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professor of psychiatry and Jamily medicine
at the University oj Virginia.

Deinstitutionalism, the process of changing the locus of care for the mentally ill and
retarded from state-run institutions to the
community, was enthusiastically advocated in
the 1960s as a significant forward step in
patient care. Its advocates hoped and expected that it would prevent or overcome the
deleterious effects of institutionalization,
which Goffman and others had claimed were
responsible for much if not most of the
chronic nature of mental illness. 1
Measured solely by statistics, deinstitutionalization has been a success: in Virginia, as
throughout the nation, the numbers of patients in state hospitals fell in ten years to
one-third of the over half-million on the
books when the rogram began. In other
ways, however, the program has not fulfilled
its promise and has come under increasing
attack for its failure, with few exceptions, to
provide a satisfactory substitute for state
hospital care. Although many patients discharged from state hospitals do indeed return
to their families and are rehabilitated, a
substantial proportion either do not have
families or have worn out their welcome, and
the resources available in the community for
their continuing rehabilitation are almost
always spread too thin to be effective.
It is a complicated problem, too complicated to respond to such simplistic solutions
as reinstitutionalization. The history of attempts to find the best settings for the treatmenf of the mentally ill is almost as long
IE. Goffman, Asylums (New York: Doubleday and Co., 1961).
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as the nation's history, and it is clear that
no painless resolution is possible. Constructive solutions will be expensive, but inadequate solutions will in the long run be even
more expensive. This News Letter will first
review the historical background of deinstitutionalization, nationally and specifically in
Virginia, will then discuss the process and
explore its troubles and the current crisis, and
finally will suggest some possibilities for its
resolution. The thesis of the News Letter is
that deinstitutionalization makes scientific
sense and can be effective, but not as an
economy measure. Without adequate funding, neither deinstitutionalization nor any
other program for the care of the mentally
ill can succeed.

HISTORY
In Virginia the most observing and
humane of the medical profession have
repeatedly expressed the desire for additional hospital provision for the insane.... In every county the insane are
suffering privations and miseries, in the
narrow rooms or cells of poorhouses
or in the equally wretched sheds, stalls,
or pens attached to private dwellings,
while some are detained in the jails.
So wrote a most determined and tireless
woman, Dorothea Lynde Dix, in her 1848
Memorial to the U.S. Senate "praying a grant
of land for the relief and support of the
indigent curable and incurable insane." She
went on to tell the senators of having seen:
hundreds - nay, thousands - [of the
insane] bound with galling chains,
bowed beneath fetters and heavy iron
balls attached to drag-chains, lacerated
with ropes, scourged with rods and

