychiatric
treatment has become a very personal
choice that reflects the individual's
experiences, feelings, and identity.

| ndividuals may choose to refer to
themselves as ex-patients, survivors,
consumers, or clients, or they may
refuse a designation altogether. Civil
rights-oriented groups often refer to
"C/S/X" ("consumers/survivors/ex-
patients,") while the designation
"client"” remains the most common
and generally accepted term in public
mental health systems.
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Most of the time, professionals

use offensive language
unintentionally, but this makes it

no less wounding.



To escape from mentalist attitudes and
|anguage clinicians need to examine the
underlying meanings and functions of their
communications.

For example, if they describe someone as"a
borderline with intense dependency,” "a
non-compliant schizophrenic," "an

oppositional patient,” "atypical drug-

seeking antisocial personality disorder," or

"a manipulative, gamey manic," are they

seeking to understand, respect, and help, or
merely pass judgment, feel superior, and

assert their professional dominance? 6



It could be illuminating to ask clinicians why
they continue to use terms that offend and
stigmatize the people they aspire to help.

IT they lack the empathy that would motivate
them to change their language to avoid hurting
the people they serve, what does that say
about their integrity as healers?
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Respectful clinical
language should
focus both the
clinician and the
recipient on the
sear ch for the most
successful tools for
health and recovery.



|f a diagnosis helps a
person to under stand

her /his experiences and
gain control over her/his
life, It Isa useful tool. If it
stigmatizes, communicates
contempt, and excludesthe
person from services, it iIsa
weapon of discrimination.
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Vlore on
language



A few quotes
from
pSychiatric
SUrvivors



"1 hatetheword " treatment." It's
been twisted by the system and perverted
beyond recognition. |If they lock you up
against your will, strip you literally and
figuratively (of your rights) and force
you into bondage and solitary
confinement and then inject you with
powerful and painful drugs, they call it
"treatment."” |n every other possible
realm on earth, thisistorture and not
"treatment." If they set a fifteen
minute appointment for you to renew
your drugs every two weeks or month,
they call that " treatment” and they can
bill your insurance for payment. |
consider it fraud."
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"To beamental patient Is
to participate in stupid
groups that call themselves
therapy -- musicisn't music,
It'stherapy; volleyball isn't a
sport, it'stherapy; sewing IS
therapy; washing dishesis
therapy. Even the air that
we breathe Is therapy --
called milieu.
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"Normal behaviors are
NOT symptoms. Normal
people can have a bad day,
an " off" week and even a
"down" month. However, if
we exhibit those normal
behaviors on the job, we get
|labeled and we are asked if
we took our medications or
If someone needs to call our
shrink." .



"Thereisno such thing asa
‘'side-effect.’ There areonly 'effects
from taking drugs. Some effects are
desired and others are undesirable.
Calling something a " side-effect”
obscures and minimizes the resultant
pain, suffering and misery that can
be caused by psychoactive drugs and
In doing so, it discounts our
experiences and perceptions and
thussetsus up aslessthan we are. It
deniesour reality."
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To combat mentalism in language,
clinicians should ask themsea ves...

 Would they use the same language if they
were speaking directly to the person?

e Would they feel comfortable having the
person read what they have written in the
person's chart?

 \Would they want to be talked about in this
manner?

 \Would they talk about their friends and
colleagues in this manner?

e Does this language help the person and me
to find solutions to problems and create

positive change? &



Any "NO" answers, no
matter how seemingly
justifiable, indicate
that mentalism is
operating.



Mentalism
N
Prognosis



Mentalist
assumptions have
caused many
cliniciansto have a
rather pessimistic
view of the capacity
for ther clientsto

I ecover .



When one points out the
large number of people,
including many mental
health activists, who have
overcometheir disabilities,
many clinicians commonly
respond that these
Individuals must have been
"misdiagnosed” or " do not
really have schizophrenia.”
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FACT

Many long-term resear ch
studies have shown that a
significant number of
people having serious
psychiatric concerns
recover completely,
Irrespective of their
diagnosis.
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No matter the
debate on the

resear ch, the human
Impact of mentalism
IN Pprognosisis
undeniable.



