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ABSTRACT

This paper examines the current socio-political language in the formula-
tion of mental health policy in Ontanc and Quebec, * Before long,"" coherent
and rational policy has been promised in each province 1o “‘solve’’ today's
mental health erisis—often identified as that of “deinstitutionalization."
However, there is not just one view, Here, we examine the arguments
presented in the form of briefs, reports, and working documents on the part
of mental health professionals, governments and unions, patient groups, and
volunieer organizations in both provinces, We analyze the areas of con-
vergence and divergence and attempt to make sense of this mass of material
0 imporiant in the formulation of a sensible and sensitive government policy
of dction.

INTRODUCTION

Social policy formation, whatever one may wish or pretend it to be, is seldom
a rational affair. Social problems are not simply studied, analyzed, and then
acted upon in a “'sociologically astute” manner. In the field of mental health, as
in virtually every area of government policy, pressure groups exert their influence
on government; each group possessing their own beliefs, conceptions of *‘ra-
tionality,”” and *‘obvious’ paths for action.

In this paper the current socio-political language in the formulation of men-
tal health policy in Ontario and Quebec will be examined, The object of concern
15 the making of a reform—of a new **new era'" to follow the old **new era'’ of ir-
responsible and unprepared deinstitutionalization. In Quebec, an official, true-
to-form mental health policy has been promised **before long,"" **to solve today's
mental health crisis.”” While in Ontario an officially legislated policy is not on the
immediate agenda, the search has been on since the late 19705 for a comprehen-
sive '*framework for planning”® which will identify appropriate lines of direction
for the articulation of policy. The call is for a unified, comprehensive, coherent,
and rational approach, yet there is not just one view or conception of wisdom.

We will examine some of the key arguments, beliefs, and models pre-

sented to “‘convince’; in the form of briefs, reports, and working documents
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from a varety of groups which have been designated or have taken upon
themselves the role of **policy influencers,” What language do they use in their
attempts to influence the political will? What ideals do they appeal to? What
premises do they start with? What issues do they focus on? What theorics do they
propose? Where are some of the convergences and divergences? The 1980s have
until now been rich in what we will call invellectual cogitation over m ental health.
This overview of a mass of documents—each written with conviction, and often
with as much emotion as reason—will, it is hoped, provide some insight into two
very different ways ol approaching the making of menial health policy.

REFORM OR PROGRESS? THE POWER OF IDEAS

Reform, says David Rothman (1980), is the designation that each generation
gives to its favourite programs. Indeed, all new measures, especially those which
carry strong emotional intensity, carry that label, and their enactment is seen as
being synonymous with progress. However, the truth that reformists proclaim
one day may very well be labelled heresy soon afterward. For reforms are based
on strong-held beliefs and values, on theories which provide definitions of the
situation, goals, justifications, and models for action (Boudreau, 1980, 1984;
Schon, 1971). These theories provide the intellectual, moral, and emotional
pressure required to convince, And convincing is the name of the game, Theories
which call on noble sentiments, such as respect for human rights and personal
dignity, and at the same time aptly fit the needs and interests of the prevailing
socio-cconomic conlext, provide the political arena with enough energy 10 over-
come resistances and become of ficial policy. They then appear as such logical, ap-
propriate, self-evident truths that very few would dare submit them to close
scrutiny for fear of being labelled anti-social or anti-humanitarian. Soon these
ideas become a routinized fact of the social ethos. They guide our perceplions,
reduce our ethical dilemmas, and provide needed explanations in our “*habitual
rounds of activity’* (Marchak, 1981, p. 1) until highly contradictory evidence or &
sequence of disturbing events (Schon, 1971) outruns them and precipitates a siate
of crisis. The need then arises for new theories, intellectual reconceplualization,
and maodels for action.