terrified beneath storms of execration
and cruel blows; now subject to jibes
and scorn and torturing tricks; now
abandoned to the most ... outrageous
violations.
The seeds of Dorothea Dix's campaign for
state hospitals had been planted when she
visited a jail near Boston and was horrified
and outraged at the conditions in which both
prisoners and the indigent mentally ill w~re
detained. Her horror and outrage were Intensified by the contrast between what she
saw in the jail and what she had seen a few
miles away at McLean Hospital. McLean,
founded in 1818, was one of a few private
sanatoriums which at that time provided
"moral treatment," primarily to mentally ill
patients who could pay for it. Moral tr~a~
ment was not, as its name suggests, morahstlc
treatment; it was a combination of occupational, recreational, and educational therapies
with a religious orientation. Its goal was to
interrupt and reverse the tendency of mental
patients to withdraw into their personal preoccupations or to strike out at what they
perceived as a hostile environment.
The results of moral treatment were encouraging, and from reports it appeared that
most of the patients treated at McLean and
similar institutions were able to return to their
families and their communities. 2 Miss Dix
believed that mentally ill people should not
be denied the benefits of moral treatment
simply because they were unable to pay for
it. She believed that the states and the federal
government had an obligation to provide
these benefits to those who could not pay
for them, and she set out to convince state
legislators to carry out their obligation to
2 S. Bockhoven, "Moral Treatment in American Psychiatry,"
124 Jour. Nervous and Mental Disease 167-94 (1956).
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citizens of the states and the U.S. Congress
to carry out its obligations to its beneficiaries.
Before she finished, this devoted and energetic
lady had almost singlehandedly brought
about a revolution in the care of the mentally
ill in the U.S.; she had helped to found or
enlarge more than thirty state institutions.
The legislators were moved by her accounts
of inhumane care and impressed by her
promise of effective treatment. They were also
influenced by less humanitarian concerns by the opportunity that the proposed state
hospitals offered communities and constituents 0 get rid of troublesome citizens and
relatives. But legislatures did little in response
until they became convinced that the new
approach would save money, that large
numbers of the mentally ill assembled in
institutions built on inexpensive farm land
could virtually support themselves. Saving
money took precedence over saving minds;
funds were appropriated for buildings and
custodial care, but not for moral treatment.
Although Miss Dix appeared before the
legislatures of all of Virginia's neighbors at
the time - Maryland, North Carolina, Ohio,
Kentucky, and Tennessee - and although
she contributed significantly to the construction of St. Elizabeth's Hospital in the District
of Columbia, she seems never to have addressed the Virginia legislature. From her
comment quoted at the beginning of this
section, it is clear that she was concerned
about the quality of care in Virginia. She may
have believed, however, that the Commonwealth was beginning to take constructive
action. At that time Virginia already had two
state hospitals; one, the first in the United
States, had been opened at Williamsburg in
1773, and another had been opened at Staunton in 1828. Perhaps if Miss Dix had visited
those overcrowded and undersupported "lunatic asylums," she might not have been so
sure that state hospitals in Virginia or anywhere else could provide the kind of care she
believed they should.
Before long it became evident that moral
treatment simply could not be provided on
a mass scale at cut-rate prices. The nineteenthcentury state hospitals that resulted from
Dix's crusade were for the most part anything
but replicas of McLean. Instead, most of them
became enormous, poorly financed barracks
that encouraged regression rather than recovery. The psychiatrists were overworked
and underpaid; any efforts they made to
provide moral treatment were frustrated by
inadequate appropriations. There were other
reasons for the failure of the state hospitals

to live up to Dorothea Dix's hopes; but war,
immigration, and the pessimism of prestigious
psychiatrists would have had much less impact if the resources essential for effective
moral treatment had been provided.
So, while the mentally ill were no longer
"bound with galling chains," most of them
continued to be ignored and neglected, warehoused out of the sight and hearing of their
fellow citizens. The first break in citizen
apathy and unconcern stemmed from Clifford
Beers's 1908 book about his own experience
as a mental hospital patient, The Mind that
Found Itself, which set in motion the layman
organization called the National Committee
for Mental Hygiene. Gradually, the committee and its successor organizations gained
strength in their struggle for the reform of
the care of the mentally ill, a struggle that
was helped by such later exposes as Albert
Deutsch's, The Shame of the States.
Community acceptance of the mentally ill
increased rapidly during World War II. Psychiatric casualties of the war were treated near
the front lines and most of the patients
returned to duty, in contrast to World War
I when psychiatric casualties were sent back
to base hospitals and then home to veterans
hospitals. Early treatment and early return
helped not only psychiatrists but also other
physicians and military personnel to accept
mental illness as curable and as nothing to
be ashamed of. Communities began to be
more willing to have halfway houses and
other rehabilitation facilities in their midst.
There were other reasons for the increase
in community care after World War II. The
first reason was new tranquilizing medications, whose dampening effects on psychotic
symptoms helped significantly to make it
possible for communities to tolerate convalescent patients in their midst. Second, some
of the more bizarre and dramatic symptoms
of mental illness were seen less frequently,
even in untreated mental illness. Third, the
civil rights and civil liberties movements began to advocate recognition of the rights of
mental patients for minimal restriction of
their freedom, for adequate treatment, and
for compensation for their labor while in state
hospitals. Finally, the unit costs of providing
even custodial hospital care were beginning
to rise alarmingly, making community care
appear to be financially more attractive.
The community mental health center concept in the United States was influenced by
all of these factors. Specifically, it followed
the deliberations and report of the Joint

