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ABSTRACT 

A survey of resi dential and day psychiatric hospita l liter­

ature was undertaken to deter mine whether day hospitals are a l ­

ternatives to r esidential hospitals . The literature was approached 

utilizing a functiona l frame of r eference . The following four 

questions were asked : 

1. Are the functions of the day hospital as described in 
the literature the same as those attributed to the 
residential hospital? 

2. If the functions are the same for both hospital types, 
are they performed in the same manner? 

3. Are the characteristics of the pa tient populations the 
same for both hospital types? 

4. Is there a difference in the effectiveness of the two 
hospital types? 

The conclusions were reached that the two types of hospitals had 

the same functions but that these functions were fulfilled 

differently and were of different degrees of importance; that 

the patient populations whi l e overlapping were not the same ; that, 

as a whole, the effectiveness of the two types of hospitals as 

measured by r a tes of patient improvement did not differ. In the 

instances that differences in effectiveness did appear, there 

were questions as to whether or not the patient populations had 

been controlled by the researchers. It was a l so concluded that 



if the type of deviance (i.e., the characteristics of the patient 

population) was held constant, the two ho£pitals Rre not inter­

changeable or al ternatives; but, if the t ypes of deviance are 

placed under a more gener a l category (e . g ., ment al illness) , the 

two types of hospi t als become two examples of a type of institu­

tion for the control of that general deviance (mental illness) 

in society. 

ii 



iii 

Table of Contents 

Introduction . p • 1-3 

Methods . . p • 4-6 

Historical Background . p • 7- 9 

Functions . p • 10-30 

Patient Characteristics . p • 31-36 

Effectiveness of the Two Modalities . p • 37-40 

Conclusion. . p • 41-44 

Bibliography .. . p • 45-51 

Appendix I . . p • 52-54 



iv 

ACKNOWLEDQ1ENT 

I wish to thank my thesis committee, Dr . Cumming, Dr. Tryk, 

and Dr. Watson, for their help throughout the formulation of 

this thesis . I would also like to thank Dr . J. Cumming and 

A. Schweitzer, R.N. 



INTRODUCTION 

The r esidential mental hospital has traditionally been 

vi ewed as the central treatment agency for the mentally i l l 

(S t anton and Schwartz 1954; Caudill 1958; Goffman 1962) . 

However, in the last two decades, a new modality or type of 

treatment agency, the psychiatric day hospital , has been pr o­

posed as an alternative to the residential hospital . Initially 

the claim was made that the day hospital wou l d completely re­

place t he residential hospital (Glaser 1969:829) . 

A wide variety of claims stating the advant ages of the 

day hospita l over the residential hospital is made by va r ious 

psychi atr ists and menta l heal t h workers. The "great hope" of 

psychiatric t reatment, the day hospita l, is r epor t ed as avoid­

ing evi l s of in- pa t ient t reatment such as dependency and re­

gr ession, rej ection of t he r eturning pa t ient (Kraft 1969:180) 

and the s tigma of i ncarceration (Far nda l e 1963 :177) . Kr is 

(1961) r eported that day hospitals are more effecti ve than 

resi dential hospita l s since the day hospita l s "produced" 

better adjusted patients. The claims which r emain cons t ant 

throughout the day hospita l movement can be synt hesized i nt o 

one major claim: t he day hospitals can provide not only an 

a lternative t o r esidentia l hospitals bu t a l so a more effec-



1 
tive mode of treatment. 

While there are not, to my knowledge, direct counterclaims 

against day hospitals (i.e., claims which state that the resi ­

dential hospital is more effective, etc.), there are two inter­

dependent factors acting against the day hospital movement: 

Day hospitals appear to be under - utilized (Glaser 1969:827), 

and one of the main reasons is that therapists are reluctant 

to use day hospitals (Herz, et al . 1971). 

A survey of the literature is always a useful tool in 

trying to understand and analyze a conflict which is relevant 

to social control particularly in one's own society which 

seems to be having problems in defining what are appropriate 

controls for different problematic behaviour. From a socio­

logical perspective , a survey of a body of literature is useful 

both in differentiating existing empirical data from what 

"one thinks" is in the literature and in preparing the essen­

tial background work for empirical research. 

In this report, I will discuss a survey of literature on 

1rncluded in this claim is the ability of the day hospital 
to operate more economically than the residential hospital . 
However, I shall not deal with the economic aspect of psychia­
tric hospitals but will confine my research to aspects of 
treatment. 
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psy~hiatric residential and day hospitals . Anyone working 

with human subjects should be constantly aware that it is 

peopl e as individuals and in groups who are the "subjects", 

Thi s knowledge cr eat;es ethical and moral conflicts in respect 

to procedures and the ongoing application of any project. 

Some of the conflicts arise from the choice of terms and 

definitions. People are very complex identities, and any 

behavior or set of behaviors will involve varying aspects 

of individuals. Therefore, a danger exists of applying the 

wrong term or label, e . g . the labell ing of a patient, by 

an emergency room staff, as drunk and suffering from D. T.' s 

when the patient may be a diabetic and suffering from a low 

blood sugar , A second danger derived from labelling is that 

the l abel may imply more than is stated in the definiti on, 

e . g . "neurotic" often implies a "worse" state of being than 

is stated in textbook ' s definition of the-term. A third 

danger involve·d in applying a label is the very fact that 

using the label will have a long term effect upon the person 

to whom it is applied, e . g . to l abe l someone as demoniac or 

possessed by demons (as was once commonly done) certainly · 

creates a lasting effect upon the labeled person. 

Many label s tend to imply personal negative qualities, 

that are not in the denotation of the _l abel. These terms may 

3 
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be ascribed in particular cases and not in others, for example 

the t e r m criminal, defined as a person who breaks the law, is 

a lways applied to the person who commits murder, never to the 

person who jay-walks , and may or may not be applied (depending 

upon t he circumstances) to the person who misappropriates 

public funds . 

The problems stemming f r om the choice of labels and de­

finitions are more or less short t erm for the person who 

does the labelling. However , the moral and ethical r esponsi­

bilities do not end there , nor do they end with the completion 

of a s tudy. They are on-going processes from which one cannot 

walk away . These questions of responsibility a nd ethics have 

l ed t o a wide variety of theories about "mental illness" , 

for example the functional psychoses have been labelled quite 

differently as "problems in living" and "hereditary weakness" 

both referring to the same types of behaviors . More importantly 

on a concrete level these questions have led to a wide variety 

of attempts to help the labelled group, such as counsel l ing 

services, lawyers, doctors , dispensers of such drugs as Vita-

_min E, mental hospitals, halfway houses and so on. Many of 

these attempts to assist people bearing the label of "mental 

illness" may have created more probl ems than t hey have solved, 

for example mental hospitals have led to deterioration and ne­

gl ec t and t he phasing out of the hospitals has l ed to deter-
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ioration and vagrancy in the community . 

Aware of the ethical questions and moral responsibilities 

involved, I have chosen to examine t he literature on two types 

of mental hospitals. The choice of these agencies is directly 

related t o a concern expressed by the British Columbia govern­

ment. In Canada, the provincial and federa l government s are 

the main funding agencies for the treatment of those l abell ed 

"mentally ill". The governments are beginning to recognize 

that the focus of treatment is shifting . But where the shift 

will end and what the overall trend will be is far from pre­

dictable at this point . I am not attempting t o justify or 

avoid an ethical stand on the basis of funding . By present­

ing a review of the literature, the negative as well as the 

positive aspects of the ~wo hospitals were revea l ed. 



