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The Mental Deficiency Services

An Analysis of Existing Policy and the Community’s Requirements

A Report by the Mental Deficiency Sub-Commuttee,* British Medical
Association (New Zcaland Branch)

FOREWORD
By Sir CuarRLES BURrNS

In this age of scientific progress, when interested persons are looking for
fresh fields to conquer, it is little wonder that there should be those who have
dared to shine the torch of modern knowledge and modern skills lit by the
hand of human hope into the dark, dank ‘“stagnant pool” of mental sub-
normality, that to our shame has been so long neglected.

The number of those afflicted in this way is too- great not to constitute
a challenge to their parents, to the professions of medicine and of education
and to the public at large. It was in the hope of doing their part to meet
this challengc that the “Intcllcctually Handicapped Children’s Parents’ Asso-
ciation” petitioned Parliament in 1950 in the hope of obtaining better facilities
in this country for their afflicted ones. As a result a Consultative Committee
was set up under the chairmanship of the then Vice-Chancellor of the
University of Otago, Dr. R. S. Aitken, some time Professor of Medicine in the
University of Aberdeen, and therefore interested in both the educational and
the medical aspects of the problem. Associated with him on this committee
were senior personnel from the Divisions of Child Health and Mental Hygicne
of the Health Department and from the Education Department, includng
its Supervisor of Psychological Services. The subsequent report was based
on cvidence obtained from very many interested associations and persons,
and its findings, concise and succinct, would seem to have answered to the
best of the knowledge acquired by it, the questions put by the I.H.C.P.
Association.

Nevertheless it failed in its purpose, which was surely to recommend
ways and means of improving the lot of the mentally subnormal child and
it failed seemingly because it took no cognisance of what was going on in the
world eclsewhere. Indeed it cannot but astonish the reader to find that the
only overseas publication listed in this report is that of the Mental Deficiency
Committee, London, 1929.

The Aitken Report itself was submitted to the Minister of Education in
December 1952, and published the following year. In February 1953, there
was sct up at Geneva a World Health Organisation Expert Committee, of
similar composition, under the chairmanship of Dr. L. T. Hilliard, Physician
Superintendent of the Fountain Hospital, London, a man whose name is
a household word in this specialised field” of psychiatry. He was ably
supported in his deliberations by educationists, psychiatrists, and psychologists
drawn from Europe generally including Great Britain, and from the U.S.A.
Their committee was known as the Joint Expert Committce on the Mentally
Subnormal Child. Tts report was first published in November 1953, and has
been reprinted thrice since.

* Sir Charles Burns (Chairman), Dr, J. Dobson (Convenor), Dr. N. Begg, Dr. H.
Bourne, Dr. Alice Bush, Dr. P. Cook, Dr. W. Ironside, Dr. P. Unwin, Dr. J. Watt.
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To anvene who has read these two reports it must come as no surprise
that those intrrested in the mentally subnermal child <hould be gravely
concerned to find that those in authority in this country and responsible
for the planning for these children, should seem detenmined to pursue the
policy recommended in the Aitken report when thes recomninendations are
based on outwormn and outmeded ideas.  Surely it is not too much in the
face of the findings of a committee of later date. and supplied with the very
latest knowledge. to say that it was enly proper to scrap the findings of our
own consultative committee, or at anv rate telegate it as a practical working
tool to the archives of the Department whence it emanated.

It was in the hope of influencing in the first instance the general body of
their own profesion, and through them all other interested professions,
departments. associationt and persons. that certain members of the British
Medical Associntion asked for permission to set up the committec responsible
for the report which is herewith submitted. 1t is their hope, in particular,
that ther® will be a halt in the building of large institutions for the men:ally
subnormal far removed from the homes of their parents, in {favour of smaller
units in the ncighbourhood of urban arcas, easv of access to those concerned,
and that cvervthing possible will be done to further their education. For it
has been shown that for all but the most severely afflicted far, far more can
be done in this direction than seemed in former days to be possible.

It is with great satisfaction that T acknowledge the enthusiasm, the hard
work: and the care that has been put into this report by the representatives
on the committee stationed in Dunedin, without whose continuous co-operation
it could never have been produced; besides reviewing present conditions in
New Zcaland as they have observed them, reference has been made to some
thirty-cight authorities in the fields of psychiatry, education, psychology and
social services gencrally. Many of thesc references are actual personal com-
munications from the authorities quoted, and to these persons we are also
indebted.

Having accepted the chairmanship of this committee with little knowledee
of the subject over and above that of the average general physician, it hag
been a revelation to me to find what real advances have taken place in the
subject in recent vears and I am now of the firm opinion that the recom.
mendations in this report are such that they should receive most serioys '
consideration from all the authorities concc.rned. This country has in the
past boasted of being in the forefront of social lggislqtloq—m}lst it now logk
with closed eyes at the prospect of complete misdirection in this field of socig]
endcavour, affecting persons utterly dcpcheqt on those around them to
whom they have a right to loo_k for charity in the fu’l’lcst meaning of the
word? They may have been given but “half a talent” to work with, but
thev are entitled to the opportunity of improving on even this little.

INTRODUCTION

Medical and other sociological practices in mental deficiency are changing ,
fast. For this reason, the tasks of this British Medical Association Sub-
Committcc—to appraise official policy and the expenditure planned for the
mental deficiency services—necessarily include a survey first of current trends
and new perspectives in this field. This provides the essential background
by which to assess existing facilities and the proposals announced for their
expansion, and to indicate the developments a community service requires.
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Accordingly, this Report is framed in six sections—

I. Modern Practice in Mental Deficiency (Subscctions 1 to 10): a con-
spectus of contemporary opinions and developments, and of the kind of
social services generally desired nowadays.

11. Existing Mental Deficiency Services in New Zealand (Subsections 11 to
13) : a briel and factual description.

1 Shortcomings in ih_c Existing Services (Subsections 14 to 22): an.a.nalysw
in the light of section 1, of the inadequacies of the present provisions as
outlined in scction I, and of the reconstruction and new facilities
rcquired.

IV. Appraisal of Official Policy (Subsections 23 to 26) : the considered views
of the Subcommmittec on Government policy (so far as it has been
announced), with  particular reference to the institution-building
programme, and to the Aitken Report! which is known to be the basis
of this policy.

V. Outline of a Community Service.

VI. Summary and Recommendations.

1. MobErRN PracticE In MENTAL DEFICIENCY

1. The Use of the Term “Mental Deficiency” as a Diagnosis

Mental defect is the end-product of a multitude of diseases whi'ch share
certain therapeutic needs but otherwise differ widely in nature. It is thus a
symptom and not a disease sui generis, a fact ignored in the legal and
colloquial usages of the phrase, “mental deficiency”. As a designation, it
can conveniently be used for the general subject of intellectual subnormality,
but as a medical diagnosis, the term is inadequate. Even more so is its
common variant in mental hospital use, “C.M.D.” (congenital mental
deficiency), which wrongly implies that these conditions arc always congenital
and which therefore is improper and well overdue for discard.

2. Distinction of the Physiologically Subnormal (Dullards) from the
Pathologically Defective (Aments)

For practical purposes, there are two types of individual who come to
clinical attention on account of backwardness—the “dullard” and the “ament”.
We recommend that these terms be generally adopted to refer to the present
level of function in these cases and that they replace the pre-scientific
gradings into idiot, imbecile, and feeble-minded, customary hitherto.

Briefly, the relevant considerations are as follows®. ~The range of
intelligence found among ‘“‘defectives” in institutions remarkably overlaps
that in the normal community outside.®%5 Test scores in the latter lie
smoothly and symmetrically on either side of a mean, along a Gaussian
curveS, and the lower reaches of this curve’ (1.Q.’s of 50 to 70) will comfort-
ably accommodate a segment of institutionalised “defectives” as well as some
21 per cent of the normal population. Thus in this stratum, intelligence,
if subnormal, is not pathologically so, since it is compatible with day to day
life in society. It follows that intellectual limitations alone do not account
for a proportion of “defectives” being under care, for they do not differ so
far as that is concerned from many ordmary folk. Their failure to survive
independently arises through insufficiency not of intelligence but of other
psychological functions. In respect of intelligence, they are physiologically
subnormal and no more.
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To apply the terms “feeble-minded”, “moron”, or “mental defective” (o
these people deceptively focusses attention on  their intellect  (implying
pathology where none exists) and distracts it [rom other more crucial handi-
caps (where pathology waits for diagnosis and treatment). We therefore
advise discarding such terms as misleading and referring to these cases as
“dullards”.

The term “dullard”, with its implication of physiological subnormality
of intelligence, uscfully distinguishes a large category of persons treated
administratively as defective, from the remainder whose intelligence is so
deviant as truly to fall below the range of normal variation. These latter
we propose to designate as “aments”, a term implying pathological defect
of intelligence. =

This distinction between “dullards” and “aments” is stressed because
their clinical management and its goals arc not the same. The traditional
classification of defectives into idiots, imbeciles, and feeble-minded serves no

urpose, confus c i 5 el . : . .
P ‘pl ; z._csBpg'uhologncnl with physiological, and is also being discarded
in other countries® 2,

3. The Likely Incidence of Dullards and Amenis in New Zcaland

Assuming the population (2.275 million) of this country resembles other
European ones, it must contain some 6,800 aments (the great majority of
whom are trainable up to some point) 10 and about 50,000 dullards—accordinF
to the best accepted opinion, 0.3 per cent and 2.2G per cent respectively!l.
The number of imbeciles and idiots, 4,000, that is estimated in the Aitken
Report? is therefore far too low.