This process is by now a familiar one to observers and analysts of the many
reforms undergone in the management of people who society has labelled in-
sane, mentally/psychologically ill, or more recently, the psychiatrized. From
milieu therapy to community therapy, from institutionalization to deinstitu-
lionalization, each of these reforms was based on highly convincing theory; each
one was defined as progress, a step forward, away from a dehumanizing,
shameful past toward a humanitarian and just future,

Deinstitutionalization and its corollary community mental health have been
called The Third, and even The Fourth Revolution—the enlightened one,
legitimated by the belief that **it is desirable that individuals, to the exient possi-
ble, live independently, assume responsibility and show a desire to adjust 1o com-
munity living'* (Mechanic, 1980, p. 166). Now it is referred to at best as an in-
complete revolution and at worst an *‘abdication of responsibility’” (McKinley,
1981, p. 229), though not yet a heresy.
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DEINSTITUTIONALIZATION:
AN UNSUBSTANTIATED HYPOTHESIS

11 is now clear that the body of theory which in the early 1960s had made the
project 50 very convincing and irresistible, has shown itself to have been an inade-
quate guide to fulfilling all its promises: more humane, just, effective, normaliz-
ing, rational, dignified, therapeutic, and, it was argued, economical care of the
mentally ill. Community living (as though it meant community care, or even bet-
ter, community support) was deemed by definition to be preferable to institu-
tional “*care,”” whatever that may have meant. As an hypothesis which needed to
be tested, deinstitutionalization was mistakenly understood as a political verity,
an extremely convement truth that needed no verification.

For a time, following a purely productivist logic, statistics on dehospitaliza-
tion in lieu of deinstitutionalization appeared convincing. As the belief became a
more routinized policy, and with the tight-money economics providing the under-
writing, fiscal logic gained precedence over therapeutic logic, and as we know,
massive discharges took place before quality community care was available. We
will not join here the debate as to whether the theory of deinstitutionalization
originally stemmed from a ‘*basically'* humanitarian or, rather, a more **basely’’
economic consideration, or from a mixture of both, Motives are never simple and
are almost always mixed, The key to successful convincing, however, is that
motives must appear straightforward, logical, acceptable to human sensitivities,
and speak the language of justice.

We know now, and have known for many years, that deinstitutionalization
does not necessarily alleviate patient dehumanizing, that community life is not,
by definition, rehahilitative and normalizing, and that the personal, family, and
social costs of community care have been grossly underestimated. We also know,
however, that deinstitutionalization is to remain on our policymakers’ agenda as
a necessary, though insufficient, means for improving the mental health care
sysiem. MNo strategic retreat seems possible or desirable, though there are calls,
especially on the part of employees’ unions and on the part of involved families,
for a temporary moratorium,

The policy is in the process of being reconceptualized. A reform of the
reform has been promised. The theory, in essence, has been accepted by all in-
terested parties, as sensible and rational. The challenge 15 1o make it so in actual
design and practice.

NO ULTIMATE WISDOM . . .

Sadly enough, there is no source of ultimate wisdom on the guestion of
design, nor is there any consensus on the best approach. Policy is a question of
preference (Wildavsky, 1979) and there is no “‘correct’” criterion for establishing
which preference is better than another. Justice, equality, and fairness, along
with rationality, are politically meaningful concepts, but they are also fluid and
relative; and rationality, as today's most valued precept, is still too close to ra-
lionalization,

Yet in most Western countries and, of course, in Canadian provinces, strong
pressures are being exerted on governments from all sides, namely by interested
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parties, the media, and the general public, for a consistent, coherent, rational,
and unified mental health policy—one that would resolve the crisis of deinstitu-
tionalization and put an end to the nightmarish headlines found with more and
more assiduity in our daily newspapers. While it was the plight of the **deinstitu-
tionalized'' which originally prompted a call for government action, the issue
now appears 1o be the search for a master plan, one which in its very conception
would provide the answers to mental health problems and even guarantee menial

health to all citizens.

Concerns have broadened from deinstitutionalization and non-
institutionalization of the *4ill,’"" to mental health promotion for those concerned
with the quality of their lives. Deinstitutionalization is now part of a more global
enterprise on the policymakers' drawing board. Yet the belief that **all that is
needed is a coherent, rational, comprehensive, and consensual policy’’ may very
well be an illusion, or as Eli Ginzberg (1977) put it, “‘a widespread misconception
aboul the potential of government 10 accomplish whatever it sets out to do, once
it is willing to spend large sums of money'" (p. 9).