METHODS 

Thi s survey of the literature relating to residential and 

day hospita l s attempts to discover the empirica l bases for the 

c l aim that the day hospital is an al t ernative to the residen­

tia l hospital. A functional frame of reference was utilized. 

Ther e were four basic ques t ions to which answers were sought: 

1. Are the functions of the day hospital as described in 
the literature the same as those attributed to the 
residential hospital? 

2. If the functions are the same for both hospita l types, 
are t hese functions fulfilled in the same ways? 

3. Ar e the characteristics of the patient populations 
t he same for both residentia l and day hospitals? 

4 . Is there a difference in the effectiveness of t he 
two hospital types? 

The l iterature relating to or describing the residentia l 

hospi t al is extensive, of adequate quality and mul ti - discipli ned. 

After an initia l survey of this literature, I decided to select 

f or detailed examination only those studi es which incl uded a 

fu ll statement of methods, which were generally accepted as 

r e l iabl e studies by other researchers in the field and which 

wer e most often cited i n the overa ll l iterature . An effor t 

was made to balance the impressionistic studies such as Goff­

man ' s (1962) with those using systemati c data such as Hol lings­

head and Redlich (1959). 
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The literature on day hospitals is limited, is often of 

doubtful quality, and tends to be written by persons dir ect l y 

involved in the par t icul ar day hospital that they are describ­

ing. There is no th~roughl y good account of day hospital 

struct ure. Because of these l imitations, it was decided to 

i nclude all articles relating to day hospitals which were 

lis ted in the Index Medicus (1950-1971) , the Social Science 

and Humanities Index (1960- 1971), and the Comprehensive Com-

muni ty Men ta 1 Hea 1th Center: An Annotated Bibliography 

(Lacher 1969) . Altogether over 200 articles were reviewed. 

A list of criteria was developed to determine which artic les 

would be used as primary sources and which articles would be 

used as secondary sources . To be included in the primary 

sources the article had t o state : 

1 . Name , affi liation, size and location of the day 
hospital. 

2. The hospital ' s criteria for patient admissions and 
the referral agencies used by the hospital. 

3. A statement of the goals and orientation of the 
hospital. 

4 . The characteristics of the patient population (i.e., 
the sex ratio, age groups , socio-economic class and 
r atio of patients in each diagnostic category) . 

Among the 200 articles examined, an insufficient number were 

found to meet a ll of the above criteria; however, many of the 

articles overlapped since they referred to the same hospita l. 

Therefore a great deal of time was spent in sorting and com-

5 



bining the information given in these articl es . This process 

resulted i n provi ding adequate information t o meet the r equired 

criteria for 40 day hospitals . This paper may be cri t icized in 

tha t the me t hod for selecting the ma terial on the two hospita l 

types was not the same. However, it is fe lt that the day hos­

pita l does not permit the desired s trictness of method. 

The literature on day hospitals presented a further problem 

rela ting to definition. The t erm day hospita l is used loosely 

to refer to a number of different types of treatment. Adding 

to the confusion is the use of sever a l different terms--day 

center, day unit and day program---which may or may no t refer 

to the same kind of facility (Cumming and Bass 1972:3) . The 

definition mos t often used in the literature and adopted for 

the purpose of this paper is that of the U. S. National In­

stitute of Menta l Heal th: 

A therapeut ic facility for patients with ment a l or 
emotional illness or retardation who spend a part of 
the day in a planned treatment progr am in this 
facility in which a psychiatrist is present (as 
quoted in Zwerling , 1966 ). 

6 



HISTORICAL BACKGROUND 

The r omantic, often told legend of St. Dymphna of Gheel 

is of interest and may relate to the "first" day hospital. 

Around 600 A.D. a widowed Irish king who was possessed by the 

devil decided to marry his daughter . However, the daughter , 

who had been under holy teaching and had taken a vow of 

purity, fled from her father and crossed the English Channel to 

Belgium. She was overtaken and decapitated by her father near 

the village of Gheel . Some years later, five l unatics chained 

together on the site of the girl' s murder were cured of their 

insanity when the girl, reincarnated as St. Dymphna, appeared 

to them in a vision. Thus St . Dymphna became the patron saint 

of the mentally ill and the village of Gheel became a place of 

holy pilgrimage for the mentally il l. By the fifteenth cen­

tury regular pilgrimages were made to Gheel. The pi l grims 

were housed in the near-by village and spent their days seeking 

cures at the site of St . Dymphna's appearance . Today there is 

a ment a l hospita l at Gheel and the sick still visit the shrine 

of their patron saint. 

However, the day hospital as defined in this paper, is a 

fairly new psychiatric institution. To describe its history 

we need to go back only as far as 1933 . At that time , there 
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was a drastic over-crowding in the Moscow residential hospital. 

As funds were l acking to build and s t aff new hospitals, a plan 

was devised t o treat a number of patients on a day bas i s 

(Dzaghagarora , 1936). The term day hospita l was not coined 

until 1947 when Cameron created a new unit of the Allen Memo­

rial Ins titute in Montreal . The establishment of t his unit 

was, according t o Cameron (1947 ), an answer t o a shortage of 

beds for predominantly psychotic patient~. The second use of 

the term day hospital was in England in 1951 (Bierer 1951). 

By 1933, the provincial and s t a t e asylums or resident ia l 

mental hospitals in the country with landscaped gardens and 

planned fanns, high fences and fortress -like buildings, were 

an established part of North American culture. In 1938 elec­

troconvulsive therapy was introduced. By 1947 the more pro­

gressive res identia l hospita l s were trying such programs as 

the un-locked door policy, and staff involvement in t her apy 

sessions. However, the overwhel ming majority of r es i dentia l 

hospitals were continuing to empl oy a custodia l appr oach and 

retained locked doors wi th s t aff as keepers. 

Meanwhile the spread of day hospitals was r apid; in 1963, 

there were approximately 200 day hospitals in North America.
2 

2 
The 1963 N.I.M.H. survey showed 168 day hospitals in 

the U.S. The Canadian estimate is based on known day hospita l s 
and not on a survey. 
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Owing t o increased hea lth funding in Canada, and the require­

ment that day hospitals be a part of the Comprehensive Community 

Health Centers in the United States , the increase in day hos­

pital s was even more rapid after 1963. 

The residential hospita ls reacted to the growth of day 

hospita l s almost as a biological entity reacts to an adaptive 

mutation which threatens its surviva l. Residential hospitals 

began integrating some of the day hospital traits and giving 

themselves something which (in my view) amounted to a face-lift 

(i . e., an external or superficia l change which was helpful but 

not adequately pervasive), Glaser (1969 :827) has theorized that 

the spread of day hospita l s and the changes in residential hos­

pitals corresponded to the establishment of the community menta l 

health movement which was in turn a response to the extension 

of the benefits of American society similar to that of the 

Roosevelt New Dea 1. Others have theorized that the "gospel of 

mental health was spread over the l and ••• (by) radio, television, 

magazines, newspapers, sermons, and lectures" (Mereness and 

Karnosh 1966:270). 

9 



FUNCTIONS 

In this sect i on, t he literature on the functions of the 

two modalities, r es i dentia l and day hospi tals , i s examined to 

determine whether they are the same or different . Each func­

tion is examined for its effect on t he hospital structure and 

on the pa tients . 