It may be observed here that with only some 10,500 beds in mental
hospitals, it is unrealistic to suppose that in any foresceable future institutional
carc can be the standard answer for the problems of mental defect. These
figures alone are a weighty reason, among others that follow, for the develop-
ment of extramural services.

4. Capacitics of Dullards and Aments

Reccent years have seen an awakening of inquiry into the abilities of
people of low intelligence and a growing recognition that these exceed the
pessimistic preconceived estimates entertained hitherto.

(a) Dullards.—Most .dullards ‘iz}conspicuously form 24 per cent of the
population and ecam their own llvmg: ?ft s_hould seldom be necessary for
any to require morc than short term institutional care, and failure in thejr
rehabilitation is rarely unavoidable.

Over many years, at the Fountain Hospital in 'Londonz Hilliard!2 has
shown that even with most unfavourable cases—a series of rejects from other
institutions, where they had spent an average of twenty years—nearly all
dullards can be found lasting cmploymcnt at trade union terms in the
community. This was despite i_nitial‘ I.Q’s .of 34 to 73. His exp.eriencc
is that about 75 per cent of chronically institutionalised dullards can ultimately
be discharged and that they will save money, marry, Z{nd have healthy
children!3. The prominent feature of Hllll_a1*§’s regime is warm personal
interest, informality, and lack of restrictions within and without the institution,
Of the first hundred women sent out to a job, only one bcc?me pPregnant
while on licence, despite a previous history of pregnancy in thirty.

At Monyhull, another ordinary mental deficiency hospital in Britain,
Gunzburg!* describes similar findings with a series of 148 youths. Although
one fifth had I1.Q’s under 50, and over half had been before the courts, the
great majority were fully rchabilitated and rejoined the community.
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(L) Aments.—Given industrial tasks—such as assemnbling bicycle pumps,
ar soldering eight-pin television plugs—aments can achieve competitive rates
of output’ While their initial ability may be cxceedingly low, their final
level is distinguished only by the extra time required to reach it.  Furthermore,
they respond to incentives, such as verbal encouragement, competition, targets
to surpass, with the usual intense acceleration of learning that these will

stimulate in normal pecople!6: 17,  The industrial potential of aments is
considered in Subsection 5.

5. The Rehabilitation and Training of Dullards and Aments

(a) Education in Childhood.—There is widespread accord now that
educational programmes instituted in childhood arc not only valuable but
essential. In 1953, an unselected survey of 51 public residential institutions
in mental deficiency in the US.A. showed® that already by that time,
45. (or 90 per cent) were operating formal education schemes for their
children. It was the general opinion that there should be “complete
cducational opportunities from nursery school to continuation school” with

“training in leisure-time activities”. This is in vivid contrast to the Aitken
Report published here in the same year, in which remedial approaches are
viewed bleakly!,

In 1956, the British Ministry of Education advised!? its local authorities
to plan special educational measures for backwardness for about 10 per cent
of registered pupils. It enumcrated that some 8-9 per cent of these needed
extra facilities in ordinary schools, one per cent needed more special education
in_day schools set aside for the purpose, and 0.2 per cent nceded boarding
school provision. As will emerge in section 11T (subscctions 16, 17), special
educational facilities in this country fall much below these in their extent.

A model cducation programme along newer lines is operated by the
public hecalth department of Monmouthshire, in Wales?. The principal
finding of this tcam is that 80 per cent of defective children are tcachable,
provided that teaching begins early, at two yecars, and is continued until the
age of cighten years. By this it is meant that 80 per cent will reach “artisan”
standard, as they call it, namely, acceptable social conduct, gainful work, and
useful leisure activity. Since an carly start is vital, the scheme includes a
clinic for the detection of cases and for arranging preschool training at home,
as well as a basic nursery class, a basic junior class, an advanced junior class,
a classroom, and senior groups for each sex with vocational training.

In residential institutions, such schooling is no less necessary and as already
remarked, formal education was already to be found in 90 per cent of U.S.
institutions five years ago. These include projects along lines similar to the
Monmouthshire scheme—for example, at the South Wisconsin Colony?!, a
syllabus introduced for children with 1.Q’s of 30 to 50, within six months
had brought visible benefits in cleanliness, deportment, speech, and nursing
requirements.

A full account of the training school in the intramural setting is to be
found in an authoritative British textbook?2. Its instructions are based on
many yecars of experience with a hospital school manned by a sizeable staff
of full-time, specially trained teachers.

It is our view that teaching programmes, both in the community and
inside institutions, must be organised and dirccted by cducationists to whose

profession it belongs. This is not a province for amateurs, and the medical
profession are amateurs in this field.

(b) Industrial Training in Adulthood—"“The pessimistic outlook of the
past, based as it was upon unrealistic and inadequate training methods, often

against a background of national unemployment, is not justified when better
training is adopted”?,

(5]
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The successful rchabilitation of dullards, even those chrqmca]ly institu.
tionalised, was referred (o above in subscction 4a and is fuliy explained in

the textbook mentioned®:  The feasibility of training aments for productive
For example, at the Manor Hospital,

work has also been established now. !
England. half a dozen unsupervised aments for years, have been turning out

50-40,000 cardboard boxes per 35 hour week; their hiealth is enhanced and

their enjoyment obvious®t. L
Sheltered workshops both within and without mstitutions arc now beyond

the stage of experimental trial; details of their organisation and lhcoxzr Jmport.
ance for rchabilitation may be found in sources quoted before*™ Y. An
instance of such a workshop within a residential institution is that at the
South Wisconsin Colony®. There. patients with an average 1.Q. of 45 (and
extending down to 30) are engaged on work under contract from_local
industry.  Jobs undertaken include seven-process tasks, assembly of display
kits, filling and packing of wax-tubes, with an output reaching thousands after

a few days’ practice. . i
An instance of a sheltered workshop serving extramural patients is Rutland

Lodge?, in Leeds. This is a municipal centre, constructed by converting o
big house near the city, and attended by 120 youths each day. Work is taken
in from local firms, chicfly die cast assembly and fettling of weighing machine
parts. Somec 45 different components arc now being handled and in 1957,
a dozen individuals had an output of 425,000 assemblies. The parents are

delighted at their sons’ progress since none previously had been thought at
Records are kept for each individual on the relation of wages

all employable.
Like cvery other human

to output and the incentive cffect is enlightening.
being, the mentally retarded person cherishes some independence, some

personal property, some freedom of choice, and he can achieve all this through
the opportunity to carn money of his own.

(c) The Role of Extramural Secrvices in Training and Rehabilitation.—
The supervising social worker, smoothing the patient’s relationships, helping
him surmount initial difficultics, assisting him to form new social patterns, is
all important (also sce subsection 10).

6. The Difficulty of Prognosis of Mental Defect, Especially in Childhood

Mental deficiency is still commonly looked upon by less informed persons
as a static and frozen condition. This is no longer a valid attitude and there
is no ground for regarding intelligence as an unalterable endowment, even in
adults. Somc aments of mature ycars may be trained into social viability
and ncarly all dullards who need help can be fully rchabilitated. Illustrative
details are given in subsection 7.

The prediction of future intellectual performance, particularly in a child,
should therefore be tentative. Without skilled I1.Q. measurement, a clinical
diagnosis of mental defect scldom has any exact prognostic meaning, and
even with it, therc can only be a fluid prognosis (except in the rare instance
of the scverest ament). TFor example, Charles?” observed that of 206 adults
who had been ascertained in childhood as defective, 83 per cent had become
self-supporting, some even occupying managerial positions, and 65 per cent had
children (whose mecan 1.Q. was 95); Collman and Newlyn2 followed up 223
defective children (with a mean 1.Q. of 61) from special residential and day
schools and found that 72 per cent were satisfactorily employed and only
12 per cent were really unemployable—of 14 with I.Q’s of 40 to 50, 8
were self-supporting—and they considered that failure in employment was
mor‘ir}a.lrcsult of other handicaps than of lack of intelligence by itself.

0 du e an assesstnent of the 1.Q. by a trained psychologist is certainly a
§ advance on clinical guesswork, it is only approximately predictive of

6
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future capacity. The 1.Q. is far from immutable, I}?mcm?rlZo?I; ;f\]cclzc{)sf
intelligence that are so rcmoved from the mean. [ven a s bea littlé
longitudinal studies show that up to the age of two, test results bear

ol : inc ; chool®. that during childhood and
relation to scores to be obtained later at s ] - o
adolescence, the 1.Q. only gradually becomes stcady®, and that C} .
six and cighteen ycars, 60 per cent of a rcpeatedly tested S"??é‘p (':lt %r
15 points or more on the Binet Scale, and 10 per cent change points
more3!, .