Peoplerecalving the
pronouncements,

"You will have this disability for
life," or

"You will always haveto take
medications,” or

"You will not become a
lawyer /doctor/economist/teacher "
etcC.

are almost invariably devastated
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FACT

The accuracy of such
predictions is abysmal, and
repeatedly, studies have
confirmed that the criteria
that clinicians employ to
make such predictions are not
related to recovery.
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FACT

The APA (American
Psychiatric Association) has
repeatedly stated that
psychiatrists are unableto
predict danger ousness with
any degree of certainty.
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Overcoming mentalism In
pPrognosisrequiresthat
professionals critically examine
their assumptions about
recovery from psychiatric
disabilities.
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|n many instances,
clinicians views have been
skewed by thefact that they
aremost likely to see people
only during the times when
they are experiencing
distress. Thosewho

recover rarely come back to
theclinic or the hospital.
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Clinicians must disclose to peoplethat they don't
know who will recover, when, or how. In many ways
thisallowscliniciansto impart a very hopeful message
to everyonethey serve:

No matter how painful a person's disability, no matter
how incapacitated sshe may have been, no matter how
long ghe has struggled, there is always a significant
chancethat he will improve considerably or even
recover completely.
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M entalism
and
Psychotropic
M edications



The attitudes and
practices that
surround the use of
pSychotropic
medications are
unfortunately full of
manifestations of
mentalism.



In 1ts most obvious form, the
person recelving treatment Is
presumed to be "crazy" and
therefore unable to make
medical decisions, so that
medical personnel fall to
observe the usual procedures
with respect to informed
choice.
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Often a person's objections to
medications are dismissed on
the grounds that "mental
patients cannot appreciate the
gravity of thear illnesses’ and
therefore the person's
experience of the treatment Is
deemed invalid.
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The myth of
complianceis a
particularly
destructive
manifestation of
mentalism In

psychiatry.



Nowherein medicineare
physicians more
preoccupied with enforcing
"compliance." Most non-
psychiatric physicians have
come to accept that
complianceitsalf isa myth.
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Studies of " compliance"
with everything from
diabetic dietsto anti-
hypertensive agents show
that humansdon't comply
with anything. At least one
third of peoplein these
studiesfail to follow thar
doctors instructions and
many studies have shown
rates of " non-compliance"
of over 50%.

91



Y et psychiatry has
continued to support
measur es that focus on
forcing peopleto comply
with treatmentsthat they
feel are unhelpful.
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Thisreflectsakey element in the
discrimination and mistreatment of people

having psychiatric concerns.

Because mental
having psychiat
unpredictable, t

ISt prejudices portray people
'|C concerns as violent anc

reatment has largely become

synonymous with social control.
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Mental health clinicians
tend to equate subduing
a person with treatment.



A quiet client who
causes no community
disturbance is deemed
"Improved” no matter
how miserable or
Incapacitated that
person may feel asa
result of the treatment.



Asin other forms of social
control, incarceration IS
used to contain the person
who will not comply but,
because the incar cer ation
occursin ahospital, it Is
deemed to be" treatment.”
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When applied to other
forms of medical treatment
this model sounds absurd.
lmagine jailing a diabetic
for having dessert or
Incar cer ating a per son
having chronic bronchitis
for lighting up a cigarette
or forgetting his’/her
inhaler.
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No one would find such a solution
to public health problems
acceptable because it violates
people'sright to choose thar
lifestyles and medical treatment. In
virtually all other medical concerns,
Individuals rightsin thisregard
have been upheld, irrespective of
the possiblerisksto self or others.
Theonly exception has been in the
reporting and treatment of highly
communicable diseases. o5



Numerous legislative initiatives
throughout the US are presently
proposing that people having
psychiatric conditions be locked up
In psychiatric facilitiesif they fail to
comply with treatment and are
deemed to be at risk of becomingill.
Thisclearly compromisestherights

of people having a
diagnosisin wayst
never consider for
medical diagnoses.

osychiatric
hat we would

people having
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Mentalism in psychiatric
practiceisalso apparent in
thelack of thoroughnessin
Informed consent and in the
monitoring of medication
Side effects.
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| nformed consent is often
obtained by merely having
people sign a paper on
which possible medication
sde effectsarelisted. No
distinction is made between
danger ous side effects and
uncomfortable ones;, no
suggestions are given for
Identification and
management of these
effects. 101



Often, medically serious
side effectsare " dumbed
down" so that people do not
get an accur ate view of the
risksinvolved. For
example,

, apotentially
per manent neurological
condition caused by
antipsychotic medications,
IS often described as
"having muscletics.”
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Many people are
approached for consent
only during crisesor acute
bouts of their conditions,
and the information Is
never revisited when the
person iIsmore ableto
concentrate and process
Infor mation.
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Theindifferent quality of
thisapproach to infor med
consent isclearly driven by
the mentalist power
dynamic, which actsto
protect the clinician from
allegations of negligence
without truly informing the
person getting treatment.
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Monitoring of side
effectsis conspicuously
affected by mentalist
prejudices.