1. Cus tody 

In the mind of many people the custodia l functions is a 

defining characteri stic of psychiatric hospitals . This fol lows, 

no doubt, from the menta l hospitals having tradi tionally per­

formed a cus todia l function in society. Grob ar gues that the 

function of protection a t Worcester State Hospital resulted 

from a variety of inherited reasons . 

First, the exis t ence of a menta l hospital meant tha t 
jails and a l mshouses wer e not t he only places for the 
confinement of insane per sons . Fami lies that had once 
been reluctant to send loved ones to substandard in­
s titutions wer e now more wi lling to consider t he 
possibility of institutionalization. Second, the 
growing urbanization made it more and more difficult 
to care for the mentally ill in the communi t y . De­
viant behavior in densely popul ated areas not only 
posed greater problems than in r ural a reas, bu t it 
was a l so less likely to be tolerated. Third, the 
establishment of a menta l hospital increased societal 
awareness of ment a l disease, and undoubtedly some 
who had been considered quaint or odd were now looked 
upon as insane (Gr ob 1970:303) . 

He claims further that the custodial function served as a 

10 
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"survival technique" for many mental hospita l s in that, at a 

time when mental hospitals could not justify their existence 

by curing the pa t ient, their raison d,itre had to be ration­

a lized in custodia l t erms. 

Indeed, much of the support that the hospital received 
was predicated on the assumption that it woul d provide 
protection against groups that menaced the safety and 
security of society (Grob 1970:303) . 

In Human Problems of a State Mental Hospita l, Bel knap 

(1956 ) describes the function of custody in a residential 

hospi t a l . Implicit in Belknap's account is the importance 

of custody as a survival technique as well as the mos t basic 

internal func tion of t he hospital. To show the l ega l basis 

of the custodial function he quotes t he cons titution of " South 

State" (Texas): " I t shall be the duty of the Legislature t o 

provide for the custody and maintenance of indigent lunatics , 

at the expense of t he State •••• " (Article Ten, Section Six of 

the Constitution of Texas as quot ed by Belknap 1956 : 33) . As 

late as 1956, the first lega l and administr ative responsi ­

bility of the hospital was custodial (p. 67). From the 

reports of other r esearcher s working in the late 1950 ' s and 

early 1960' s (Caudill 1958; Brown and Wing 1962; Goffman 1962), 

it appears t hat the importance of custody as a func tion in 

r esidenti a l hospitals was not confined t o one particular type 

of residental hospital or to one particular geographical secti on 

11 



of North America . 

Dunham and Weinberg (1960), in The Culture of the State 

Mental Hospital, discuss the function of custody in the residen­

tial hospital and point out in vivid terms the primacy of cus­

tody in the form of removal, isolation, surveillance and the 

preventing of escape. Their findings were based on a study of 

residential hospitals in Michigan. 

Grob (1970), in an historical review of Worcester State 

Hospital, gives a detailed account of the functions of the 

residential hospital. In this study he explicitly identifies 

custody as the main function of this New England Hospital 

from the year 1846 forward. 

In England the County Asylum Act of 1808 made provision for 

the founding of asylums as custodial agencies. Kathleen Jones 

(1963), in a review of the functions of residential mental 

hospitals in England, comments that custody is the principal 

function of these institutions. Brown and Wing (1962) found 

in comparative clinical and social surveys that the custody 

function in England is still primary but has lost some of its 

importance. A general reading of both the American and English 

literature gives the impression that overt custody (i . e ., the 

use of chains, strict surveillance, etc.) has not been as 

important in English hospitals as in North American hospitals, 

at least since the 1850 1 s (Jones 1959). 

12 
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. The most intensive impressionistic data on custody as a 

function of the residential mental hospita l is found i n Goff­

man ' s Asylums (1962). The book gives a comprehens ive over-

view, in both an implicit and explicit manner, of the function 

of custody . In terms of systematically collected data, Gi l bert 

and Levinson(l957) furnish the most impressive single study on 

custody and the residentia l hospital . Three hospita l s were 

studied; a ll were found to be in a state of change. 

The l arge state hospital, C, was assessed as the most 
custodia l in view of its structura l emphasis on de ­
tention, protection, and custodial care of patients 
in a highly controlled setting. The pressures it 
exerted on personnel, and the kind of experiences it 
offered them, seemed most conducive to custodial 
orientation . The l arge VA hospi tal, T, was con­
sidered intermediate or trans itional in that it was 
in a process of fairly rapid change away from cus­
todialism. The third hospita l, H, was the most 
humanistic of t he three in its program of ward care, 
patient government, a nd general s t aff-patient re-

3 l ationships (Gilbert and Levinson 1971 : 582- 583 ). 

Whether cus tody is a function of day hospitals could not 

be adequately determined from the explicit information given 

3
Gilbert and Levinson use the term, custodial hospital, 

to denote a hospital which has the main function of custody, 
and the term, humanistic hospital, to refer to a hospital which 
has the main function of treatment in the form of " rehabilita­
tion" or "therapy". 

13 



in the literature. There are two reports of custody as a func ­

tion of day hospitals, in terms of so-called baby-sitter services 

(Kramer 1969: 15; Cumming and Bass 1972: 8). Kramer states that 

the use of a day hospital as a baby-sitter service especially 

for the chronically ill, senile, and the menta lly handicapped 

is a valid use of day hospita l s and is of great social value. 

The literature on English, and Australian day hospitals indicates 

that the baby-sitter service is the primary purpose of these day 

hospitals (Ferguson and Carney 1968). However , an analysis of 

the patient populations in those particular day hospitals which 

have been referred to as fulfilling the baby- sitter service 

leads one to conclude that such a service is part of the function 

of protection and not a part of custody. This question will be 

discussed to a greater extent in the section of this paper which 

deals with protection. 

Custody is very obviously a central function of residential 

hospitals but only marginal in day hospitals. Total or 24 hour 

custody brings with it the necessity for a series of services 

known as hotel services.
4 

Rosengren and Lefton (1970) discuss 

the effect of hotel services on the custodial structure of 

4 
Hotel ser vices refers to food service, provision of beds, 

etc . and is used throughout the literature in connection with 
residential hospitals. 
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residential hospitals. Goffman (1962) introduced the term social 

hybrids to describe total institutions such as the residential 

hospital which is part formal organization and part residential 

community. He states that these social hybrids will, by necessity, 

contain conflict and he deals at length with the characteristics 

of these institutions. He appears to be saying that the resi­

dential hospital must be able to remain a community in which the 

patient is forced (by the presence of the custodial function) to 

stay and be labelled as not responsible, while at the same time 

the hospital must be a place of work for a responsible staff. 

This situation leads to structural stress, because the patients 

and staff will be asked to express common sentiments for the 

good of the institution (Parsons 1957: 41-42). 

When a patient is judged clinically as not being capable 

of carrying on daily activities and is placed under 24 hour 

custody (i.e., in a residential hospital), he is then perceived 

as being different from other people in that he has been judged 

as not responsible. Perrow (1961, 1963), Rosengren and Lefton 

(1970), and Friedson and Rhea (1963) argue that this perceived 

difference in the nature of the patient leads to differences 

in the structure of the hospital. Perrow, and Rosengren and 

Lefton state that the organization that deals with patients who 

are not responsible will tend to be bureaucratic and will be 

concerned with power, authority and division of work groups. 