Equally large swings arc common in aments and dullards and smgctm,lej
they make a lecap out of both thesc categorics. In Fertlﬁcd defectives obscrve
over two years, at the Manor Hospital, Engla_nd, rises of up to 25 poglgts we};rc
found, particularly in young people coming from bad homes®2.  The
occurrence of such changes in adult cases is not only more frequent than is
often supposcd, but is also significantly augmented in paticnts cxp%szcd to a
rchabilitation programme when compared to controls not so tr.catcd .

Conscquently, a confident prognosis in childhood, cspecially in carly
childhood, of the adult level of intelligence and social adaptibility is scldom
scientifically justifiable. Completely hopeless aments are the exception, and
in fact, most backward children ar¢ either dullards (who should become self-
supporting in time) or borderline aments (and grading as an ament now
nced not mean grading as an ament in the future).

This uncertainty of prognosis indicates that extreme caution, rcpeated
observation, and expert experience must surround any decision to place a
child in an institution (the dangers of institutionalisation are considered below
in subsection 5). Furthermore, it implies that permancnt, hard and fast
arrangements arc to be avoided if institutional care does cnter.

We therefore recommend that claborate psychological and pwxdiatric
investigation be mandatory before admission of a child as mentally defective
to an institution. Also, regular and frequent reassessment likewise should be
mandatory. We do not regard isolated intelligence tests, especially when
performed by untrained testers {most medical men are in this category),
as fulfilling the requirement here of psychological assessment.

It is our view that the present procedure for admission involving certifi-
cation by two medical practitioners, on the basis of a single examination of
the patient, 1s entirely unsuitable and inadequate for the purposes outlined.
Few practitioners are capable of or instructed in psychological assessments;
even if they were more so, the existing ritual would remain hazardously
inappropriate and limited.

We reject recommendation number 4 in the Aitken Report! to the effect
that parents be encouraged to place the intellectually handicapped child in
institutions at thc age of five. The statement that “he is never going to face
the complicated adult world unprotected and relying on his own resources”
is an assertion unrclated to scientific studies (sce below, subsections 23b, 24b).
The practitioner who, as a rule, can unhesitatingly inform the parents of
five year olds of such a future is using prophecy rather than prognosis. While
admission at the age of five may be correct in a few cases, as a general
recommendation it becomes cven less tenable when the disquicting proportion

of dullards among children entering our institutions is noted (sce subsections
19 and 20).

7. The Dangers of Institutionalisation

. From subsections 4, 5, and 6, it emerges that the adult level of intelligence
Is not mechanically pre-set and its growth fluctuates—some influences depress-
ing, others perhaps promoting it. Noxious influences include an unfavourable
social environment* and therefore, in addition to the well-known psychological

7
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risks incurred by separating the child from its family¥, placing it in an
mstitution may blight its intellectual development36:37. The carlier this is
done, the greater is that risk and the less the justification for taking it, since
any assessment of intelligence decreases in reliability, the younger the subject.

By lnsxiuuionnlising voungsters. a normal child may be pushed down to a
dullard level or worse, and a duil child converted to an ament. Hilliard??
has rgnarkcd that, with mental dcficiency, “too often the diagnosis creates
the discase”, and certainly an infant placéd in an institution and who never
learns to speak. may simply have lacked enough opportunity to hear normal
conversation. Kirman® points out that in a residential nursery for normal
children under three, new arrivals who could speak soon ccased to do so.
_HC emphasises the danger of a potentially cducable child being rendered
lr'leducal.)]‘c through mistaken and prematiure admission and he adds that
the decision to place a child in an institution on account of mental defect
is almost never taken in the interest of the child itsclf.

We therefore recommend that to prevent too carly institutional care (for
which we find evidence in subsection 20) and its attendant perils, various
measures be employed, including the payment of extra child allowances to
the mother, the encouragement of foster-home care by proper and realistic
pa)i{ncrclit of foster mothers, and the development of community services to be
outlined.

8. The Modern Shift of Emphasis from Institutional Care to Community
Scrvices

Since the war, there has been a world wide growth of emphasis on
extramural services for the mentally ill and the mentally handicapped
in general, and a corresponding reduction in favour for institutional treatment.
The British Royal Commission® has forcefully reiterated this. “In relation
to almost all forms of mental disorder, there is increasing medical emphasis
on forms of treatment and training and social services which can be given
without bringing patients into hospital, or which make it possible to discharge
them from hospital sooner than was usual in the past” Furthermore, it
underlined that residential treatment, when it was necessary, should be
planned on entirely new principles. “We are convinced that the aim should
be a deliberate rcorientation, away from institutional care in its present form
and towards residential homes in the community . . . in our views, many of
the patients at present in mental deficiency hospitals would be more suitably
accommodated in such homes”.

The same theme is to be found in the World Health Organisation’s Expert
Subcommittee’s Report on the Mentally Subnormal Child®0, “Fortunately,
it is not often nccessary to take children from their homes and, with adequate
cconomic aid to parents, skilled social case-work, and properly organised and
comprehensive social services, it will become less so . . . As a general rule,
home care is to be recommended . . . generous financial and practical assistance
to parents is still cheaper than hospital care, a point not often realised.”

For mentally handicapped persons of all kinds, the movement away from
long term (residential) trcatment in the traditional type of institution is so
extreme that the President of the American Psychiatric Association has
publicly advised state governments that all mental hospital building should
cease forthwith?.

9. The Modern Residential Institution: Its Structure and Function

The contemporary style of residential institution is “a flowing lake as
opposed to a stagnant pool.” Its aim is to serve three functions,

8
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(a) short stay care which is geared to rehabilitation,

(b) brief care of patients when their families are on hol_iday or nced
relief during illness and other crises,

(c) long term care with training for that proportion of aments who prove
unfit for life at home, or whose home cannot support them.

For these purposes, the residential centre must he organised with certain
facilities and along certain principles. For adults, the requirement is a hostel
atmosphere, for children that of a residential school; the structure must
therefore consist of family type units in small institutions, and the sctting
must be in closc relation to the general community towards which rehabili-
tation is directed. All these points are heavily supported by modemn
authority (subsections 21, 25, 26) whose opinions we shall quote when we
consider the shortcomings of the present policy for the mental deficiency
services in section I1I and IV below and the need for provision of local
hostel accommodation rather than of enlarged institutions.

In the case of persons who require long-term care, the institution should
serve to relieve the family of their burden but not to relieve them of their
child. This reinforces the nced for scattered, residential centres casy of
access, and for admission to be informal, casily arranged (with beds specially
set aside for the purpose) during illness, family holidays and crises, and free
of present legalities. “In some countries, there are complicated procedures
requiring a judicial order before a child can ever be admitted to a hospital
for the subnormal. And once a child is admitted, the parents may lose all
control over him. This antiquated procedure is quite unnecessary in the case

of children or of those who suffer from fairly scvere subnormality. It is also
highly offensive to parents”#*

For severely backward children, learning is achieved by doing, and
instruction confined to classroom periods alone is useless. The basic skills
of normal life are lost if therc is none of the normal setting for practising
them continually. It amounts to psychological malnutrition to place healthy
children in wards of 30 or more, especially when set in institutions for several
hundred, and it is all the more contraindicated for children who are mentall
handicapped. Recommendation number 2 in the Aitken Report!, whic
advises this measure, is therefore unacceptable, as is also its incorporation in
official policy (subsections 23 and 26).

For training and rehabilitation to be achieved, as described in subsection 3,
the residential centre must supply, or have local access to special educational
facilitics, remedial specialists (including speech- and physio-therapists),
occupational instruction, and sheltered workshops. Furthermore, rehabilitation
and successful discharge will depend on thorough integration (administra-
tively, and through social workers, vocational guidance officers, outpatient
clinics) with the ordinary community and its social and medical agencies, its
industry, its voluntary bodies, and its extramural provisions for the mentally
retarded.

10. Extramural Services in the Community Setting

The development of facilities for the non-residential training and care of
the ament and dullard is a conspicuous modern advance that already far
outweighs institutional care in some countries (see subsection 14). That is
the case in Britain. The Royal Commission reports®®: “In the past, treatment
was mainly institutional but now a great deal of medical treatment and social
care is given to mentally ill and mentally defective patients while they
continue to live and work in the general community. Care and training are

9
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provided for many more defectives (children and adults) through community
mental health services than in hospitals. . .”  Tven so, the Royal Conunission
still considered that this rcorientation had not gone far cnough (sce sub-
scction 8).

An extramural mental deficiency service includes the following facilitics:

(a) Mental Deficiency Clinies™ 93464748 ape arranged to supply two
main functions that may be bricfly explained here.  The first is carly dctection
of cases, their psychological assessment, and their prompt introd\.lction to
suitable educational programmes and to remedial treatments organisec both
in the clinic and at home. The sccond is guidance and counselling for the
parents of retarded children.

Casework®®30.51.52 \ith parents is now an established routine for psychia-
tric social workers based on a mental deficiency clinic in the locality. For
the parents of a child who is handicapped (mentally or otherwise), to issuc
a diagnosis and a set of instructions is not enough. Their problems and
difficultics are inevitably complex and emotional, calling for individual under-
standing and trained insicht—more, that is, than plain advice. Periodic
and regular acess to specialist attention and support must be available as
otherwise there is a trail into medical shopping expeditions, from doctor to
doctor, and false hope to [alse hope.