Commission on Mental Illness and Health.
The commission had been authorized by
Congress in the Mental Health Study Act
of 1955, which resulted from a "Joint Resolution providing for an objective, thorough,
and nationwide analysis and reevaluation of
the human and economic problems of mental
illness." This enabling resolution included the
observation that "experience with certain community outpatient clinics and rehabilitation
centers would seem to indicate that many
mental patients could be better treated on
an outpatient basis at much lower cost than
by a hospital." 3
The final report of the joint commission,
published in 1961 and called Action for
Mental Health, led in 1963 to the Community
Mental Health Centers Act. The joint commission's final report claimed that the disability caused by mental illness is both preventable and treatable, and that the quality
of patients' lives in even the best of state
hospitals contributed to the disability. To
protect patients from the disability resulting
from their incarceration in state hospitals, the
. commission recommended their return to
home and community life as soon as possible,
where they should be maintained as long as
possible by the integrated use of day and night
hospitals, aftercare clinics and rehabilitation
centers, public health nursing services, convalescent nursing homes and foster family
care, and ex-patient groups.
Despite the accent on economy in the
enabling legislation, the joint commission
warned that the cost of its proposed program
would be high. It recommended that federal
expenditures for public mental patient services should be doubled in five years and
tripled in ten years; if the commission had
anticipated inflation, the suggested amounts
would have been much greater.
Two years later, in 1963, President Kennedy
delivered the first and so far the only presidential message on the subject of mental
illness and mental retardation. It was an
optimistic message in which he proposed:
... a new approach to mental illness
... [replacing] the cold mercy of custodial isolation ... by the open warmth
of community concern and capability.
... New knowledge and new drugs
. .. make it possible for most of the
mentally ill to be successfully and
) Joint Commission on Mental Illness and Health, Action for
Mental Health (New York: Basic Books, 1961), p. 302.
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Unfortunately, this is the case for only a small
proportion of deinstitutionalized patients.
Most patients discharged to families not
only need acccess to activity centers and
treatment centers, but they need transportation and their family members need ongoing
support. Still others, in some cities a majority
of former patients, either have no families
or have families who have become estranged.
These patients need board and room in a
sympathetic environment with enough supervision to reassure the neighborhood and to
llrotect them against predators. They also
need treatment, ctivities, and transportation.
All of these services are more expensive in
the community; treatment, supervision, and
activities can be provided more cheaply and
more efficiently, but not more effectively, in
hospitals.1 3 The hospital does not give the
patient the same chances for rehabilitation
that the community can give through social
contacts with healthy people and accessibility
to vocational opportunities.
Rehabilitation pays off not only in human
terms but also in economic terms: as long
as mentally ill patients are incapacitated, they
"not only cease to produce, but they must
eat the bread that they do not earn, and
consume the substance they do not create,
receiving. their sustenance from the treasury
of the Commonwealth or some of its towns,
or from the income or capital of some of
its members. "14 (In this case, the Commonwealth was Massachusetts, not Virginia, and
the date was 1855, not 1984; but the comment
is as true here and now as it was then.) While
community care does not guarantee economic
productivity, it does greatly increase the
chances that a beneflciary of tax funds will
become an inde endent taxpayer.

PRO-GRAM NEEDS
What can be done? First of all, we need
to recognize that all mental patients do not
require the same programs, and so we need
to set priorities. The deinstitutionalization

13 Gr~up for the Advancement of Psychiatry, Community
Psychiatry: A Reappraisal, publication no. 113 (New York: Mental
Health Mat~rials Center, 1983).
14, E.. Jarvis, Report on Insanity and Idiocy in Massachusetts
by ihe Commission on Lunacy (Boston, Mass.: William White,
'Printer to the State, 1855) p. 106. '