Many psychiatrists
fail to examine
peoplefor tardive
dyskinesia (TD).



When TD Isdetected early,

It Is often completely

reversible. If it isnot

detected early, TD is often
progressive and per manent,

so that even if the

medication Is stopped, the

person may continueto

have odd movementsthat

s’he cannot control.



often maskead, They

also may not be appar ent
until the person Is
distracted or excited.
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The American Psychiatric
Association recommended in 1980
that psychiatrists reduce the dose of
antipsychotics on aregular basis
and examine people taking these
medicationsfor TD annually using
a standardized assessment such as
the AIMS (Abnormal I nvoluntary
Movement Scale) or DISCUS
(Dyskinesia I dentification System
Condensed User Scale).
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W hat typically happensin mental health
clinics:

1. Generally, individualstaking
neur oleptics are encouraged to stay on a
maintenance dose of medications.

2. Regular dosereductionsarerare, as
clinicians fear the person will
" decompensate.”

3. Psychiatriststypically observethe
person informally for obvious
involuntary movements and indicatein
thechart "noTD."

4. Rarelyisan AIMSor DISCUS
performed or documented.

5. Generally thediscussion of TD is
limited to the warning of possible
"muscletics' given in theinformed

consent.
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Thenet result isthat year
after year, thousands of
peoplereceave antipsychotic
medications without ever
being thoroughly evaluated
for a potentially disabling
medication side effect.

111



Why are psychiatrists failing to
perform routine monitoring of
medication risks?

e not dueto time constraints, since
the modified AIMS or the DISCUS
takes only 10 minutesto perform
and r ate.

e not dueto fearsthat people will
abandon treatment, since r esear ch

G

suggeststhat well-infor mnec
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It Islikely that
mentalism Is operating
here as elsewhere,
causing psychiatriststo
feel that unidentified
TD Issomehow an
acceptablerisk for
people having
psychiatric disabilities.
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The comparison with medical
maltreatment based upon racism,
such asthe Tuskegee experiment in
which African-American men were
allowed to be exposed to therisks
associated with untreated syphilis,
ISInescapable.
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Mentalism has lead
to a prevalent belief
that newer
antipsychotic
medications do not
cause I D.
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Many clinicians
appear obliviousto
the fact that all
antipsychotic
medications have
been found to be
assoclated with the
development of TD.



Studies showing
reduced risk with
newer psycho-
phar macologic
agents have been
conducted for
relatively brief
periods of time.



Even clozapineg, the " gold
standard” among
antipsychotics, and the
serotonin reuptake
Inhibitor antidepressants
(SSRI's) have been
associated in rareinstances
with TD.
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Suggestions
for elimination
of mentalist
discrimination
IN medication
practices:
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1. Theuse of psychotropic medicationsto
enfor ce social control must be separated,
conceptually and in practice, from true
treatment. Psychiatrists are presently
burdened with the unrealistic societal
expectation that they can ensure public
safety through the use of psychotropic
drugsto control people who are labeled as
potentially deviant. Until they are
relieved of this oppressive myth, clinical
practice will continuetoreflect the
public'smentalist prgudicesrather than
the needs of the people they serve.
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2. Informed consent must be
refined so that peoplereceive
comprehensive and easlly

under standable infor mation about
their choicesthat neither
catastrophizes nor downplaysthe
health risks of thetreatment. This
Information should bereviewed
with the person periodically and
needsto go with the person rather
than sitting in the chart.
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3. When making treatment
decisions, clinicians must give
highest priority to theindividual's
assessment of the treatment,
especially hisor her subjective
report of side effects and the impact
of the medications on his/her life.
Clinicians need to be aware of the
biases of otherswho may report
that a person is” improved" when
In fact the person isssmply too
sedated or too neurologically
Impaired by the medication to

" causetrouble."
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4. Clinicians must abandon
the myth of compliance and
focusinstead on

under standing the decision-
making processes that
people go through asthey
choose their treatment.
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5. Clinicians must diligently apply
themselvesto thetask of early
Identification of the medical
conseguences of psychotropic
medications. Thisshould include
regular examinationsfor TD,
appropriate blood testsfor liver or
kidney damage, annual
ophthalmology exams for people
taking phenothiazine
antipsychotics, audiology screening
for peopletaking valproic acid
preparations, and so forth.
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M entalism
and the
Physical
Environment



Power expressed in
environmental terms
INncludes:

e Space

e privacy

e safety

e cleanliness
e comfort

e choice

e aCCeSS

e aesthetics
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EXAMPLE:

The person at thetop of an
organization hasa large private
office with comfortable, or even
lavish, furnishings and usually
her/his own computer and printer.