In summary, the overall purpose of the clinic is to supervise the welfare
and obscrve the progress of the ament and young dullard especially. By
providing diagnosis and assessment, parent guidance, out-patient and domi-
ciliary treatment, and supervising social case-workers, and by acting in concert
with other extramural facilities, with gencral practitioners, and with residential
centres, it is one of the hubs of a community mental deficiency service.

(b) Special Education, and Vocational Training Programmes (scc sub-
scction 5).

(c) Sheltered Employment and Sheltered Workshops (sec subsection 5),

(d) Psychiatric Social TWorkers supervise home and industrial adjustment
(especially important for ensuring the success of rchabilitation) and integrate
other services with employers, trade unions, voluntary bodies.

(e) Foster Home Care: An ancient device [or the long-term carc of the
mentally handicapped is the foster home. It is the custom, since the middle
ages, in certain towns and villages in Europe, for the inhabitants to board
and look after such persons, and a practice recently reinvestigated. “Family
carc placement™ has been studied over ten years at the Lapeer State Training
School, 247 patients, mostly with 1.QQ’s under 50, being lodged with volunteer
families in the vicinity. In over two thirds, placement proved lasting and
satisfactory and of those who returned to the institution, less than half were
required to do so on account of any unacceptable behaviour.

The foster home is not only a necessary alternative to institutional care
where that may be contraindicated (subsection 7) but it may also be a
feasible one in a proportion of cases who are too helpless to be managed in
their own families. It is an old avenue to be explored afresh.

We would recommend the establishment of a register of suitable foster
homes.

(f) Parent and Family Organisations—self-help and group work by
volunteer bodies is an indispensible aid to mental health services. We warmly
recommend the constructive aims of the Intellectually Handicapped Children’s
Parents’ Association which parallels similar societies overseas.

10
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II. ExisTinGg MeENTAL DErFICIENCY SERVICES IN NEW ZEALAND

The sources for the information in this survey are,
(1) a return reporting to Parliament on Intellectually Handicapped
Children, signed by the Minister of Health, October 1957.
(2) a letter from the Director, Division of Mental Hygiene, Depart-
ment of Health, July 4, 1958,

(3) a letter from Mr. B. M. Pinder, Senior Inspector of Schools,
May 28, 1958.

(4) statements by Ministers of the Crown, October and November,
1957,

11. Education Department

The services supplied by the Education Department are as follows:

(a) Special Classes for Backward Children.—These are located in ordinary
schools. Adimnission is arranged by six Area Organisers who, with the special
class tcachers, also assist in work of local After-Care (Special Class) Com-
mittecs. These are concerned with the occupational and social adjustment of
school leavers from these classes. Total roll (August, 1957), 784.

(b) Residential Schools for Backward Children.—Otekaike 70, Richmond
32, total roll 122.

(c) Occupation Centres.~—These are for children not capable of benefiting
from cducation in ordinary schools. The minimum roll is 12; the minimum
staffing is two teachers (one tcacher to ten pupils). Seven centres are in
cxistence and six more are planned. Total roll (August, 1957), 244.

(d) Occupation Groups.—These are subsidised by the Education Depart-
ment and staffed and organised by the Intellectually Handicapped Children’s
Parents’ Association. They have five to cleven pupils and operate one to ten
half days per week. So far, twelve such Groups are in operation. Total roll
(August, 1957), 131.

(e) Correspondence School—A special programme for children of Occu-
pation Centre level is offered by the Correspondence School.

(f) Psychological Services.—In six centres, the Education Department’s
Psychological Service offers a “complete diagnosis of the child’s handicap.”

12. Health Department

The services supplied by the Health Department consist of in-patient
accommodation under the Mental Hygiene Division and limited out-patient
facilities.

(a) Mental Hygiene Division.—

Planned to
be enlarged
Beds 1957 to total of
Templeton Farm - - - 432 750
Levin Farm .. . - . 453 750
Nelson " - s o194
Tamariki Ward, Waitati - - 22
Mangere (Auckland) .. as o = ? 750
Orokonui (Seacliff) .. " " - ?
Total in mental deficiency institutions .. 1,101
Other mental hospitals (8/3/58) o 34980

TOTAL mentally deficient persons
under care (as at March 8, 1958) .. 3,081

The total comprises 248 idiots, 1,667 imbeciles, and 1,166 feeble-minded,

Il
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Levin each have a Medical Officer, Training oy,
and Nursing Stafl. A teacher is employed at Nelsop,’
admission of children to the special Institutiong for

Templeton and L
Occupational Therapist,
Priority is given to the
defﬂ‘ém'C& ment policy is to build accommodation for the mentally subnormg)

overn ; '
1y ill.
separate from the mentally . . N -
| b) Out-paticnt Facilities—Cerlain out-patient ﬁnctlétlllg?a lj[:.llrge]y limiteg
<§"1)nno~'tic advice, so we believe, arc provided fm “1()31‘ i]os _Cz;lth Clinia
E(SJ'L\: lti; ﬁumbcr) in pediatric departments 0 tlpu fm avzr:illtabi’ and o
psychiatric clinics in public hospitals (in so far as these ¢ able).

r’

13. Residential and Other Amenities Supplicd by Voluntary Bodies

.P.A., these receive a sypg
1 Stay Homes—Conducted b.y 1H.C - LI sidy
of u(;)l )tt;g ’é(())”pgraécnto;’n approved buildings and hard furmture and 6/- per
day atient until the age of 16 ycars. . . ,
a)lggicll)cncc is limited to two months but a child under 18 years may stay
longer if the Director of the Mental Hygiene Division of the Health DCpart-
ment approves.
(b) “Marylands” Christchurch.—Conducted by Brothers of St. JOhr} o
God for training of fecble-minded (special class level) boys, this home recciveq
a capital subsidy and daily maintenance of 5s. per person. Roll 35,

(c) Hohepa Home, Napier—Rudolf Steiner School. Roll 30. No subsidy,

(d) Corstor phine, Dunedin.—Planned as long stay home for subnormg]
women by the Presbyterian Church. A capital subsidy has been approveqd,

¢) Our Lady's Homes of Compassion.—On 'May 3, 1958, these homes
wcr((: zarinz;g for: )Idiots 3, Imbeciles 13, Feeble-minded 23. Total 39,

(f) Semior Occupation Centres—These arc Lo be conducted by LILCP.A,
for over-18-ycar-olds and they may obtain 50 per cent capital subsidy.

III. SHORTCOMINGS IN THE EXISTING SERVICES

14. Gross Inbalance Between Intramural and Extramural Provisions

The position in this regard is severely out of step with what has already
been achieved clsewhere (subscction 10) and with the contemporary view
(subsection 5) of developments deemed desirable in future planning.

In Britain®, “the majority of defectives who receive care under the
present mental deficiency service receive it in the form of supervision from
the local health authorities while living in the general community, without
compulsory control”. In New Zcaland, the reverse is the case—Secction 11
indicates that whereas over 3,200 are in institutions under the Mental Hygiene
Division and Education Department, there are considerably less than half
this number in attendance at special classes and other extramural centres,

Furthermore, it has been calculated® that if the proposals of the Royal
Commission are put into effect in Britain, some 16,000 patients will be
discharged from mental deficiency institutions, two thirds of these becoming
wage carners living in hostels, leaving 9.7 mental deficiency beds per 10,000
of the population (in New Zcaland the equivalent of 2,231 beds).

In Holland%, where extramural services are advanced, there are only
4,000 defectives in institutions, although the population is over four times
that of New Zealand. On the other hand, 25,000 receive special supervision
In ordinary society—some twenty times the number in this country,

12
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15. Extramural Services Sparse and Uncoordinated

Apart from occupation centres and special classes, these services are severely
inadequate and lack co-ordination, there being no authority responsible for
them. In the organised sense outlined in subsection 10, no extramural
service can be said to exist, although there are some facilitics. Child health
clinics have incufficient stafl to provide the continued support and advice
to the family and the family doctor that is needed in these cases (sub-
section 10a).

The grcatest gaps arc the complete dearth of trained social workert
to facilitate rchabilitation and supervise adjustment, and of any local
residential accommodation fsee below, subsection 21).

A leading educationist writes to us as follows: “Discovery, diagnostic,
and advisory services are patchy and comsequently. on a national basis,
inadequate and of various standards. While one does not want uniformity,

one does look for adequacy. My remarks here refer to both educational-
psychological and medical-psychiatric services.”

16. Insufficient Educational and Training Facilities in the Community Setting

From subsection 11, it emerges that with barely 1,200 places in special
classes and occupational centres, only some 0.2 per cent of the school popula-
tion are being catered for in this way. This is far less either than the 1 per
cent specified in subsection 5a or the 1-2 per cent provided in several
countries} *°,

Vocational training for dullards in adolescence and adulthood, such as
it is, or is proposed (subsections 1ia and 23), is on a most inadequate scale
and the nced for sheltered employment and workshops is almost untouched.