15 



They a l so state that the perceived difference in tne patient 

affect s t he t echnol ogy used t o achi eve t he goa l s of t he hos­

pita l. 

The literature r eports other effects of custody that 

directly invol ve the pati ent . One phenomenon of residentia l 

hospitalization is long ter m: the patient may be for gotten by 

the out side world. Kr amer (1970 :455) states that the most 

dis tinctive feature of the day hospi tal is the abili t y t o help 

t he pa tien t avoid becoming isol ated from t he communi t y in that 

the pa tient returns each day t o t he continuity of out s i de 

roles . Ano t her l a t ent function of custodal ism is ter med i n-

s t i tutiona l neur osis which Bar ton defines as : 

• • • a separa t e di sease entity, characterized by apathy, 
s ubmi ssi veness and inabil i ty to make decis i ons, and 
caused by custodial systems of care . He lists seven main 
f ac t or s in causation: loss of contact with the outside 
world, enforced idleness, authoritarian staff attitudes, 
loss of per sonal possessions , over- sedation, depr essing 
surroundings and loss of prospects for the future 
(Barton as quoted in Jones 1963: 61) . 

Kramer (1970 : 453 ) uses t he word dependency to descr ibe a 

sta t e in which t he patient becomes dependent on the hospi t a l 

environment . He quotes a staff member of one hospita l as saying 

"Thi s hospi tal is like one big breast : i f you don't wa t ch out, 

the pa tient s would be here for ever " . He a l so uses depen dency 

to defi ne an orientation of one school of menta l health worker. 

This or ienta t ion v i ews the hospital as a r efuge and a pl ace to 
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which the patient should turn (p. 453-454). 

Apart from the previously mentioned latent functions of 

fu ll time hospitaliza tion, there is a serious charge made in 

the literature that a correla tion exists betwe€n custodial 

care and increased symptoms. This charge was first made by 

Myerson in 1939 when he stated that total hospitalization made 

schizophrenia more pronounced (Perrow 1963: 1197). Since that 

time, several studies have been made to determine whether a 

correlation exists between full time hospitalization and in­

creased symptoms of different diseases (Hunter,et ~- 1962; 

Klein and Spohn 1962, 1964; Wing 1968). Wing (1968) specifi­

cally reports a correlation between institutional restrictive­

ness and such symptoms as regression and depression. 

In summary, t he literature reveals that custody is an 

important function of residential hospitals and reports cer­

t ain effects that custody has on hospital structure and on the 

patients. Custody is not reported explicitly as a function of 

day hospitals. However, there are articles which refer to 

the day hospital as fulfilling a baby-sitter service, which 

is, in part, a custodial function. 

17 



2. Protection 

The second function of mental hospitals identified in the 

l iter ature is that of protection. Protection is for the patient, 

wher eas custody protects society from the patient. The word 

asylum, meaning an inviolably safe place, is a good indication 

of the protection function (Jones 1963) . Jones, i n explaining 

prot ection as a function of mental hospitals , quotes Tuke ' s 

speech of 1813: 

• •. to convey the idea of what such an institution 
should be namely a quiet haven in which the shattered 
bark might find a means of reparation or of safety 
(Tuke as quoted by Jones 1963: 62). 

There a r e at l eas t two curr ent sociol ogical indications 

i n t he literature for the use of prot ec t ion as a funct i on of 

menta l hospi t als. Parsons (1957: 285) defines t he sick rol e 

as a "passive- alienative deviant behavior" with "an element 

of dependency • •• illness is predominantl y asking to be taken 

5 
car e of" . Goode (1960) used the concept of protection in 

rel a tion t o t he inept , bot h devi ants and incompetents. It 

is implici t in hi s meaning that protection is for both the 

5 
Parsons (1957: 458- 447) incl udes mental illness in this 

defi nition of the sick role . 
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group and the individual.
6 

Protection in the form of meeting the physical needs of 

the patient, such as food and shelter, is obvious in residen­

tia l hospita l s just as it is obvious in other total institutions. 

However, the residential hospital idea lly furnishes protection 

in the sense tha t the patient does not experi ence str essful 

and overpowering situations and does not have ac t ive responsi ­

bilities. Devereaux (1944) and Jones (1963) discuss tensions 

and stress in society, such as r ate of soci a l change and cul­

tural lag , that may contribute to menta l illness and from which 

mental hospitals protect the patient. White, Miller, and 

Polans ky, in an address to the American Psychiatric Association 

(1955), summarize the views of Tuke, Jones, and Devereaux in a 

statement which described protection as a basic function of 

menta l hospitals . 

Kramer (1970) reports that there are two schools of 

thought on whether protection should be a function of mental 

hospitals . One viewpoint discussed earlier in this pape r 

sees protection as a primary function , while the other view­

point does not consider it a valid function. However, 

according to Kramer the critical i ssue concerns the correct 

6
The Cummings have found that patients will label t hem­

selves as inept rather than menta lly ill as a way of reducing 
stigma (Cumming and Cumming 1957) . 
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amount of protection which the patient should be given. The 

Cuounings (1962: 108) state that both custody (control) and 

protection (support) must be included in psychiatric treat-

ment. 

Protection as a function of day hospitals is referred to 

throughout the literature but often in either genera l or vague 

terms. v requently it is reported that day hospitals remove 

the patient for part of the day from specific stress and pro­

vide him with an alternative environrnenJ (Glaser 1969; Kraft 

1969; Farndale 1963). Trends in the Menta l Heal t h Services 

edited by Freeman and Farndale (1963) discussed protection in 

English day hospitals. In this collection of writings, day 

hospitals are called sheltered workshops, half-way centers, and 

general help sessions. As I pointed out earlier, day hospitals 

are referred to as providing a baby-sitter service. In some day 

hospitals , particularly those in blighted urban areas of North 

America, this baby-sitter service appears to be custodial. 

However, in other day hospitals, particularly geriatric day 

hospitals , the baby-sitter service appears to be primarily 

part of the protection function (see Chasin (1967) on problems 

in an urban day hospital; and Fine (1963) on geriatric day 

hospitals). 

The i mportance of reducing the overall length of stress 

time by the use of day hospitalization has not been reported, 
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even though t he importance of such a stress-relieving func tion 

was recorded by Appel in his study of f ront-line soldiers (Appel 

and Beebe 1 946) . 

Protection as a remova l of stress is not without its cost 

to both the patient and the hospital . 

The concept of a hos pi tal as a refuge too often means, 
however, that patients are robbed of their stat us as 
responsi ble hunu>n beings (Main as quo ted in Perrow 
1965: 932) . 

Protection, a t the best of times, may result i n withdrawal and 

at the worst of times, i n an increase of symptoms (Main 1963; 

Perrow 1963; Goffman 1962). For the hospita l, a strong em-

phas is on protection can limit the effectiveness of certain 

therapeutic programs and can result in l onger aver age stays . 

In the res i dential hospita l , patient protection may be equated 

with good physical care but not with trea t ment. As Belknap 

says: 

Improvement in physical care of patient s in the hospita l s 
has occurred, but it has not resulted i n reduction of 
patient population through cure, but in greater average 
durati on of hospital life for some schi zophrenics, the 
mentally defi c i ent with psychosis, and patients with 
menta l diseases of the seni um (Belknap 1956: 13). 