effort of the 1960s did not set priorities in
aftercare, because it did not adequately differentiate between acute and chronic conditions, and so it tried to do too much at once.
Since it is less difficult, and in the long run
more efficient, to keep acute conditions from
becoming chronic conditions than it is to
rehabilitate chronic conditions, first priority
should be to treat the acute conditions.
Acute treatment should be carried out by
a program of intensive intervention, at first
signs of psychosis, that includes family support and follow-up as well as treatment of
the patient. Such crisis intervention programs
have been successful when they have been
associated with short-term hospitalization
and adequate community and family followUp.15 However, since they were supported for
the most part by federal community mental
health funding, many of them were either
discontinued or diminished to the point of
losing their effectiveness when the federal
funding was withdrawn. A coordinated and
adequately supported crisis intervention program should be available to every community.
A crisis intervention program can reach its
potential effectiveness only if its staff can
hospitalize patients for brief periods of time
without unnecessary delay. Although reforms
in commitment laws were clearly needed in
the 1960s and 1970s, the zeal for reform was
carried too far for the best interests of the
patient who needs a brief period of active
treatment to head off the necessity for commitment. A crisis intervention team should
be able to hold a patient without commitment
for five to seven days in order to intervene
most effectively early in the course of psychotic conditions. In the past the "hold order"
was not abused in settings in which adequate
resources for active treatment were available.
Not all patients respond \\Tell to crisis care;
some require longer periods of hospitalization. Most of these patients, although more
chronically ill, respond well enough to an
active hospital treatment program to be discharged with a good prognosis. Deinstitutionalization of these patients requires two programs: one should emphasize support for

15 J.B. Decker and J.M. Stubblebine, "Crisis Intervention and
Prevention of Psychiatric Disability: A Follow-Up Study," 129
American Journal of Psychiatry 725-29 (1972).

families as well as patients, for those who
can return to their families; the other should
include rehabilitation-oriented housing, for
patients who cannot return to their families.
Rehabilitation-oriented housing needs to be
located in a rehabilitation-oriented community, which in turn requires reassurance that
supervision is adequate and that chronically
ill patients with a poor prognosis are not
simply being dumped on the community in
order to save money for the state. For the
chronically ill with a poorer prognosis, a third
program is needed, probably in hospitals or
other protected environments, as advocated
in 1961 by the jOlnt commission.
The resources to carry out programs for
patients with families need to be distributed
so that they are accessible to all involved
families. Chronically ill patients without families can be clustered, since studies have shown
that very few of them have significant community ties. Care must be taken, however,
to make sure that communities are not penalized for providing facilities, either financially or by receiving more than their share
of discharged patients who do not have
community ties. A balance of funding from
the state and community - and, if possible,
from the federal government as well- should
be maintained so that there is no pecuniary
advantage for a jurisdiction to favor one type
of treatment over another. When state funds
entirely support hospitalized patients and
only partially support patients in the community, the financial advantage of deinstitutionalization to the state may well lead to
inappropriate discharges.

SUMMARY
In summary, the theory behind deinstitutionalization makes very good sense, but the
program requires enough funding to do it
right. Although the per diem cost of adequate
deinstitutionalization is more than that for
institutionalization, the advantages of appropriately supported community care are
that more patients become rehabilitated and
rehabilitation occurs earlier. Not only is the
average period of care shorter, which makes
the per patient cost lower, but also the
potential for the patient's return to a productive and tax-paying status is greater.
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hospital system and developing community
mental health services; it recognized that "to
bring these plans to actuality will require
money."
Community mental health services in the
state were increased after 1970, but not
enough to provide adequate care for the
steadily increasing pace of deinstitutionalization. In 1977 a new Commission on Mental
Health and Mental Retardation was formed.
The new commission included Senator Hirst
and was chaired by Delegate Richard M.
Bagley, who also had served on the previous
commi ion.
The Bagley Commission gave strong support to the concept of deinstitutionalization
and community treatment, but observed in
its 1980 report that "unfortunately, the impetus to remove individuals from institutional
care has superseded the development of viable
alternatives for the appropriate care of the
mentally handicapped at the community
level. " The report observed that although:
in many instances, the autonomous
nature of the community service boards
has been the impetus required to provide appropriate [community] treatment, training, and care ... in other
areas ... local autonomy has resulted in
procrastination and inadequate services.... [Some] localities provide only
a bare minimum [of effective services]
or none at all.... Statewide the success
of the deinstitutionalization policy in
Virginia has been disappointing.
The Bagley Commission asked the Joint
Legislative Audit and Review Commission
(JLARC) to study deinstitutionalization policy and to make recommendations. The
JLARC's recommendations, submitted in a
special 1979 report and endorsed by the
Bagley Commission, were "amazingly similar" to those of both the Hirst Commission
and an intervening study done in 1975 by
Arthur Bolton Associates. But due to financial strictures in the Commonwealth and the
drying up of federal funds, the problems
remain; even though the network of community service boards in Virginia has been virtually completed, they still lack the funds,
the coordination, and the skills to carry out
their mandates. These and other problems
are currently being examined by a legislative
Commission
on
Deinstitutionalization,
chaired by Senator Dudley Emick. That commission is scheduled to make its recommendations to the 1986 session of the Virginia
General Assembly.