17. Insuffcient Educational and Training Facilities in Residential Institutions

There is a very serious dearth of educational facilities in the Mental
IIyvgienc Division’s institutions. In all these, there is only one trained
teacher in emplovment, despite the evidence below (in subsections 19
and 20) that manv patients are of occupation centre and some are of special
class levels, if not better.

So far as we know, no training school (subsection 5a) seems to be pro-
jected and no professional educationist is involved in the planning of any
teaching programmes. In late 1936. a training programme was introduced
at Levin Farm and carried out with the most praiseworthy enthusiasm by
the Training Officer there, who, however, has no formal qualifications.
Although there are no trained teachers, we saw children in the school room
there functioning at least at special class level. One of these had been
committed to the institution as an idiot at the age of 18 months.

18. Lack of Rehabilitation Programme in Residential Instituiions

Although there is a large proportion of dullards {subsections 19 and 20)
among defectives in institutions. the discharge rate is low and there are
some patients in long term care who could probably be rehabilitated without
difficulty?t.

Planning for discharge and placement appears to be quite scanty. It seems
that discharge seldom occurs unless there is a refusal to certify on the part
of the medical practitioners called in to do so on the patient’s 21st birthday.
We were told of patients who successfully survived this haphazard arrange-
ment, which necessitates their immediate discharge, and who became sworking
citizens through their own efforts subsequently.

13
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n the Mental Hygicne Division mentg]

ial workers 1 : e S :
soci an be no rchabilitation programm,

Grms that there €

on5bc).

The absence of
deficiency institutions con:n
in the proper sense (subsect!

¢ Dullards and Too Isolated
In line with the scrious inadequacy of educational and I'Chabihtaticm

- f institutions is too |
at the turnover ratc o 0 low
tha ) too high. (The latter point jg

19. Institutions Too Custodial fo

rogrammes, it is our vicew
gndnthcir population (of dllecl)ardcsl,zsét) lcast

i ions 14, 20 an .
Clab}?ggt(}%égf;lé)ggc’ﬂg?: vc’arly average of leavers ‘I’l{is .158. '{;hlc turnover
100 beds 1s therefore about five per annum. This is much lower thqn
n England and Wales for 1955, lower stil)

per
e in that year, and the increasing turnover

the national average of nine 1
than the better institutions til}cr

: scction 14). ] ) ‘
s ons is hardly integrated at all with medical

The work of the institutions s _
and other services in the community at large; socially, they are far too [

isolated. . _
l Over 39 per cent of patients under carc arc feeble-minded  (subsection

12a) and this seems to us too high a pr0p04rtlog of du“tar}?;a IAm’ong a I
random sample of patients at Templeton Farm?, 2 pefr cen i “Q s over
65, 14 per cent had 1.Q.’s over 73, and 7 per cent were of normal intelligence—
and the methods of testing made no correction for decline of scores with age.
The educationist, whose letter we quoted in subscction 15, wcnt_on: I
am also concerned about the presence of high grade educable cases in these
institutions along with merely trainable ones. I know that some have per-
sonality difficultics which suggest the need for institutionalisation. I know also
that the presence of some high-grades is useful for the running of the
institution. To what extent the latter is cthically justified, I am not sure.
I do wonder whether all high grades who are in institutions really necd
to be there. I also wonder what cfforts are made to get them into gainful

occupations.”

20. Procedure for Admission to and Reassessment in Institutions Unsatisfactory

No psychological assessment, of a standard acceptable to us, is obligatory
before admission can be arranged to Mental Hygicne Division institutions.
This contrasts with the rigorous psychological testing that routinely must
precede admission to a special class in a day school.

In view of the dangers of too carly institutionalisation (subsection 7), it
is disquicting that 17 per cent of first admissions during 1953-1956 were
under five, and that even of these only 19 per cent were in the severest category
of idiot. Of the total first admissions of all ages between 1953-1956, 39 per
cent were fecble-minded, presumably dullard.

In view of the uncertainties of prognosis (subsection 6), the lack of
any psychological staff to ensurc adequate assessment after admission adds
to this disquiet. It renders regular assessment quite impossible subsequently.

Adequate diagnosis and assessment before admission are not ensured by
present prpccdur_cs2 and proper and regular re-assessment afterwards are not
feasible w1t}.1 existing arrangements. The figures published in the Mental
Health Statistics indicate that higher grade paticnts are admitted too fre-
quently and too young.
havxglggerrllotg]%rsgfn Z\fcr 2Ihcan be admitted to a mental deficiency bed. We
e el ai Saes wtcr_e p?rcnts haye fc_:lt thqmselves forced to appply
their death. with oafiener WP to avoid him being placed later on, after

’ patients certified on account of acute menta] illness.
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21, Residential Amenitics Geographically Inconvenient

Some 1980 of the 3,081 patients under care [or mental deficieney by
the Mental Uygicne Division e not in speeial institutions for the purpose,
Insttad they wedde i the other mental hospitals with the consequence that
a number of children are to be {ound sharing wards with mentally distarbed
Adults. Tn part, this is due, as the Divector informed us, to the wish of
parents o have their childven in whatever institution is nemby so as to
cnable visiting,  Nevertheless, it is o highly unsatisfactory arrangementy not
only for backward childien but {for adult dullards and aments whose special
needs cannot he et if they are seattered about wards for other mental
discases.

The fact is that despite the relatively hich number of heds for mental
deficieney (subseetion 11 the agelomeration ol special beds in three eentres
means that most parts of the comntry have no soitable local provision whatso-
ever for residential accommoedation.  The functions which the modern
institution must serve (subsection M cannot be met.

The need for local provision is brought out by the expert committee of
W.H.O.90“hospitals should be within easy travelling distance of the com-
mnmty whost needs thev serve. Every effort should be made to provide
transport which will enable parents to visit their children,  Instituttons in
rmote parts of the country have difficulties in maintaining contacts with
home and with wellare agencies”.

2] gy ’
22. Dearth of Professional Personnel

*‘\P’!rt from the severe lack of psychiatiic social workers already
emphasised. there is in New Zealand very little professional specinlisation
on the educational side of mental deficieney and even less on the medical
side. Lovin and Templeton Farms each have no more than one doctor:
neith®r has (rained teachers, clinical psychologists, physiotherapists, speech
therapists.

Among the most urgent needs is trained workers in this field and
we consider that expenditure on this rather than on enlarging the Mental
Hygicne Division’s institutions should receive first priovity.

One physician wrote to us, concerning Levin Farm: “One doctor to 500
mentally sick children is not only inadequate, it is pathetic. As a result it
is inevitable that physical illness in these children veceives sub-standard
treatment . . . and public indignation could be casily avoused. However,
even worse than this is the [urther consequence that a child might well be
admitted . . . whose brain is potentially normal . . . what possibility would
there be of the mistake being detected ?”

IV. ArrraisaL or OrricialL PoLicy

23. The Aitken Report®

The Return in which the Minister of Health reported to Parliament in
October 1957 makes it clear that the Aitken Report is the basis of official
policy and much public expenditure. “With the proposed legislation at
present before the House, all the recommendations of the Consultative Com-
mittee are being implemented . . . apart from this need for further (residen-
tial) accommodation, which is being met as quickly as possible, it appecars
that the demands have been met”.
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We have a number of eriticisms of this document:

(a) Out of Touch With Contemporary Idecas—There is no hint in the
report of the stream of new ideas, inquiries, publications, and programmes
in this ficld overseas. Indeed the only reference to any community studies
clsewhere is a single item from a British Committec in 1929%9, while through.
out its 43 pages, the word ‘“rchabilitation” is not mentioned once—a
remarkable omission,

(b) Mistaken Ouver-emphasis on Institutional Care—This emerges in the
Cognmittcc’s findings, such as paragraph 51: “We conclude that the only
satisfactory policy is the provision of good residential institutions, wel]
cquipped and well staffed, for the greater majority of imbecile children, and
the encouragement of parents to place their children therein at the age of
about five” (this latter rccommendation has been rejected by us in sub.
sections 6 and 7), and paragraph 58, “once the institution has accepted
responsibility for an imbecile child, it should be prepared to look after him
for the rest of his life”.
. All this appears to be based on a conclusion stated in paragraph 49;
Nearly all imbecile children who survive into adult life will cventually have
to be cared for in institutions when their parents are no longer able to look
alter them.” Apart from the independability of prognosis already mentioned
hcre‘ .(subscction 6) this statement is quite crroncous. In modern com.-
munities one half to three-quarters of the ament population survive without
Institutional care at any timell, 15,60,

(¢) Main Recommendations Impracticable—Thesc recommendations are
not only out of harmony with modern knowledge (subsection 8), but as
quoted above arc impracticable. In subsection 3, we point out that the
Aitken Report greatly under-cstimates the likely incidence of aments in
New Zealand. Even if the present 3,000-odd beds were to be cleared of
their 37 per cent dullards (subsection 19) and used exclusively for aments,
another 3,000 beds in addition would still scarcely meet all the 6,800 that
we calculate to be living throughout New Zealand.