To summarize, protection i s reported throughout t he liter­

ature as a function of both day and residential hospita ls. The 

type of protection provided by the t wo institutions i s essen-
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tially different, in that one provides total protection and 

the other provides pa~tial protection. The cost of protection 

to the hospital can be long patient stays . The cost to the pa~ 

tient can be 2 deeper withdrawal from society. 
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3, Therapy or Clinical Treatment 

A third function of mental hospita l s described in the 

lite r ature is therapy. The ori ginal functions of mental hos­

pita l s or asylums were cus tody and protection; therapy having 

little effect on the hospitals or patients . Hospital reforms 

previous to those of the early 1900's were concerned with 

humane car e or the protective function, not with ther apy per~· 

Belknap (1956 : 67) states that t he medical or clinical function 

"ranked only third in the concre t e r esponsibilities of the in­

stitutions" and that the "medical functions • • may be discharged 

after the first t wo requirements are met" 
7 

Mos t of the litera ­

ture on psychiatric hospital s, including t hat by sociol ogists, 

r eflect s an interest in either custody or humane care, not in 

therapy or clinica l treatment (note Goffman's Asylums ). 

However, there is a body of literature that dea l s with 

thera py not only as a function of psychiatric ins t i tutions 

but a l so as the t echnology of those institutions. Technology, 

as defined by Perrow (1961: 854-866) , i s a technique or com-

plex of t echniques empl oyed to a l ter "materia l s " (human or 

7
Belknap , as stated earlier in this paper, sees the first 

function as custody . He refers to what he cal l s "institutional 
maintenance" as the second respons ibility of the hospital. 
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nonhuman, mental or physical) in an anticipated manner . Perrow 

discusses the operative conflicts that r esult when a hospita l 

changes its primary functions from custody and orotection to 

therapy. He ar gues that organizations are influenced by the 

technology they use to reach their goa l s. 

However, 

Mental hospita l s can exorcize devils, apply shock t reat­
ment s , develop conducive milieus , app l y learning-theory 
techniques or use psychotherapy . Note that the systems­
level goa l s do not necessarily change in the process. 
For exampl e , hospita ls still try to cure ; only the 
' operative' goals --means to t he system level goals- -­
change (Perrow 1961: 854- 866) . 

The effect of a particular t echnology or ful fil l ment of 

the therapy function is discussed by Moll (1963) , and Str auss , 

!:! al. (1970). Moll is convinced that: 

The sel ection of personnel is largely dependent on the 
ther apeutic pr ogramme , which in turn is dependen t on: 

~) 
(ii) 

(iii) 
~v) 

the selection of patients; 
the number of patients; 
the expectations of stay; and 
general therapeutic or ientation (Moll 1963: 196). 

Following this line of reasoning, r esi dentia l and day pro­

gr ams , owing to differences in size , l ength of stay, and (as 

will be discussed l ater) sel ection of patients , will have dif­

ferent orientations t o t he ther apy function . There a r e overlaps, 

however ; namely, the milieu orientation. The Cummings (1962) 
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have stated that "In the past few years the term 1!Ililieu therapy' 

has become so popular that few hospitals will admit to not sup ­

porting a therapeutic milieu". 
8 

In residential hospitals the 

stability of therapy, particularly milieu therapy, is threatened 

by the function of custody as perceived by the patients and staff. 

Caudill, as well as others, have made clear the difficulty in 

convincing a patient of the desirability of free expression when 

he must seek permission to perform even routine activities. It 

is equally difficult for the staff to conform to a milieu program 

if they are held responsible for the custody of the patient (see 

in particul ar Caudill 1970: 315-388). On the other hand, Caudill 

describes patients who considered all rules and structured act­

ivities or the lack of structured activities in a residential 

hospital as being part of an overall 1124-hour- a-day- therapy" . 

The patients believed that therapy was ' somehow psychoana­
lytical'; that one had 'to go back into childhood'; and 
t hat therapy went on '24 hours a day'. One evening a 
group of 11 patients were discussing the lack of acti­
vities in the hospital, and they came to the conclusion 

8Milieu therapy is defined as "a scientific manipulation 
of the environment aimed at producing changes in the personal­
ity of the patient (Cumming and Cumming 1962). 
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that it was part of a conscious plan by the s t aff to 
increase the intensity of '24-hour-a-day' t herapy 
(Caudill 1970:357). 

Toe res i dential hospital, if it wishes, i s abl e to cope 

with a wide variety of ther apeutic programs owing to its size 

and potential high di vision of l abor, whereas t he day hospita l 

has a very limi t ed choice of ther apeutic programs because of 

its smallness and the limited time in which it has to make 

clinical eval ua tions of the patient (Chasin 1967 : 780). The 

litera ture indicates t hat there are two major modern therapeutic 

programs used in both types of hospital s: milieu therapy and 

drug therapy. Secondary programs mentioned in the literature 

are group psychotherapy and shock treatment. However, it is 

drug therapy a l one that is credited with reducing the impor­

tance of the functions of custody and protection (Wechs l er, et 

al. 1970). 

From the literature, it can be seen tha t therapy is now 

cons idered a valid function in every accr edited residential and 

day hospita l. In t he United States, therapy is legally mandated 

as "the righ t t o treatment" and a r ecent Al abama deci sion has 

spelled out in de t ail what therapy means. Therapy in general 

means different treatment and to different extents. The choice 

of a particul a r therapeutic program will affect the structure 

of the hospital and, of course, will affect the patient s. 
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4. Socialization 

The fourth function to be discussed is socialization. By 

socialization is meant the process by which the patient is in­

corporated into the world of the hospital. However, the term 

socialization has been used by Jones (1963) and others to mean 

a form of re- socialization. A clear distinction must be made 

between these concepts in order to differentia te the functi on 

of socialization from the function of therapy. 

Re-socialization is the end goal of the function of therapy. 

Since the nineteen-thirties , as the dangers of "institu­
tional neurosis" have become more clearly recognized, 
pol icies of social integration have formed a major part 
of the mental hospital's work. The theory of the 11 thera­
peutic communi ty", as developed in a number of hospitals, 
means more than the recognition that the mental hospital 
has a healing purpose. It implies an attempt to use the 
whole social group, staff and patients, as a means of inte­
grating and healing individuals (Jones 1963: 64). 

In relation to the function of protection, re- socialization pro­

duces a therapeutic dilemma in which sanctuary (protection) is 

opposed to social demands (re-socialization) (White, et al. 

1955). Jones interprets White's arguments as meaning "Just as 

undue prolongation of 'sanctuary ' can lead to a condition of 

permanent dependence, so 'social demand ' can lead to relapse • • • " 

(Jones 1963: 63-64) . 

The function of socialization concerns the inter-personal 

relations between patients and s t aff as well as between pa­

tients, and a lso the induction into the patient role and 
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adoption of hospital norms. (See Fromm-Reichman 1950; Caudill, 

~ !!..!.· 1970; and Bateman and Dunham 1948) . One of the most quoted 

statements in mental hospital literature is from Rowland (1939) 

" ··• it (the mental hospital) is a community of interacting 

individua l s who are participating in a living drama". Rowland's 

ear ly studies dealt with certain aspects of socialization as a 

function of the mental hospital; namely, the establishment of 

f r iendship groups and pecking orders among the patients. 