Thepeople at the bottom work In
small " cubes,” have utilitarian
furnishings, and share facilities
such asrefrigerator, printer,
computer, and restroom.
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Mentalism
makes these
power
differences
even more
pronounced.



| ndividualsliving in supported
environments often:

e share rooms with roommates not of their
choosing

e rarely have privacy

e use furniture that is chosen by others for
easy malntenance and durability rather than
comfort or aesthetics

e have insufficient space to display or store
personal possessions

e have no way to lock thelr possessions, their
rooms, or the bathroom to insure safety and
privacy and deter theft

e are given only housing options that are
run-down or located remotely

» are left to use public transportation that is
Inconvenient, uncomfortable, or even unsafe

129



Many of these conditions
ar e shared by anyone who
haslittle money. However,
mentalism does contribute
to many specific
environmental micro-
aggressions aswell.
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A common mentalist
mIcCr o-aggr ession,
occurring in many
clinics, Issimply the
separ ation of staff
and client restrooms.



Separ ation of the facilities
for " staff" and " clients"
mirrorsthe conditionsin
the Southeastern US prior
to the civil rights movement
of African-Americans,
whereracist beliefsled to
the separation of all public
facilitiesfor " whites' and

" non-whites" .
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The separation of facilities
Is often combined with a
lack of maintenance and
privacy in therestrooms
used by clients. Thereare
placeswherethe stallsin
the" client" restroom have
nodoors. Thisisjustified
asa'" safety measure.”
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The mentalist
justification for this
discriminatory
practice by clinicians
1S, " clients have a
different standard of
hygiene than we
have."



Such mentalist attitudes are not only
condescending but they also obfuscatethe
responsibility of a public serviceto
provide arespectful physical environment
for publicuse. If public use causesthe
facility to need more cleaning, it isssmply
theresponsbility of the organization to
see that it Is cleaned frequently enough to
make It acceptableto anyone, rather than
setting aside a " clean space” for staff and
allowing public spaceto deteriorate.
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|n Inpatient settings, the space
around the nurses station isoften a
site wher e environmental
mentalism isevident. Frequently,
staff congregate here and observe
the behaviors of people on the unit
from adistance. It isalso aplace
wher e staff conver se informally.

| ndividuals receiving treatment
who approach are shooed away
from this staff territory.
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Therationalization isthat staff
must " monitor the milieu" and
ensure safety on the unit.

In reality thisfunction would be
better served If staff were mixing
with people on the unit, influencing
the milieu by engaging people and
supporting various activities.
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Thereal function of
the nursing station Is
to convey a sense of
superiority and
control.
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Often theimpression
of superiority and
control Is
emphasized by the
use of plexi-glass
dividersor even
chain-link caging.



Environmental
offensiveness is often
combined with
procedural micro-
aggressions to
produce particularly
disparaging messages
toward people using
Services.
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EXAMPLE:

From the patients point of view, the" call
for medication™ on an inpatient unit more
resembles a cattle call than a caring
distribution of helpful medications. In a
regular hospital setting, the staff
individually distribute medicationsto
patients. On many psychiatric units, staff
have the patients all lineup at certain
times of day to receive their daily doses.

Thisimpersonal process further

reinfor ces the deper sonalization of the
iIndividual and contributesto the sense of
the person being more a chart number, a
diagnosis or an object rather than a
unique individual human being.
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Trauma
and
Re-traumatization



M entalism can cause
further difficulties
for those who have a
past history of
trauma.



Thereisgreat negligencein
obtaining trauma histories

from peoplerecaving

mental health services even
though available studies

Indicate that a huge

number of people, between

50% - 80%, In the public

mental health system are
affected. 142



Sdlective Inattention
to a past history of
abuse often causes
cliniciansto fail to
diagnose the r oot
cause of psychiatric
disability.