Morcover, in paragraph 57 of their Report, it emerges that the Aitken
Committee did not even envisage that the institutional accommodation it
proposed should be exclusively used in this way for aments—they advise
that no less than 25 per cent of the beds be for feeble-minded.

At only £1,500 per bed (now a gross underestimate) the capital cost
of 3,000 would be £4.5 million, and their annual maintenance some £1.7
million per annum (i.e., at the present annual cost per bed in Levin Farm
of £475 plus interest on capital outlay per bed at 5 per cent, £75).

Even if the country could afford such an enterprise we strongly belicve
that it would be well advised not to do so.

(d) Type of Institutional Care Recommended is Antiquated.—The Com-
mittee in paragraph 53 of its Report specifically rejected smaller groupings or
homes, and in paragraph 57, advised residential units of 30 in large institutions
of 400 to 600. This is out of date, and psychiatric knowledge today emphasi-
ses (subsections 9, 25, 26) small units singly as hostels or set in small
institutions. Furthermore, this advice of the Committee for the agglomeration
of beds in few large institutions ignores the geographical needs of the popula-
tion for conveniently local accommodation (subsection 21) and would
heighten the prevailing social isolation and custodial nature of the residential

Institutions.

(e) Failure to Appreciate Remedial Possibilities—As already remarked
above the Committee makes no mention of rehabilitation and appears to have
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accepted profoundly pessimistic ideas, taking no account of therapeutic
advances elsewhere.

Thus the need {or day Occupation Centres, run by the Education
Department, was only adopted reluctantly in paragraph 61 “hecause some
parents will prefer to keep their children at home” and “because good
institutional provision is likely to lag behind the demand for it”. However,
the necessity for any special course of training for the stall' of occupation
centres, which was suggested to the Committee, was rejected in paragraph
61b). Speech therapy, they declared, “had little or nothing to contribute
to the development of speech in lower grade mental delectives” (paragraph
70), while in onc blanket pronouncement (paragraph 71), occupational
therapists, handicraft teachers. physical educationists were all found to have
only a limited contribution. Their employment at Occupation Centres or
residential institutions is declared to be unnecessary, though somewhat
grudgingly, the Committee agreed they might visit occasionally and that a
large institution might “possibly” have a place for an occupational therapist.

24. Outline of the Building Programme of the Mental Hygiene Division

The Minister of Health’s Return to Parliament in October, 1957 (quoted
above in Section IT) describes the projected capital expenditure from 1957 to
1960 of £1.113,780 on buildings at Levin Farm and Templeton. Alrcady 200
new beds at Levin had recently been completed and 200 more were now to
be started, with 150 new beds and an admission block (presumably contain-
" ing more beds) for Templeton in 1959. Not included in this expenditure
is a new institution (probably with 750 beds) in Auckland, for which 126
acres at Mangere had recently been purchased for £40,000. We estimate
that capital outlay in the region of £3.000.000 will be required for this
institution, a vast expenditure which we firmly regard as unjustifiable (sub-
sections 25, 26). Morcover, we feel that the needs of more persons could
be met by the modern approach (Section V), and that any money to be
spent should provide for trained personnel rather than more buildings. For
Auckland a pilot scheme (see below Section VI f) along modern lines would
be far more worthwhile at this time.

By contrast with this very heavy expenditure on intramural accommoda-
tion in the Mental Hygiene Division’s institutions, capital subsidies to
Short Stay Homes (see above subsection 13a), and capital expenditure by
the Education Department on Occupation Centres (see above subsection 11c)
over the previous seven years was only £50,000. Also in 1957-58, the
annual expenditure (excluding the cost of these buildings) by the Education
Department on intellectually handicapped children was a mere £36,000,
admittedly a 400 per cent increase on 1949, but still no more than, at 1957
prices, would just maintain 75 residents at Levin—a trifle compared to the

number of aments (let alone dullards) in nced of facilities in the outside
community.

25. Criticism of the Programme ! —Its Misguided Emphasis on Beds

We have alrcadv made it clear that there is a gross deficiency in the
extramural services in this country and implied that there is an outstanding
need for these to be developed rather than for mental institutions to be
immediately enlarged by several hundred beds (subsections 6, 7, 8, 10, 23b).

Our elementary computations suggest (subsections 3 and 23c) that
even twon or three thousand more beds would not really cater for the aments

in the population (let alone dullards) and the several hundreds planned are
scarcely likely to do so at all.

17
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If it be argued that there is an urgent waiting list of the severest, ]owc:ct
erade. and most helpless aments, it remains a fact, as we have indicated in
subsections 19 and 20, that dullards form 37 per cent of deflectives in
institutions and 39 pcr‘ cent of those being admitted. Even among under
10's, the admissions for 1953-1936 included only 19.7 per cent of idiots (52

out of 264). the rest being of a higher grade. . isionS! |
Although the Deputy Dircctor of the Mcntnl_ Hyglc_nc Division®! has
stated that “institutions are overcrowded and waiting lists arc long and

waiting times are over three vears”. his conclusion that “there 1s an =
mediate need for another mental deficiency colony” does not necessarily
follow. A rehabilitation programmnie, as we have indicated, w1_ll liberate b_eds,
and an extramural service with revision of the admission policy (subsections
5, 6. 14, and 20) will reduce the waiting list. :

In fact. there is no information, aside from admissions (subsection 20),
as to what the composition of the waiting list may be. Nor is there any
information of any dctailed and scientific kind as to the pathology f‘nd
psvychological maké-up of the institutional population of mcnﬁal dcfcctlycs
in New Zealand (what little there is has been quoted before®:%:62). Learning
from a visit by some of us there that certain cascs at Levin Farm had recently
undergone testing by a psychologist visiting from the Education Department,
we approached tlie appropriate Departmental officer for his findings. The
letter in reply statesS3: “For a number of reasons, it is inappropriate for us to
obtain the figures vou have inquired about even for our own use, in the
meantime . . . ” and we were advised to inquire of the Director of the
Mental Hygiene Division. This we did in a letter of October 13, but have
received no reply. We are unable to see any justification for technical
information of this simple kind cither being svithheld from this B.M.A.
Subcommittee or being “inappropriate” for the Education Department to use.

In view of the lack of any satisfactory data both as to the category of
cascs at present in institutions and the composition of their waiting list,
it appears reasonable to advise that a survev by an independent, scientific
tcam (sponsored by the Medical Rescarch Council or the Otago Medical
School) be made to discover the facts first before embarking on any great
expenditure on more beds in large institutions.

This appears particularly prudent when such a plan goes in the reverse
direction to modern developments and policies overseas (subsections 8, 9, 10).

26. Criticism of the Programme 2.—Mistaken Preference for Large Institutions

The insistent favour for large institutions has alrcady been touched upon
(subscctinn 23d) but requires some closer criticism. This aspect of the
Aitken Report as the inspiration of official policy is underscored by the
Director of the Mental Hyygiene Division in his Annual Report, 1956:
“By and large, it can be said that the intellectually handicapped are happier
amongst their own. They enjoy a community life in which the competition
and the striving is not too great for their intellectual capacity. This can
be achieved by residence in colonies much larger in size than is often
contended. After vears of experience, this Division still holds the view
that the colony of 750 gives a much wider scope for these “children” and
a much happier environment than the restrictions imposed by a smaller one.”

The structure and staffing of existing institutions (subscctions 19 and 22)
do not permit the experience on which modern developments arc based.
We have indicated before, in subsection 9, that to come up to standard,
a residential institution must not be too large and that it must be inteerated
with the community and have its extramural services. Also, we have p%inted
out in subsections 17 to 21 that the existing institutions are not properly
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intecrated i this way, heing oo socially isolated. As any special rc'sidcntin[
-.\_(cnm'n‘l(\d.lll\\ll‘lS- concentrated in two centres, the outeome is that neighbour-
poods distant from these lh.\\‘v alnost no provision at all for 10(.3.] needs,
aud many patients are quite unsuitably placed in mental hospitals m order
ot 1o make visits by thene relatives jmpossible, .

The superiority of the neighbowhood hostels and other small units 1s
pot onlv Volten contended™, as the above quotation sugeests, but s the
considerad opiton ot werld wide autherity, The necessity and pl‘acll(.‘ahl}'
of small units and cottage type care comes from the established experience
of internationally” famous fostitutions such as the Vinelind Training School
and Letchworth Village, founded respectively in 1888 and 1908.

The W.H.O. Expert Subcommittee!® advises. “Hospitals should be divided
mto small units o Tocated o close to wrban arcas . . . within easy
(rvelling distance ef the community whese needs they serve . . . Institutions
in remote parts of the country have difficulties in maintaining contacts with
howe and with welfare agencies™,

The British Nedical Rescarch Council workers® studying methods for
rehabilitating mental defectives flatly state, “In our view, large institutions
are unsatisfactory places for training.”

The British Roval Commission® s equally emphatic: “Many persons now
classified as imbeciles and the majoritv: of those now classified as feeble-
minded are able to live in the general community with relatives or friends
and are accustomed to mix and work with other people; if their relatives
or friends die. or hecome unable to give them a home any longer, they nced
to be provided with a home . . . if otherwise suitable to live in a local
authority’s welfare home, they should be accepted there and not sent to
a mental deficiency hospital where they will be largely cut off”  Again,
the Commission states: “for those who cannot live with their own relatives,
1t is considered more appropriate to provide residential homes in towns and
villages, with as many as possible of the residents working in normal employ-
ment. and the others having suitable occupation either in the homes or hostels
themselves or in some form of sheltered emplovment or occupation centre.”