Goffman (1970) describes the function of socialization and 

its importance to the status quo of the hospital. In a post­

script he says ••• "pa t ients develop a life of their own that 

becomes meaningful, reasonable, and normal once you get close to 

it" (Goffman 1970: 349) . Caudill, as a par ticipant observer who 

had been admitted in the guise of a patient, studied the social­

ization function in a residential hospital . He reports that he 

was pressured on his first day to acfuere to certain attitudes in 

four a r eas of ward l ife-- "self, other patients, therapy and thera ­

pist, nurses and other personnel" (Caudill 1970: 353) . Sol omon 

and Maher (1966) summarize the body of research on the function 

of socialization in residential mental hospitals. In this 

l i t erature i t is repeatedly asserted that the social system of 

menta l hospitals is oriented toward manageability rather than 

toward ~utual social re l ationships. 

The day-hospital socialization process must co- exist with 
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the more permanent aspects of the patient's social reality (e.g. , 

his fami l y , friends, and the community). The overt effects of 

this dual environment appear to be situational . Freeman (1962) 

reports that "unfavorable" home environment may r esult in in­

cr eased feelings of anger and confusion on the part of the day 

patient and members of his family (p . 259). Cumming (1964) has 

speculat ed that the day hospital environment is adapted to deal 

with val ue problems. He consider s tha t, with the patient remain­

ing in his role as a family member , a situation is produced where 

there may be a value change in the whole patient social system 

which will make i t less likely that new value systems will 

build up tha t are specific only to the treatment situation. 

Cumming concludes that, to maximize the usefulness of t he day 

hospita l, the fami l y should be directly involved in the thera­

peutic process. 

Parsons has defined the menta l hospital as a socia l organi ­

zation with t he goal of coping with the consequences of ment a l 

illness for the individual patient and a l so for the patients 

as a soci a l group (Parsons 1957b) . A considerable number of 

the contributions in t he residential and day hospita l liter a ­

t ur e di scuss the socialization process as a function of mental 

hospita l s. The term socialization is a l so referred to as an 

end goa l of therapy. I have assigned the term resocia lization 

to this process. The socia l ization function in the residentia l 
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hospital is more complete since the patient has only the one 

environment--that of the hospital. The socialization function 

of the day hospital must co-exist with the more permanent as­

pects of the patient's social life. 
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PATIENT CHARACTERISTICS 

Patients in residential mental hospitals are persons who 

have been judged to be incapable of coping with the outside 

world even with the help of other available means of treatment. 

Public residential hospitals' criteria for admission usually 

consist in the person being judged as clinically in need of 

hospitalization and in being a r esident of a particular geo­

graphical area. Among residential hospitals, patient popula­

tion showsextreme variation in terms of diagnosis, age distribu­

tions and sex ratio. The socio-economic class distribution is 

l ess variable, with most patients being lower middle and lower 

class (Hollingshead and Redlich 1959). 

As noted previously, day hospitals were started as overflow 

units for persons who otherwise would have been in residential 

hospitals. 

As time went on, however, there seems to have been a 
tendency for more and more criteria of selection to be 
developed which ha d the effect of producing services 
with different populations (Cumming and Bass 1972: 3) . 

Two studies specifically compare the group characteristics 
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of pa tient populations of the residentia l and day hospitals . 9 

Kra f t (1969) tabulated 300 patient factor s . Fifty of these 

factors wer e checked to see if significant differences appeared 

between day petients and the r esidential patients a t For t Logan 

Menta l Health Cent er. The total patient population of both 

hospita l s was 235 . A chi square ana l ysis was perfor med to test 

the frequency with which the 50 factors or characteris t ics wer e 

found in both gr oups . Of the factors , 13 ser ved t o di fferentia t e 

the two groups. These factors were; hallucina tions, i mpair ment 

of effectiveness, inappropriate behavior, delusional thought 

content, disturbed orientation, disturbed a lertness , confusion, 

concept of illness , personality disorganization, admission 

diagnosis, in treatment just prior to admission, readmission 

10 to Fort Logan and previous psychiatric treatment. When 

9
other s tudies done specifically for comparison of effec­

tiveness rates in the two types of hospita l s give data which 
pertain to patient characteristi cs. The infor mation given in 
those s tudies on pati ents ' characteristi cs will be discussed in 
the section of this paper which dea l s with the effectiveness of 
the two types of hospitals. 

10 
Kraft s t ates that two other factors are significant: ratio 

of broken homes to intact ones and voluntary to involunt a r y ad­
missions . In expl anation of the latter factor , he states that 
all involuntary admissions a r e residenti a l admissions. 
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evaluating this s t~dy , one mus t note that Kramer does no t list 

the 150 factors that were not chosen for the test of significance 

nor does he state how he chose the 50 fac tors t hat wer e t ested. 

A second study dealing with gr oup char acteristics of day 

a nd r esidential pa tient populations is a report of 500 patients 

at the San Diego Treatment Center with some comparison to the 

residential patients of San Diego Genera1 Hospital. This s tudy 

by MacMill an and Aase (1 969) deals primarily with t he socio-

economic characteris tics of the two populations . The San Diego 

Center was at the time of the study a typica l in that it served 

as a " gold fish bowl" for both visiting psychoana lysts a nd bud­

get analysts. The modal patient of this day hospi t a l was "white, 

married, Pr otestant female in her thirties, and was likely to 

have at l eas t a high school education" (MacMillan and Aase 

(1969) . There is not a description of the modal patients of 

the gener a l hospital residential group , but it is implied that 

there would be a difference . The authors sum up by saying: 

• •• the San Diego Day Center is meeting a need for the 
i ntensive treatment of mentally disordered middle class 
patients, who might find it s t igmatizing to go to a

11 public mental hospital. . (MacMillan and Aase 1 969). 

11
A third study that dea l s with group characteristics of 

the two patient populations -was conducted by Hogarty, et al. in 
Baltimore (1968). This study r eports that the two patientgr oups 
are different but does not report how this findi ng came about. 
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. The characteristics of the patient of the San Diego Day Cen­

tre are similar to the patient characteristics of the patients ad­

mitted to the forty day hospitals used in this analysis . The data 

indicate that the moda l patient is white , middl e class , Protestant 

female in the late twenties or early thirties. 

To test whether day and residentia l patient populations are 

the same, Zwerling (1966) conducted an experiment at Westchester 

Square Day Hospital in the Bronx, New York. Patients requiring 

admission were assigned randomly either to the in-patient service 

(residential hospital) or to the day program. If the random se­

lection was for the day hospital, but the physician did not feel 

the patient could be treated there, he was required to set forth 

his reasons under one of three categories: 

a) Physical disability, 
b) Family objection, 
c) Nature of the symptoms such as overwhelming suicidal 

id~ation, uncontro l lable assaultive behavior, etc . 

Seventy- t~o patients were included in the sample; of these 

17 or 23.6 per cent were rejected on the basis of one of the 

above categories . Of the patients taken into the day hospi tal, 

a further 17 had to have some in-patient care and six of these 

were changed over to a general or state hospital to complete 

their treatment in the day hospital. Approximatel y half of 

those patients accepted for day hospita l treatment successfully 

finished treatment in the day program. It woul d appear that a 

substantia l portion of the patients who would ordinarily be 
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judged suitabl e for an active in-patient service could be treated 

as day patients . 

----



/ 

. As s t ated earlier, the criteria for admission have made 

the day popul ation different f r om t he residentia l population. 