Thereisaneed for
additional training to
Increase sensitivity and
understanding of staff
regar ding how to gather
data on abuse histories and
how to help people who
have experienced abuse.
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It Isimportant to
under stand that, due
to the power

differ ential between
staff and recipients,
many psychiatric
Interventionstrigger
or retraumatizethe
Survivor.
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One psychiatric survivor reports, asa
child, the overwhelming, all
encompassing feeling while being
raped by my step-father or beaten to a
pulp by my mother was a feeling of
powerlessness. The controlling nature
of psychiatric hospitalization
retriggered those feelings of

power lessness. Being secluded or
restrained or forcibly drugged not
only did NOT heal, they recreated the
same sense of abuse and trauma and
exacer bated my condition and
lengthened my stay. LE



Triggersand
retraumatization

can occur In both the
physical and

Inter per sonal
environments.



For example, the
spread-eagle
restraint of arape
victim and,
disbelieving the
history given by a
survivor of incest,
can both be
retraumatizing.
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Because powerlessnessisa
core element of trauma, any
treatment that does not
support choice and self-
determination will tend to
trigger individuals having a
history of abuse.
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People may re-
experiencethe
helplessness, pain,
despair, and rage
that accompanied
thetrauma.



People may also
experience intense
self-loathing, shame,
hopel essness, or
guilt.



M entalist thought tendsto
|abel these negative effects
of treatment in pg orative
termsthat blamethe

SUr vivor :
"He'sjust acting out,”

" She's manipulating,"

"He's attention-seeking.” "



Theselabelsare
often communicated
through the
attitudes and
language of staff,
and becomere-
traumatizing in
themselves.



It Isessential that we
recognizetheindividual's
behaviors as post-traumatic
manifestations so that
effective services can be
provided to the survivor of
trauma and so that re-
traumatization can be
avoided.
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Addressing
Mentalism in

Service
Organizations



Most clinicians enter the mental
health field in responseto an inner
conviction that people matter and
that helping each other is
Important. Yet upon graduation,
most arethrust into service

or ganizationsthat have been built
upon bureaucratic or financial
Imperatives and the expectation
that mental health serviceswill
enforce social control. 158



Often, clinicians find
that the goal of
providing quality
service to individuals
has been superceded
by the goal of
generating paperwork
Or revenue.
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Alienation from values and
disappointment in "the
system” causes many
cliniciansto burn out and
to become hardened in the
cynical, mentalist beliefs
that pervade these

Or ganizations.
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Clinicians often feel pulled
by organizational or group
dynamicsto use pgorative
terms, express pessimism
and contempt for their
clients, or act in a
restrictive or punitive
manner.
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Every clinician must take per sonal
responsibility toresist very real
mentalist pressuresin the

wor kplace. Despite organizational
pressures, clinicians can and must
establish the clear expectation for
themselvesthat they will treat the
peoplethey serve with dignity and
respect, and that caving in to
discrimination and scape-goating of
clientsisnever "OK."
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Clinicians must find
the courageto
openly confront
discrimination when
they find It.
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Mentalism, likeracism or
sexism, iIsabuse. We
cannot underestimatethe
damagethat isdoneto
Individuals when mentalist
attitudes dominate service
delivery.
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| have afriend who isa clinician who reported:

" At one time, | worked with a team in which two team
members were clearly invested in a mentalist view of the people
we served. Whenever | made suggestions about client-directed
ways to address our clients' needs, these team members typically
responded " We've already tried that,"” " That won't work,"
"You'rejust being manipulated,” " He' sjust a sociopath,” " She
can't do that,” "He' s not ready,"” " People never really change,"
" Don't be so naive." Other team members allowed these
responses to go unchallenged. As aresult, we consistently left
these meetings feeling embittered and discouraged about our
wor k, and our team process was constantly over shadowed by this
judgmental, angry, and punitive attitude. Not uncommonly, |
was approached after the meeting by other team members who
offered support for my suggestions, but because this support
never occurred within the group, | continued to be alienated and
abused by the team, much as our clients often said they felt.
Needless to say, we were not effective in helping many people,
and the prevailing mean-spirited attitude detracted from all our
work as a team. Despitethe fact that | had been hired into a
position of leadership, | found that | was powerless to change the
long-standing tradition of cynicism and mentalism in this group.
My refusal to sharein that negative attitude made me a traitor to
the group and a new target for attack in a parallel process.”
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To changethis

Situation the group
needed two things.

e support from
leader ship

e support from
within the team.
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e M anagement needsto provide supervision to
team member s who have adopted a cynical,
mentalist attitude to clearly communicate that
discrimination of thissort will not be toler ated.

e The team needs clear feedback about the
deleterious effect that their negativity has on their
perfor mance as professionals and guidance to
establish and implement a plan for amelior ation.

e Clear policies are needed that include " zer o-
tolerance" for mentalist discrimination.