And to this the Report adds: “Residential homes provided by the local
authorities should not be large institutions. Twenty to thirty residents might
be a normal size . . . thev should not be in isolated places, but in or near
enouch to towns or villages for the residents to participate in the life
of the general community as far as they are able.”

As for the view quoted that mental defectives are “happier among their
own”, which also figures in paragraph 49 of the Aitken Report, we know
of no scientific evidence for it. As the Roval Commission states, and as
we indicate in subsection 23b. most aments, so far as is known, never
enter institutions. It has never been demonstrated that they are or would
be better adjusted in institutions, and there are, in fact, studies to the
contrary showing that they tend to be quite happy outside (in addition to
the prognostic studies referred to in subsection 6). A Commission of the
Massachusetts Legislature®, for example, found that severely retarded children
whe are kept in the community are trained to carry out simple tasks. to
work in a group. and to develop a modicum of socially acceptable behaviour.

The finding that aments do well in their own homes is brought out in an

extensive and very important investigation®® into the adjustment of severely
retarded adults in the community. This work was conducted by a university
team including trained social workers on behalf of the New York State
health authorities and confined itself to persons of I1.Q. below 55, Data for 2,640
individuals. first observed in childhood. and now aged 17 to 40, were obtained.
Of these only 26 per cent had been institutionalised and a significant discovery
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and in cmotional conflict; the defective
an institution as in warm, closely
o have made good adjustments

was that where familics were tense and
child was thrice as likely to be placed in
knit families. Most patients were considered { l N,
in their home environment; 75 per cent of 'th}‘ parents felt that tlc[)lwuc
casy to get on with, created no major difficultics, and could salely be
left alonc; and 27 per cent worked for some payment. The mfljorlty of
parents had given thought to the future and 80 per cent hoped or planned
for the patient to remain in the community. =

In this countrv, most aments reside outside Institutions anc! do not
receive any special facilities for their care. We recommend that an investiga-
tion similar to this one in New York, be undertaken here into the condition

of aments in the general community.

V. OUTLINE oF A CoMMUNITY SERVICE FOR MENTAL DEFICIENCY

For the nceds of this country, the planning of a mental deficiency service
has to take special account of there being a very small population with many
towns that arc widely scattered geographically. This does not allow of
duplication of facilitics and in any neighbourhood, they should be shared by
and cqually accessible to patients cither under residential care or living in the
outside community. Local administration of intramural and extramural
services would be nccessary for this as well as more cfficient in other ways.

The diagram illustrates that the patient, who may be in onc of three
locations (at home, in outside placement, or in an institution), must have
access to three kinds of provision. These services are indicated on the diagram
as “clinical”, “training”, and “vocational”, and they include certain facilities
listed there in cach group.

In the main we cnvisage that thesc three categories of services would be
predominantly extramural in sctting (i.c., that patients in institutions or
otherwise under care away from home, would go “out” to them daily). In
some cases, institutions would contain these facilitics within their precincts
and then patients resident in the locality would come “in” to them daily.

The most significant novelty in the service proposed would be the growth
of a number of modest country-house type® institutions to cater for patients
nceding residential care. These would be dispersed throughout the country
to meet local nceds, to avoid separation from the family, and to permit both
continued participation in community life and gradual rehabilitation of many
cases to independence in it. Such institutions would comply with the modern
deveclopments in mental deficiency practice specified in this report and with
the rccommendations of the British Royal Commisssion (in particular, see
subsection 26).

Crawford, who speaks with experience of them says®” that “by the
placement in strategic areas of country house establishments, minimally
staffed and cquipped . . . (patients) whose home care had deteriorated or
ceased could be cared for. With only slight support and supervision they
can minister to their own daily wants and possibly staff a sheltered workshop™.

In our view, for New Zealand, small residential centres of this kind are
much more appropriate than large institutions. They would be readily
available through the purchasc and conversion of older properties and
they would scrve as a point of intersection for the various medical, educa-
tional, and remcdial scrvices, as a hase for social workers, and as a focus
for the surrounding community, its voluntary bodies, and parents’ organisa-
tions. Medical care could come from general physicians and nursing could
be organised by a gencral trained resident matron, utilising local unskilled
and patient labour, and part-time assistance from relatives and other
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interested persons. Staffing of this kind is a realistic possibility and makes no
demand for the very specialised experts necessary for the large institution.

Tor the chnical services listed in the diagram we would envisage padiatric
or psychiatric clinics in general hospitals with some diagnostic beds, and the
sersonnel listed under “orgaunisation”.

In the administration of the service there should be considerable loFal
autonomys ,“'”h perhaps joint sub-committees of hospital and education
poards. stiffened with parents, voluntary bodies, medical and other prof.es-
onal workers. and possessing statutory powers. Any central co-ordination
would be in the hands of th‘c Education Department. Two considerations
in particular have led to this view. One is that the medico-pathological
aspect of mental d(‘ﬁC}("’“CY. 15 relatively confined and that in its management
cducation and rchabilitation loom large; the other is the fact that the
Education Department already supplies some extramural facilities in 1ts
occupmi01_1 centres, spcc1_al classes, and psychological service,‘and its activities
are traditionally rooted in the ordinary life of the community.

VI. SUMMARY AND RECOMMENDATIONS

Here we list our findings and the recommendations we have made so far,
together with a few others in addition. These are not given in any order
of importance.

(a) Recommended Nomenclature

The terms “mental deficiency” and “congenital mental deficiency”
(“C.M.D.”) are not medical diagnoses in the proper sense. They should no
longer be used as such, unless further qualified. The terms “ament” and
“dullard” should come into general use and the terms “idiot”, “imbecile”,
and “feeble-minded” should be discarded (subsections 1, 2).

(b) Modecrn Practice in Mental Deficiency

Plans and policies for the mental deficiency services must take account
of the following:

(1) The capacities of dullards and aments are greater than has tradi-
tionally been supposed. This refers both to their potential for useful employ-
ment and for social adjustment (subsections 4, 5, 6, 26).

(2) Full training and rehabilitation of dullards and some aments, and
useful training of most aments can now be based on established principles
and experience. These include educational programmes from early childhood,
and vocational training in adolescence and adulthood, which require special
schooling facilities, sheltered workshops and employment, and supervising
social workers for cases in the ordinary community and in residential institu-
tions (subsections 4a, 5, 9, 10a,b,c).

(3) The prognosis of mental defect is uncertain and unreliable, especially
in children, and even more so in young children. Institutional adrnission
may be dangerous if it is too carly and we regret the general recommendation
in the Aitken Report that children be admitted as a rule at the age of five
to this country’s institutions (subsections 6, 7).

(4) Skilled and elaborate padiatric and psychological investigation, before
admission, with repeated reassessment afterwards, should be mandatory.
Isolated intelligence tests by untrained testers (whether medical or other
personnel) do not meet these requirements (subsections 6, 13, 20). The
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existing procedures for admission and subsequent asscssment are by U
standards, highly unsatisfactory. P
(5) There is a worldwide shift of favour away [rom institutional care for the
mentally ill and mentally delective and towards cxl’_’"mum] SCWICCZS o
taining the patient in the ordinary community (Sl‘b-“UC“O”S.E},’ 10, 745 ©6). X

(6) Extramural community services should include clinics (for d;:ll‘ccuon
and assessment ol cases, supplying remedial Il'cau}wnts,_and 03}“?59 ] .0{
parents), ‘eunidance and supervision by psychiatric socm! b b ‘Cls’f spglqla
cducational and vocational training programmes, cconomic aid 1o ERriiles,
foster home care in selected instances, and should encourage voluntary organisa-
tions of parents (subscctions 8, 10). .

(7) Residential institutions should scrve three funcpons-—Short tcm_ll care
with rehabilitation; bricl and promptly available care in the evcr.lt.of 1hiesy,
domestic crisis, and family holidays: long term care and traming for a
proportion of aments, who nevertheless should remain casily accessible to
their familics to whom they belong (subsection 9).

Residential institutions should not be large and they s}‘lould supply E
hostel atmosphere for adults, and a small group or cottage setting for children
(subscctions 9, 26). ) .

Residential institutions should either supply special cducation, remedial
specialists, vocational training, sheltered workshops, or have access to them
in the extramural services in the neiohbourhood. Their functioning sl_loul.d
be well integrated with the latter, especially through the agency of psychiatric
social workers (subscctions 5, 9, 21, 26).

(c) The Existing Services

In New Zealand, there are probably about 6,800 aments and 50,000
dullards. The estimates in the Aitken Report on which Government policy
has been based are much too low (subsections 3, 23c).