The fo l lowing criter ia for admission were present in half, or 

20, of the 40 day hospitals covered in the literature survey: 

1 . The patient mus t be able to spend nights at home. 

2. The family must be willing to have the patient remain 
at home. 

3. The patient must be able to provide transporta t ion. 

35 

4. The patient cannot be suicidal, homicidal or destructive. 

5 • . The patient cannot be alcoholic or a drug addict. 

6. The patient should not be severely reta r ded. 

7. The patient must not have severe physical handicaps . 

Criteria four , six , and seven have a wide range of meaning so 

as to drastically limit the possible patient population of some 

day hospitals. The Bal timore Psychiatric Day Center 's criteria 

i ncl uded rejecting antisocial behavior, acting out behavior, 

s uicidal risk, . mental retardation (IQ under 70), severe brain 

damage, sociopathic illness , alcoholism and drug addiction 

(Hogarty 1968) . Adelphi House, a day hospital in Blackpool, 

Engl and, has a very simple admission criteria: ~ very young , 

o l d, disturbed, deteriorated, subnormal or physically infirm 

(Carney 1970) . 



Day hospitals in England have tended to be SJrprisingly 

conservative on admission criteria, particularly criteria 

pertaining to diagnostic categories . A study by Croft (1959) 

shows that they are treating depressive illness but very little 

psychosis with acute symptoms. After extensive study of 

English day hospitals, Farndale states " Day hospi tals are in 

fact creating a new clientele and may well be increasing the 

demand for psychiatric treatment" (Farndale 1963: 180) . 

The literature as a whole offers little concrete data 

to establish if the day hospital's patients are the same as 

the residential hospital ' s patients. There would seem to be 

an overlap, with both hospitals treating the middle ranges in 

terms of severity of illness and in terms of the socio- economic 

class of patients. The admission criteria of day hospitals 

indicates that the day hospitals are not treating the severely 

ill and that they are not treating many who otherwise become 

residential patients. 

In the following section of this paper there are reports 

of studies which try to measure the effectiveness of the two 

modalities. In these studies, controlling for patient popula­

tion was very difficult, as randomly selecting patients for 

day care often proved clinically unfeasible. This is another 

indication that day hospital patients and residential hospital 

patients do not have the same characteristics. 
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EFFECTIVENESS OF THE TWO MODALITIES 

Effectiveness is the abi l ity of the modality to treat 

t he pat ient in such a manner that he will show improvement 

in t he shortest length of time possibl e and that the improve­

ment i s such that the pa t ient is able to remain in t he corranun­

i t y without fur ther hospitalization. 

The earliest study attempt ing to measur e the effective­

ness of t he two hospital types was that conducted by Kris (1961) 

a t the Lower Manhattan Af t ercare Clinic. The sampl e i n this 

study consisted of per sons who had previousl y been treated in 

a New Yor k State r esidential hospi t al and had been judged as 

r e l apsing and in need of further hospi tal care. A second s t ip­

ula tion was that the patient ' s family had the resources to care 

for the patient at home duri ng t he night. Pa t ient s mee t ing 

these criteria wer e r andomly assigned t o t he r es i dentia l or 

day hospital. The t otal sampl e was small , but the report s t ates 

t ha t the fol l ow- up t ime was adequa t e . The resul ts of this study 

i ndicated only that t he r esidentia l pa t ients had l onger peri ods 

of hospita l izat ion than t he day pa t ient s. 

Wi lder (1966) r eported a fo l low- up s tudy of t he Zwerl i ng 

experiment (mentioned earl ier in this paper) . After a period 

of two year s both hospitals r eported 85 per cent of the patients 

wer e not r eceiving psychiatr ic trea t ment . The l ength of the day 
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treatment had been longer, with a median of 37 days, than that 

of the residential treatment, with a median of 20 days. How­

ever, the length of time before re-hospitalization was longer 

for the day patients. There were no significant differences 

in clinical or social conditions of the two groups at follow-

up. 

It is also of interest that the total enthus iasm for day 
care shown in the earlier of these two related papers is 
considerably moderated in the second and there is the 
suggestion that a more specific role should be sought 
for the day hospital (Cumming and Bass 1972: 15). 

Croft (1959) reported on a series of studies at the Maudes­

ley and Bethlehem Hospitals. The reports were retrospective 

and based on a matching of records. One of these reports is 

on a study of matched groups of 43 day hospital and 43 residen­

tial hospital patients with depressive illnesses. The patients 

were matched in age, previous admissions, marital status, 

social class diagnosis and severity of illness. In this study 

the day patients were under treatment for a shorter period of 

time than the residential patients. There was no difference 

in the rate of those discharged as recovered or improved and 

there was no difference in their clinical or work status five 

months after discharge. Croft's report indicates that the two 

hospitals were almost equally effective. 

The most thorough study on the effectiveness of the two 

modalities is by Herz,~ al. (1971). This study was con-
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ducted at the Washington Heights Community Services, a unit of 

Columbia Presbyterian Hospital. For over two years new resi­

dential patient admissions were screened for potential day 

admissions . The total screened population was 424. Of this 

number 31 . 6 per cent were judged too ill for day care and 20. 1 

per cent were judged as too healthy (i.e., they could not be 

considered in need of residential care). A further 27 per 

cent were rejected owing to factors such as uncooperative family 

or physical illness. Therefore 90 patients or 22 per cent were 

left who could be randomly assigned to either service. The 

patient follow-up was conducted at two and four weeks after 

admission and a final follow- up at two years after admission. 

The average length of stay was 48.5 days for day patients and 

118 days for residential patients. Day patients were less often 

hospitalized and showed less pathology at the two and four week 

follow-ups but at two years looked much like the residential 

group. There are three factors which must be kept in mind 

. h. d . 58 6 f h · 12 concerning tis stu y. First, • per cent o t e patients 

could not be admitted to day care owing to severity of illness 

or families' inability or uncooperativeness . Therefore the 

12 
The total per cent rejected was 78; however, 20.1 per 

cent of these were judged as too healthy. 
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chance of having day patients who would not do well was eli­

minated. Secondly~ the study wa s able to use complete r a ndom 

assignment. Third, the unusua l l y long residential patient 

stay can in part be explained by the fact tha t Columbia Pres ­

byterian is a teaching hospita l. 
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From the s tudies considered in this paper, as well as more 

impressionis tic studies no t reviewed here, it appears tha t the 

day hospita l i s an effective a l ternative for residential 

trea t ment i n almos t half of a group of mentally ill patients. 

The available evidence seems to indicate tha t there is little 

difference in the effectiveness of the two types of ca r e . The 

effectiveness of the two modalities has not been sys tematica lly 

tested. As the two patient populations cannot be equated, very 

little rel iance can be placed on the indications of effective ­

ness provided in the present hospital literature . 



CONCLUSION 

In 1947 Cameron stated that an alternative to residential 

mental hospitals had been found. This proposed a lternative was 

a psychiatric day hospital. In the period since 1947, various 

menta l health workers have claimed that the day hospital is 

not only an alternative to the residential hospita l but is also 

a mor e effective means of treatment . The proof of this claim 

is far f r om imminent, and the growth of the day hospi tal has 

failed to tip the balance of treatment fo r many sever e l y ill 

patients away f r om in-patient t r eatment. 