» Just as employees would hopefully be dismissed

for disparaging sexual or ethnic remarks, staff

who are entrenched in negative ster eotypes,

attitudes, and beliefs about the people they serve

need to be removed from service or ganizationsto

keep them from har ming clients and destroying
organizational morale. 167



 Theteam also needs input from team
member s who continue to have hope and
respect for their clients.

e Silence within the group istaken to be
tacit agreement, and the unspoken
message isthat mentalist prejudicesare
an acceptable standard for the group.

e SImply to affirm hope and positive
values, to question the position of cynical
members, or to express agreement with
an alternative approach would greatly
diffuse the power of highly vocal, angry,
and vindictive team members.
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Thisexample
Illustratesthe
Important role of the
bystander In the
perpetuation of
mentalism.
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Bystanders wield great power both
when they speak up and when they are
silent.

Silencein the face of injustice or abuseisa
subtle but very real form of discrimination.

It allows the abuse to continue and gives the
Impression of support.

Often peopl e keep silent because they
correctly perceive that they will become the
next object of attack if they intervene on

behalf of a person receiving services.

These attacks can admittedly be vicious and
can include slander, libel, verbal and
physical abuse. 170



Consider the impact
of slence

Supporting discrimination through
silenceisreally no different than
perpetrating the injustice.

Ultimately, it commitsusall to
living under thetyranny of people
who have chosen to relinquish their
values and ideals.
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Combating
discrimination

I equir es cour ageous
and decisive

Inter ventions that
frighten most
administrators.



Discrimination cannot
be corrected through
"compromise" and
"gradual

philosophical
change." When we
find discrimination, it
needs to be incisively
eradicated.
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e Partial solutionsto discrimination do only
onething - they perpetuate the injustice.

 One cannot addr ess the objectionable
message of separ ate restrooms by moving
" separ ate but equal” facilities closer together.

e The U.S. could not addresstheinjustice of

denying African-Americanstheir right to vote
by offering individuals " 2/3 of a vote."

« One cannot " ease" peopleinto using
respectful language by tolerating mentalist or
racial slurs.

 Equality means eguality, respect means
respect, and anything lessis discrimination
and oppression.
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Eradicating " isms' like mentalism
requiresthat we change our view of
power reationships.

We must be ableto envision an

Inter action between peoplethat is based
on mutual personal empower ment and
respect rather than one person being " on
top" and the other " on the bottom.™

Such areationship has been ter med
" power -sharing."

Theserelationships acknowledge the
strengths and limitations of both parties,
and build upon common goals, values,
and concer ns through a process of
collabor ation and negotiation.
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|n power-sharing clinical
relationships, the clinician
no longer decideswhat iIs
best for therecipient of the
Ser vice,

|nstead, the individual

recalving the service defines

the goals and plansfor

recovery.



Theclinician'srole
ISto assist the
person to develop
the plan and to
facilitate Its
Implementation.



The power-sharing
relationship acknowledges

that the clinician cCannot
makereal decisonsfor the
person in treatment, since
that person will by necessity
leave the clinic at the end of
the appointment and make
Innumer able independent
per sonal decisions every
day that deter mine the
outcome of her/hislife.
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Theclinician acts much like

a consultant to the

recipient, providing

Infor mation, treatment

options, accessto

community resour ces,

support, insights, and

feedback that the person

can draw upon in his/her

own sear ch for recovery.



A common misconception
about the process of
reducing discrimination
based on mentalism isthat
amelioration meansrole
reversal. It isoften
assumed that those who
wer e power -down, once
empower ed, will assume an
oppressive stance towar ds
people who formerly were
power -up.
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This
misconception
causes many
peopleto retreat
from addressing
the issue of
discrimination.
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Power -sharing does

not mean that

clinicians must obey

the dictates of the

person served, and

does not obligatethe
clinician to do

anything unethical

or illegal.