The existing mental deficiency services supplied by the Education Depart-
ment, Health Department, and voluntary bodies are listed. These include
over 3,000 beds for mentally defective patients in Mental Hygiene Division
Institutions, 122 places in residential schools, and about 200 residential places,
short and long stay, maintained by voluntary organisations. Some clinical
services are rendered at Child Health Clinics and a few psychiatric out-
patient departments. There arc about 1,200 children receiving education in
special classes. occupation centres and occupation groups and some adults
attending senior occupation centres and occupation groups (subsections 11,

12, 13).

(d) T heir Shortcomings

(1) The Extramural Services—There is a gross imbalance between the
intramural and extramural provisions and in this respect New Zealand is
already lagging far Eehind some other countries. The ratio between the two
here is the very reverse, in fact, of what would be desirable in the future
(subsection 14).

The extramural services are sparse and unco-ordinated, clinical facilities
being insufficient to supply the continued support and advice needed by
patients and their family doctors (subsection 15). We would suggest here
that there is much to be said for making amentia a notifiable condition.

In the community sctting, special education facilities are insufficient and
vocational training and sheltered employment are entirely inadequate (sub-
section 16). They might be promoted by the establishment of a disabled
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persons register and an obligation on employers to take a proportion of
handicapped persons.

(2) Institutions.—In the institutional setting, educational and training
facilitics are all more severely inadequate still and there is no proper rehabilita-
tion programme (subscctions 17, 18 19),

Institutions are too isolated socially and scarcely integrated with medical
and other social services in the community (subsections 19, 21).
Too high a proportion (37 per cent) of patients in residential care are

flullards :md. their treatment in the absence of a rehabilitation programme,
i1s too custodial (subsection 19)

While the number of institutional places may be sufficient, or even per-
haps more than sufficient, the agglomeration of special facilities in two or
threc- centres means that most parts of the country have no suitable local
provision for.rcsidcnlial accommodation. One conscquence is that most
persons in residential care on account of defective intelligence are scattered
in hospitals for the mentally ill. Neither for backward children nor adults
is this acceptable as satisfactory (subsection 21).

The procedure for admission to institutions, as already noted, is unsatis-
factory and such arrangements as there may be for subsequent re-assessment
are entively inadequate. At present, too high a proportion of admissions are
dullards; probably too high a proportion are admitted early as young children;
and we note that even for under fives admitted for the first time between
1933 and 1956 inclusive, only 19 per cent were of the severest category (viz.,
“idiot”). The bar to first admission for mental deficiency after the age of
21 is an anomaly and occasionally precipitates admission before it is really
required (subsection 20).

The present procedure for institutional admission by medical certification
and judicial committal is unsuitable for the requirements already specified
above, hazardous for the patient, not protective of his interests, and offensive
to relatives. It should be discarded and the actual process of admission should
be informal. Any nccessary reform of the law to bring this about should be
pursued (subsections 6, 9, 20).

(3) Professional Staff —There is a dearth of appropriately trained person-
nel, and cspecially of social workers. Also institutions lack trained teachers,
clinical psvchologists, remedial therapists. Their medical staffing is absolutely
inadequate (subsection 22).

(e) Official Policies and Plans

The basis of official policy is the Aitken Report of 1953. This document
is out of touch with contemporary ideas, and contains an erroneous and
extreme over-emphasis on institutional care its recommendations for which,
in face of the size of the problem, are impracticable. The type of institutional
arrangements it advises is antiquated and it appraises remedial methods too
pessimistically (subsection 23).

The building programme (over £1 million) of the Mental Hygiene
Division, at present in hand, is outlined. By contrast, the Government’s
expenditure on extramural education and training facilities is low and in extreme
disproportion. The new institution proposed in Auckland would, we estimate, cost
some £3 million in capital outlay alone—an expenditure we find unjustifiable,
if not pointless in the light of present knowledge (subsection 24).

Official policy has a misguided emphasis on extending residential accom-
modation and a mistaken preference for large institutions. Both are opposite
in direction to modern opinion and to trends elsewhere (subsections 25, 26).
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(f) Recommendations .
. - ., 1 .

It is our view that the naticn's plans and Cl\llc“d’:l“i,]lﬁcthl fvgd]igc rdc\.,lscd

so as to conform with the madern developments to ave drawp

: . recommendations, such as ¢
. : ; 4. Qertain of our rcco L2 hat
attention in this Report. C that the procedure for admission

amentia be made a notifiable discase, " 15 )
institutions and subsequent reassessinents be d]]~a\S[cllcallhzlcr:C:t‘i(igd ﬂar;)do Vthat a
Disabled Persons Register be established have already ) ¢, and
others now follow. = ) .
There are no scientific data as to the patf}ologlﬂal a“g P;} Ct};:::loglc’at]' make.
up of mentally deficient persons in rCSIdcntlall caxcbz::rén Saincd ]:;;(1:; m}g ll§t
of institutions. A little information appears to havec S Y but it
was not made available to us. . P .
Before there be any further great cxgcndltl}rc ti%’; t::e'lsrlr?c(r!lsgiic?tl:(llglglg)s’
0 s n < g
such data 1ld be obtained by an independent scientihic ] :
ST e : o the situation of aments in the

An investigation is also recommended int 1
: eside (subsection 26).

outside community, where most of them r )
c Y, ion in mental deficiency. In undey.

There is a need for medical instruct: 3 tal defict
graduate teaching, more attention should be paid to men cficiency,

A postgraduate course in the subject should .be planned and, n t.he Mmean-
time, training overseas should be made nvallato)le. A tramning programme
should also be initiated to provide other PrOfCSSIOr,’a] personnel in the field,
viz., psychiatric social workers, clinical psychologists, teachers, speech and
occupational therapists. . . ’

\{;C recommendpa community service along lines described in Section V.
There would he an expansion of extramural services with the aim of rehabili-
tating dullards and supporting aments in ordinary society; cascs requiring
residential care would receive it in neighbourhood hostels or large houses
converted for the purpose; there would be an emphasis in expenditure on trained
personnel rather than on erecting institution buildings; and there would be
greatly expanded participation by general practitioners and the educational
profession.

The need for residential accommodation in this country should be met
by small neighbourhood hostels and not by enlarging the alrcady too large
institutions. Such hostels would cater for adults who could work locally for
a wage as well as for children. Thus the cost to the community of residential
care would be reduced (subsection 26, and Section V).

To encourage and facilitate extramural care in the interests of the patient,
and to discourage too carly admission to institutions we advise:

(a) The payment of extra child allowances to mothers of aments—a
measure that is, incidentally cheaper than maintenance in a hospital.

(b) Realistic levels of payment for foster mothers.

(c) A register of suitable foster homes (subsections 7, 8, 10).

Throughout this report we quotc opinions of accepted authorities in this
field in support of this approach and remarking on its economy in comparison
to institutional treatment. Instead of the large institution proposed at Mangere,
Auckland, costing some millions of pounds, we suggest a pilot scheme there
based on the above principles with a hostel, sheltered workshop, training and
education centre, scrving the general community.

_ The community service, as envisaged in Section V would be administered
with considerable local autonomy and with the participation of voluntary
bodies, parents, medical and other professional workers, as well as representa-
tives of hospital and education boards. Any central co-ordination would be
through the Education Department while special facilities in any locality
would be equally accessible to paticnts in residential care and living in the
outside world. Predommantly, the services would be extramural,

24

Scanned with CamScanner



JBUUBISWED) Y}IM paLUuUEDg

9

Short Stay

(Rchabilitation,
sickness, family
holidays, etc.)

Permanent
Care
(some aments)

Temporary Stay

for readjust-
ment and
rehabilitation
{some dullards
and some
aments)

LocaTioNn

AT HOME

ACCEss To
SERVICEsS

OUTSIDE
PLACEMENT
{boarding out;
foster-family;
family-type
residential
centre;
hostel)

“INSTITUTION”

{Country-house

type)

For children:
Residential
School

For adults:
Hostel

Admission—

Informal and
Voluntary

(in special cases
\ the powers of
the Child
Welfare Acts
could be
invoked)

SERVIGES
REQUIRED

CLINICAL

Ascertainment,
assessment,
diagnosis
Parent guidancc
Remedial therapy—
specch, physio, ctc.

TRAINING
Education and training
1. nurzery level
. junior class

2
3. special classes
at normal schools

4. vocational centrcs
to age 18

VOCATIONAL

Sheltered workshops
Sheltered employment

Cases with other special requirements,
in addition
1. With multiple handicaps — spasticity,
visual defect, etc.

2. With disturbed behaviour — overlap
with needs of emotionally disturbed
children in general (N.Z. needs spec-
ial residential school or two).

SETTING

EXTRAMURAL
MAINLY

> SOMETIMES
INTRAMURAL
(but available

then to cases in
outside
neighbourhood)

ORCANISATION

I. EXTRAMURAL

Clinical centred and
scrvice aclminis-
Educational [tecred
service locally
To include:

Clinics with some available
diagnostic beds

Small residential centres
(big old houscs)

Staff

G.P.
Pxdiatric
Psychiatric
Educational
Psychol.

P.S.W. |
Specch therapy
Physio. | Full-
Teachers’ time
Occupational,

ctc. )

Part-
time

Al

II. INTRAMURAL

(a) Existing institutions
integrated with and
administered locally
as above.

(b) Country house type of
institution.
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