What is true in Virginia is true in the rest
of the country. The tragedy is that although
the effectiveness of adequately financed and
adequately supported community care has
been demonstrated, only in a few areas has
community care been given a chance to show
what it can do. As a result it is being
discredited, not because it is ineffective but
because it is being disastrously shortchanged.

A study done around the same time in
Louisville, Kentucky, showed that discharged
patients can be maintained and in many cases
rehabilitated in their homes if their families
are given sufficient counsel and support. 9
When the study ended, however, the funds
for sufficient counsel and support were no
longer available, the patients had to go back
to the usual type of outpatient care, and the
advantages of home care were lost.

RESEARCH IN COMMUNITY
CARE

The most recent study compared community care in two cities; it found that, when
compared with discharged patients in a city
with limited aftercare facilities (lischar-ged
patients living in a city with a "model of care"
were more satisfied with life and less likely
to be readmitted. Furthermore, "40% of the
chronically and severely mentally ill group
... were contributing to a society through
either full-time or part-time gainful employment."lo

Several studies done in the United States
have demonstrated that for appropriate patients, adequately financed community care
is more effective than hospital care. The
classic research, however, was carried out in
the 1960s in England by Grad, a sociologist,
and Sainsbury, a psychiatrist. 8 They compared two groups of patients. One group lived
in a rural area around Chichester ~ in Sussex,
where the mental health system emphasized
home care and outpatient care, and where
for the most part there were enough resources
to carry them out appropriately. The second
group, comparable in other ways, lived in
the area around Salisbury, where traditional
hospital care was emphasized. Aft~r two years
of observation, Grad and Sainsbury found
that although more people were seeking and
obtaining psychiatric help in Chichester than
in Salisbury, only 14 percent ofth~ Chichester
patients were admitted to the hospital, compared to 52 percent of the Salisbury patients.
The Chichester hospital stays were shorter.
The superior results found in Chichester
depended, however, on adequate community
services. The investigators found that in a few
small parts of the Chichester area in which
the community had failed to organize adequate social support, the patients were less
likely to improve than those Salisbury patients who were treated in the hospital. Grad
and Sainsbury also observed:
Unless the clinical care of the patient
in the community is supported by a
careful assessment of the needs of the
family or households and by the provision of effective social support, the
adverse effects on the family [of keeping patients at home] may be so serious
[that home care may] add to, rather
than subtract from, the communities'
mental health problems.
8 J. Grad and P. Sainsbury, "The Effects that Patients Have
on Their Families in a Community Care and a Control Psychiatric
Service - a Two-year Follow-up," 114 British Journal of Psychiatry 265-78 (1968).