A part of theclinical
relationship Is open,
respectful feedback and
communication; this
Includes honest disclosure
about why a clinician may
feel unableto support a
particular course of action.
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When confronted with a
reguest that s’/he cannot
support, the clinician needs
to be constantly vigilant for
encroaching mentalist
attitudes. Theclinician
may feel irritated or
offended by thereguest. In
these circumstances, it is
only human toreact in a
judgmental or punitive
manner. 184



Example:

When aclient
requests a prescription
for Valium, it Is
common for clinicians
to flatly refuse and
|abel the person as
"drug-seeking."
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Iln a power-sharing
mode, the clinician
would ear nestly
explorethereasons
for thisrequest.
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S/he would use this opportunity to discuss the
underlying reasons for therefusal, including:

e concer ns about the person's health

e therisk of addiction

e the potential for creating more medical
problems for the person

* |egal concerns

e alter native means of managing anxiety

e alter native means of managing insomnia
Ultimately, the clinician might express

genuineregret that s’/he feels unable to fulfill
the person'srequest.
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Though the person’'swishes are not
fulfilled, such discussions generally
communicate the clinician's genuine
concern and conscientiousness
regarding the person'scare. This
virtually always deepensthetrust
and respect within the clinical
relationship, and setsthetonefor a
collabor ative search for treatment
alter natives. Within the context of
thissort of trusting relationship,
people even sometimes withdraw
their request in responseto the
provider's concerns.
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At times, clinicians
clam that a recipient
s unwilling to work
on treatment goals or
"acts out” In response
to the clinician's
refusal to support the
person's plan.
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In the majority of
these casesthe
clinician has set up
the conflict by
treating the person
IN a disrespectful,
judgmental, or
dismissive manner .
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Example:

The community psychiatrist who
complains bitterly about the

" abusive behavior" of
"borderlines’ admitted to the
Inpatient unit. However, this
psychiatrist denies people'srequests
for Tylenol for pain, refusesthem
any medications for sleep, and tells
peoplethat they are

" manipulative' for comingto the
hospital.
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Unfortunately, it is
common for

cliniciansto justify
mentalist behavior

by stating that the

per son coming for

Services was

demanding, angry,

or "needed limits."



It Is always the
clinician's
responsibility to
INitiate the respectful
tone of the clinical
relationship and to
cultivate power-
sharing in that
relationship.
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When respectful
communication breaks
down, thefirst thing the
clinician should ask
her/himself iswhether ghe
has inadvertently expressed
mentalist pregudicesthat
may have disrupted the
therapeutic process.
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Cultivating respectful
communications with

peoplein the presence of

conflict may entail listening
respectfully to the person's

anger and frustration,

despite its unpleasantness,

and helping the person to
expressthese feelings

assertively and effectively. 195



The Benefits o
Power-snaring



Therearemany
benefitsfor the
clinician who
chooses to confront
mentalism In his/her
thinking.



Striving for equality
and respect in
clinical relationships
bringsclinicians
closer tothe values
that attracted most
cliniciansto clinical
practicein thefirst
place.
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Power -sharing
refocuses clinicians
on relationsnips as
thevehicleto healing
and on serviceto
othersasclinicians
most Important goal.



Thefocuson power-sharing
In therapeutic relationsnips
restoresclinicians core
values and expresses their

Integrity.
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Part of the power -
sharing relationship
Involves sincere
effortsto under stand
the per spective of
the per son served
rather than to labdl

or judge.
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Theclinician and the
person seeking services can
then collaborateto devise
solutionsthat are uniquely

suited to the person's needs.

Thiscreative process can
refresh clinicians and help
them to learn and grow
professionally.
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Power -
sharing also
INCreasesthe
efficacy of
cliniclans.



Very often clinicians energy is
frittered away in effortsto get
peopleto conform to their
expectationsor fit into their idea of
a helpful program. They lose sight
of the fact that each individual has
unigque needs and priorities, and that,
unless the person feels that these are
being addressed, heisunlikely to
be motivated to participate in the

service.
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Example:

The staff of one program spent an
Inordinate amount of ener gy
persuading and pressuring peopleto
attend all the groups at day treatment.
They found that voluntary
participation was much better when
they changed the program to offer a
wider variety of optionsthat reflected
consumer preferences and included
opportunitiesfor work. Staff found
they had much moretimeto work
creatively and individually with people
when they no longer felt they had to be
" traffic cops." 205



In relationsnips
based on power -
sharing, dilemmas
and responsibility
ar e also shared.



Clinicians can relinquish
therole of havingto
prescribetheright solutions
for people, and can instead
discuss pros, cons, options,
and recommendations with
the empowered consumer .
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Theperson recelving
theservicels
Involved directly In
developing the
service plan.