The present paper has dealt primarily with the most con­

troversial questions about day hospita l s: do they have the 

same functions of residential hospitals?; do they treat the 

same patient population as residential hospitals?; are they 

more effective than residential hospita l s? Few would contend 

that there are data to support the answers to a ll of these 

ques tions. Therefore this paper surveyed t he literature to 

find what and how much data exist. It was not pr oposed to 

r esolve t he controversy; rather it was attempted to define the 

limits of data about t he two t ypes of hospitals. 

It was found that the functions of r esidential hospitals 

are clearly defined in the l iterature as custody , protection, 
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therapy and socialization. It was more difficult to find a 

clear picture of day hospita l functions . Such documents as 

those reporting the work of Kramer and Farndale help, but on 

the whole they do not offer substantial information on the 

functions of ciay hospital s. This may, in part, be due to the 

fact that such information would be of little help to those 

involved in the actual process of running a day hospital. 

From the literature we can only pick out those main functions 

which are also defining characteristics of day hospitals: 

treatment and socialization. 

There i s little evidence on whether the two types of 

hospitals treat the same patient population, as measured by 

the group characteristics of patients and the ability of the 

hospitals to treat patients randomly assigned to them. The 

literature does generally indicate that the most seriously 

ill, in terms of overt behavior, are being treated in the 

residential hospitals and not in the day hospitals . The 

literature identifies the admission criteria of day hospitals 

as the major factor in this differential of case loads . Three 

studies were described which dealt with patient populations 

of the two modalities. From these studies it appears that 

half of the day hospital patients would otherwise be receiv­

ing treatment in a residential hospital. It can be speculated 

that, if more patients' fami lies were agreeable, this number 
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could be increased. On the other hand, it can be speculated 

that day hospitals are "enjoying" the Hawthorne effect (i.e., 

some patients' families and patients themselves attach a 

certain importance in having been chosen for day hospital care). 

For this reason, it is possible to treat these patients in 

day hospitals rather than in residential hospitals. 

As with the lack of data on the patient populations of 

the two hospitals, there is also a lack of data on the effec­

tiveness of the two hospitals. The studies which were des ­

cribed in this paper indicate that the two types of treatment 

have approximately the same rate of effectiveness. However, 

effectiveness of psychiatric treatment appears to be situa­

tional as well as related to the patient population. The 

treatment agencies cannot hold constant the patient's en­

vironment once he is released from treatment. And as people 

do not live in equal states of bliss there will be differen­

tial stresses on ex-patients. 

If the type of deviance (i.e., the characteristics of the 

patient population), is held constant, the two hospitals are 

not interchangeable or alternatives. On the other hand, the 

types of deviance are placed under a more general category 

(e.g., mental illness), then the two types of hospitals be­

come sub-types or examples of a type of institution for the 
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control of t hat general deviance (menta l . illness) in society. 

One possible explanation for the scarcity of controlled 

studies, which a llow for compl ete random a llocation of patients , 

i s the danger involved for the patient (such as, suicide) and 

for the community (such as harm to others and destruction of 

property) . Considering these changes, it may be impossible to 

undertake studies using random patient a llocation in the near 

future. 

There are other types of studies which could give some 

indication as to the effectiveness of the t wo modalities . One 

such approach is an examination of cost to the community or 

patient and their families. Using a cost X utilization modal, a 

base could be established for determining if one hospital is 

economically more effective than the other . ~Cost- effecti veness 

cou l d also be examined by measuring number of work days l ost 

per patient of each type of hospital. While there is probably 

a difference in the overall economic effectiveness of the two 

hospitals , it is probably not as great as is rumored. However, 

if economic effectiveness is the main concern there a r e no doubt 

other agencies which are less expensive than either the residen­

tia l or the day hospital . 

In considering other agencies , another research approach i s 

possible. If a smallest space analysis of all agencies that pro­

vide aid to the "mentally ill " were done I s_uspect tha t the 
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re~idential and day hospita l s woul d be more c l osel y spaced than 

either type hospital to any other agency. 

Whatever the research technique required, i t would seem t o 

be worth the effort~ as long as, a relatively l a r ge number of 

peopl e are labelled as suffering from "mental i llness" and are 

being treated in the residential and day hospita l . 
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APPENDIX I 

Day Hospitals 

NAME 

1. Andrew Duncan Clinic 

2 . Adelphi House 

3. VA Day Center 

4. Ft. Logan Center 

5. San Diego Day Center 

6 . DuBois Day Trea t ment 
Center 

7. Warsaw Day Center 

8. Mass. Men ta 1 Hea l th 
Day Center 

9. Day Car e Center 

10. Poughkeepsie Day 
Center 

11. Penn. Foundation 

12. San Ma t eo Day 
Hospital 

13 . Kansas City Day 
Hospital 

14 . Duchess County Day 
Center 

LOCATION 

Edinburgh, Scotland 

Blackpool, England 

San Francisco, USA 

Denver, USA 

San Diego, USA 

Stanford Conn. , USA 

Warsaw, Poland 

Boston, USA 

London, England 

Poughkeepsie, USA 

Sellerville , Penn. 
USA 

San Mateo, USA 

PRINCIPAL 
SOURCE 

Thomson 

Fer guson, 
Carney 

Glascot e 

Kraft 

MacMillan and 
Aase 

Healey and 
Sensy 

Abramczuk 

Kramer 

Richards 

Kramer 

Glasco t e 

Gl ascote 

Kansas City, Missouri Gl asco t e 
USA 

Poughkepsia, USA Gl ascote 
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15. Perici View Day Center Newton, Kansas, USA 

16. Jacob B. Riess Day 
Center 

17. El mhurst Day Center 

New York State, USA 

Elmhurst , N. Y., USA 

18. Marlborough Day London, England 
Hos pi ta 1 

19. Moscow Day Hospital Moscow, USSR 

20. Westchester Square Bronx, USA 
Day Hospital 

21 . NAPA Day Hospital Imola , Calif., USA 

22. Day Hospital Unit Trenton, USA 

23. Bristol Day Hospital Bristol, England 

24. Brooklyn Day Hospital Brooklyn, USA 

25. Manhattan after Day Manhat t an, USA 
Care Hospita l 

26. Brooklyn VA Day Brooklyn, USA 
Center 

27. New York Regiona l New York State 
VA Center 

28. Menniger Clinic 

29. Shepperd- Enoch 
Platt Day Hospita l 

30. Better Health Center 

31. St. Olave Day 
Hospital 

32 . Allan Memorial Inst. 
Day Hospital 

33. Day Hospital 

Ba l timore 

Providence, USA 

London, Engl and 

Montrea l, Canada 

St . Johns, Nfld,, 
Canada 

Glascote 

Cla s cote 

A Hospital Report 
and Combined 
Sources 

Bierer 

Craft, Kramer 

Zwerling and 
Wilder 

Kramer 

Kramer 

Kramer 

Kramer 

Kramer 

Kramer 

Kramer 

Kramer 

Hospital 
Publication 

Kramer 

Oldham 

Cameron 

Moll 
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34 . Maudesly Day Hospital England Craft 

35 . Washington Height Day New Yor k, USA Her z 
Center 

36 . Ba l timore Day Baltimor e, USA Hogar ty 
Hospital 

37. Brisbane Day Hospital Brisbane, Austr alia Hamilton 

38. Henry Phipps Day Bal t imore, USA Kramer and 
Clinic J . Hopkins Report 

39. Mid-Houston Day Clinic Houston, USA Hospital Report 

40. Lions Gate Hospital Vancouver, Canada Cumming 
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