In fact, every study yet reported that compares adequate community care with state
hospital care of the chronically mentally ill
has shown that community care is as good
or better than hospital care. I I But as Braun
and his associates stated, "satisfactory deinstitutionalization appears to depend on the
availability of appropriate programs for care
in the community." And as the prestigious
Group for the Advancement of Psychiatry
reported in 1978: "Unfortunately, and contrary to common belief, the broad array of
coordinated community services that is necessary if former patients are to be supported,
sustained, and helped simply does not exist
in most localities. "12
What is it about good community care that
makes it cost so much? At fust sight, it would
appear that the cost of hospitalizing a patient
would be much greater than outpatient help
for the same patient. That may well be true
if the patient can reside with a caring and
protective family that understands how to
provide support and that can transport the
patient regularly to activities and treatment.
9 B. Pasamanick, F. Scarpatti, and S. Dinitz, Schizophrenics
in the Community (New York: Appleton-Century-Crofts, 1967);
and A. E. Davis, S. Dinitz, and B. Pasamanick, Schizophrenics
in the New Custodial Community: Five Years After the Experiment
(Columbus, Ohio: Ohio State Univ. Press, 1974).
10 M. Beiser, J.H. Peters, and E. Tatum, "Does Community
Care for the Mentally III Make a Difference? A Tale of Two Cities,"
42 American Journal. of Psychiatry 1047-52 (September 1985).
II P. Braun et aI., "Overview: Deinstitutionalization of Psychiatric Patients, a Critical Review of Outcome Studies," 138 American Journal of Psychiatry 736-49 (1981); H.R. Lamb, 'Treating
the Long- Term Mentally 1//: Beyond Deinstitutionalization (San
Francisco: Jossey-Bass, 1982); and D.G. Langsley, J.T. Barter,
and R.M. Yarvis, "Deinstitutionalization," 19 Comprehensive
Psychiatry 79-80 (1978).
12 Group for the Advancement of Psychiatry, The Chronic
Mental Patient in the Community, publication no. 102 (New York:
Mental Health Materials Center, 1978).
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quickly treated in their own communities [rather than] in huge, unhappy
mental hospitals. . .. [The] broad new
mental health program ... will within
a decade or two ... reduce the ... patients under custodial care by 50% or
more. Those who are hospitalized can
be helped to return to their own communities. We can save public funds and
we can conserve resources. 4
This rather dramatic statement reflected the
therapeutic concepts embodied in Action for
Mental Health. But the joint commission's
warning that the task would require more
rather than less money was ignored, and the
president perpetuated the fiction that adequate community care cost less than inadequate hospital care.
Other nations had had experience with
community care. The United Kingdom, which
had carried out mental health care in the
community under the National Health Service since World War II, had found that
adequate community care was more of a
problem that it had anticipated. In the 1950s
the British had predicted 50 percent fewer
hospital beds by 1975 and the eventual complete disappearance of the "archaic mental
hospital of the past"; but by 1963 they had
concluded that patients must be very carefully
selected for community care and not indiscriminately discharged from hospitals. They
had begun to recognize that the success of
community care should not be measured only
in terms of how many patients had been kept
out of hospitals. They had also begun to be
worried about the distress that patients' families experienced when their relatives were
discharged into the community with inadequate support fro mental health resources.
British halfway houses were silting up with
chronic patients, and with insufficient funding
the quality of care in the community was often
even more limited than in the back wards
of mental hospitals. Patients in the community, it was feared, were too often being cared
for by untrained or ill-equipped staff, or by
no staff at all; communities were beginning
to object to the presence in their midst of
poorly supervised, mentally ill individuals.

So, although in the United States we had
been authoritatively informed that adequate
community care would be more expensive
than mental hospital care, and although we
could have learned from "the British of the
troubles ahead, we nevertheless let ourselves
be deluded by the hope that we could have
our rehabilitation cake and not pay for it.
We were also deluded, by faith rather than
by evidence, that psychiatry would soon be
able to prevent mental illness so that hospitals
and aftercare would no longer be needed.
These unduly optimistic e~pectations of the
capacity of psychiatry to prevent mental
illness dominated planning for community
care - in spite of the fact that there was
no convincing evidence that anyone had ever
been kept out of a state hospital by mental
health education, by child guidance clinics,
by outpatient psychotherapy of neurotic patients, or by the other measures that were
assumed to prevent mental illness. 5
But prevention was the hope of the future;
the patients already in the state hospitals were
the realities of the present. In every state,
including Virginia, the exodus from the state
hospitals began, and in every state, including
Virginia, most communities to which they
returned were not prepared to receive them.
The comprehensive and expensive aftercare
programs that had been recommended by the
joint commission never were given either the
attention or the funding that was necessary
for them to become effective. With few exceptions, the community mental health centers spent most of their energies and resources
on patients who had not been and were not
likely to be in state hospitals. Not until 1975,
twelve years after President Kennedy's message, were federally funded centers required
to provide aftercare services so that hospitalized patients could return to their families,
could be supported by psychiatric services,
could be engaged in rehabilitation programs,
and could be prepared for autonomous and
socially integrated existence. Although the
centers were finally required to provide aftercare, they were not allotted extra funds
to carry it out, and the programs were never
as effective as they could have been.
Nevertheless, aftercare programs at first
seemed to be effective in spite of their limited
support - but only because the first wave
of discharged patients was the least disabled,

4 J.F. Kennedy, "Message from the President of the United
Stares Relative to Mental Illness and Mental Retardation" in
Public Papers of the President of the United States, Jan. 'J to
Nov. 22, J963 (Washington, D.C.: U.S. Government Printing
Office, 1964), p. 127.