This approach takes
Infor med consent
one step further into
therealm of

Infor med decision-
making.



In the existing style of infor med
consent, theclinician arrives at a
conclusion about the best
treatment, and seeksthe person's
permission to proceed. |n power -
sharing infor med consent, the
clinician preparestherecipient to
make hisor her own decisions
regarding treatment. Theclinician
ISsfreeto share his/her concerns and
misgivings about the services with
the person, and to receive aswell as
give support.
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| nformed,
collabor ative
decision-making
protects both the
recipient and the
clinician.



By fully addressing the possible
outcomes of treatment decisions,
power-sharing reducestherisk to
the person recelving services. The
well-informed consumer can
actively reduce serious
consequences of medication side
effectsthrough vigilance and early
Intervention. Likewise, one can
plan proactively for possible crises,
reducing risk by paving the way for
prompt intervention in an

emer gency. 72



With power-sharing, theclinician is
protected from some of the most
common allegations of psychiatric
malpractice. Such allegations often
stem from poor communication
between clinician and client and
Inadequate discussion of possible side
effects of medications. Contrary to
popular belief, perfunctory informed
consent formsdo not always stand up
to legal scrutiny. Collaborative service
planning, respectful relationships with
people, and thoughtful documentation
remain the most effective protections
againgt liability claims.
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A focuson equality,
dignity, and respect
In mental health
services will help

peopleto heal.



Somein the psychiatric
survivor movement believe
that the traumas that
caused people's emotional

C
t

Istress, compounded by
ne traumas and

C

Isenfranchisement they

experience as a result of
mentalism, arethereal
sour ce of psychiatric
disability.
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As noted earlier, post-traumatic
effects of trauma can include
hopel essness, feelings of

wor thlessness, apathy, anger,
nihilistic beiefs, withdrawal, and
loss of trust. To begin to heal, the
Individual must begin a process of
over coming theseinjuries.
However, the nature of post-
traumatic effects makes it difficult
to embark on thisprocess. For
example, it ishard to invest effort
In one'slifeif one feels worthless or
to connect with other peopleif one
cannot trust.
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Thismodel suggests that services and
or ganizations need, above all, to help people

to overcome the effects of trauma. To do this,
they must:

e express hope and affirm theinherent value
and dignity of the person, irrespective of
his’her current difficulties

e convey respect and support the person's
ability to direct the cour se of her/hisown life

* they need to model acceptance and empathic
under standing of differ ences between
individuals

» they must preserve accountability for the
quality and impact of inter per sonal
inter actions within the organization
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When organizations
or servicesfall In
these goals, they tend
to reinforce post-
traumatic effects.
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Peg orative labels support
feelings of worthlessness,
mentalist prognostication
er odes hope, and unilater al
treatment planning
underminestrust. Such
experiencestend to bere-
traumatizing for people
who are attempting to
addressrecovery and only
wor sen their distress.
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Summary



Clinicians are not
Immune from the
pervasive effects of
prejudice against
people who have

recelved psychiatric
labels.



Negative ster eotypes
and assumptionsare
often Inter woven
with clinical
practice, language,
procedur e, and even
the physical
environment.
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Generally, practitionersare
unawar e of their prgudices
and of theinjury they cause
the peoplethey serve
through their mentalist
beliefs, and clinicians often
give variousjustifications
for theway thingsare
traditionally done.
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A good rule of thumb
for cliniclansto
evaluate for the
presence of
discrimination isto
reflect on what their
own response would be
If they weretoreceive
the same treatment.
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It Isimportant that
clinicians (and everyone
else) confront
discrimination when
they find It, In
themselvesand In
others.
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Clinicians must cometo gripswith
both their personal mistakes and
their participation in a profession
that historically has done much to
abuse the people who camefor care.
They need to undergo their own
process of healing and recovery in
order to unlearn judgmental
behaviors, controlling attitudes, and
negativistic belief systems.
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In an 1deal world,
clinicians would be
able to offer unlimited
resources to their
clientsin
organizationsin
which service was the
first priority.
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In reality, resources
are generally
Insufficient to
people's needs and
service takes a back
seat to fiscal and
administrative
concerns.
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Despitethesereal and
serious barriers, each
clinician has a professional
responsibility to be
accountable for the quality
of her/hisinteractionswith
people seeking services.
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A client-directed,
egalitarian approach to
services will have many
benefits including improved
efficacy, reduced risks,
greater creativity, and
greater satisfaction for both
clinician and consumer .
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