S R.C. Hunt, quoted in Action for Mental Health, p. 71; and
A.F. Panzetta, Community Mental Health: Myth and Reality
(Philadelphia: Lea and Febiger, 1971).

most motivated, and best prepared to reestablish ties with the community. Most of
the second and succeeding waves, however,
were chronically disabled, marginal people.
Many of them had no "community" to return
to - either they had no families or their
families had become alienated and refused
to readmit them. Others had long ago drifted
away from their homes, so that when they
were returned to the communities from which
they had most recently been committed, they
had no links.
As a result of the effort to substitute even
cheaper community care for candalou ly
cheap custodial care in" mental hospitals,
nearly half of this second wave of patients
who were discharged to urban areas live in
unlicensed, inadequately supervised boarding
homes or single-room occupancy hotels.
There they are supported only by welfare,
with limited or no recreation and rehabilitation services and totally inadequate transportation either to bring help to them or to
bring them to help.6 As Donald Manes,
President of Queens Borough in New York,
said in 1975: "The snake pits are being
transferred from the institution to the neighborhoods. "7 With some notable exceptions,
the situation is not much better in small towns
and rural areas, where housing may not be
so much of a problem, but where distances
are greater and resources tend to be even more
limited. The neighborhoods understandably
have objected to becoming snakepits, and in
many cases they have closed ranks to prevent
the development in their areas of halfway
houses and other facilities for discharged
patients.
Virginia at first was slow to jump on the
deinstitutionalization bandwagon, but in
1968 public concern about the inadequacies
of the state hospitals led the General Assembly to appoint a Commission on Mental,
Indigent, and Geriatric Patients to study the
problem. This commission, commonly
known as the Hirst Commission after its
chairman, then-Senator Omer L. Hirst, recognized that "for many years, this Commonwealth was a leader in the field of care for
the mentally ill. We are no longer in that
position today." The commission's final report (published in 1970 and entitled This
Commonwealth s Commitment) recommended, inter alia, strengthening the state
6 L.L. Bachrach, Deinstitutionalization: An Analytical Review
and Sociological Perspective (Rockville, Md.: NIMH, 1976).
7 Donald Manes, quoted in H. Santiestevan, Deinstitutionalization: Out of Their Beds and Into the Streets (Washington, D.C.:
American Federation of State, County, and Municipal Employees,
February 1975).
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THE CONSTITUTION AND THE COMMONWEALTH
THE VIRGINIA COURT DAYS FORUMS, 1984-86
"The Cons~tution and the Commonwealth: The Virginia Court Days Forums" is a continuing
series of twenty public forums on the United States Constitution that are taking place at various
sites throughout the Commonwealth between now and 1987. The Court Days Forums are directed
by the Institute of Government and supported in part by a grant from the National Endowment
of the Humanities. The forums will lead up to the 200th anniversary of the United States
Constitution, which will be celebrated by Virginia and the nation in 1987.
During October and November, WCVE-TV (Channel 23, Richmond) will broadcast four of
the Virginia Court Days Forums held earlier this year. Here are the dates and times of these
broadcasts:

Date/Location/Topic of Forum

Televised Date

April 9, Charlottesville Courthouse
"Liberty and Equality"

Monday, October 7,
10:00 p.m.

April 16, Wise County Courthouse
"Coal and Interstate Commerce"

Tuesday, October 15,
10:00 p.m.

May 7, Augusta County Courthouse
"Technology and Government"

Tuesday, October 22,
10:00 p.m.

June 16, Hanover County Courthouse
"A Free Press Versus a Fair Trial"

Tuesday, November 5,
10:00 p.m.
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