Nevertheless, the process of intellectual cogitation as a logical, true-to-form
first step in policy design ison. It is a very time-consuming, energy-draining, dif-
ficult, and occasionally fascinating exercise.

It was in the province of Quebec in 1983 that the then Minister of Social Af-
fairs Pierre-Mare Johnson promised, for no later than 1985, a coherent mental
health policy, a policy which in 1986 is still waiting on the drawing board! It is
now awaiting to be integrated into, or at least articulated alongside, an even more
comprehensive health policy promised in 1985 for the near future. However, the
formulation of this global health policy is awaiting the findings of a recently ap-
pointed commission of enquiry into health services . . . .

In the province of Ontario, public pressure prompled the Minister of Health
in 1977 to request the Ontario Council of Health to form a Committee on Mental
Gervices. Based on the work of four task forces and three subcommittees, on the
study of 1,600 recommendations (submitted privately as well as at 15 open
meetings throughout the province), on site visits, invited consultations, and ex-
aminations of previous reports, the commitiee concluded in its report, Agenda
far Action (Ontario Council of Health, 1979), that a senior coordinator of mental
health services in the Ministrv of Health must be appointed to conduct a review
and assessment of the current state of mental health services in Ontario and to
recommend policy direction for the future development and delivery of these ser-
vices. In other words, the commitee which was formed to find out what should be
done, concluded that someone should be appointed to find out what should be
done! Dr. G.F. Heseltine, psychiatrist and chairman of the Department of
Psychiatry at the University of Western Ontario, was given this task. Later in this
paper, we will examine some of the key ideas in his report.

The political will for a reconceptualization of mental health services typically
gives birth to a flurry of documents, studies, briels and counterbriefs, discussion
papers, commissions and subcommisions, all bringing in a flood of testimonies,
interim reports, and final reports, all of which, it is hoped, find their way 10 the
proper desks in the proper planning divisions of the mental health sections of the
appropriate ministries. Apart from commissioned parties specifically requested
by governments to investigate, report, and make recommendations, who are the
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interested parties who feel personally and collectively responsible for expressing
their viewpoinis, influencing policy, and defending personal or corporale in-
terests? What 1ssues will they focus on? What beliefs, values, and convictions will
they voice?

Some of these parties are the private citizens, former patients, or *‘fed-up”
neighbours who recently presented their views (o a self-appointed subcommission
of the Commission des Affaires sociafes du Québec on the question of social in-
sertion of mentally handicapped people. Others are professionals involved as
care-givers, service-givers, or support-givers, depending on their ideology; volun-
tary associations such as the Canadian Mental Health Association (CMHA); self-
help groups and associations of alternative groups which speak of their personal
beliefs and experiences; associations of reception centres or centres d accueil ask-
ing for more subsidies; directors of institutions in the process of being
*dehospitalized,”” with patients being returned to their communities; and
umionized employees of those same institutions who believe ‘‘deinstitutiona-
lization of patients should also mean deinstitutionalization, retraining and
relocation of staff in jobs of equal status and income'' (Marshall, 1982, p. 155).
They are also, of course, the bureaucrats, technocrats, and government planners
whose jobs are to draft such working and policy papers. From all parties con-
cerned, the call is for a coherent, rational, unified mental health framework for
Ontario, or afficial policy for Quebec. The belief, or should we say the illusion, is
that it can be done!

MORE GOLDEN WORDS AND CONCRETE NECESSITIES

A preliminary reading of such documents gives the impression that the most
commonly used concept on which there is unilateral agreement, is that of more;
more ngorous planning and programmung, rationality, systematization, ac-
cessibility, continuity, availability, diversification, complementarity, effec-
tiveness, quality, value for money, These are the golden words of our time, born
out of the late "60s and early "70s and still with us in the "80s as unfulfilled pro-
mises, They are highly desirable goals, rooted in the beliel that they represent an
attainable reality if concerned parties would cooperate, and above all, if only
there were adequate leadership, as long as it was not centralized! This is indeed
the stance taken in Ontario’s Heseltine interim (1982) and final (1983) reports
which recommend that the Ministry of Health take the ““lead role’ in all institu-
tional and community mental health matters, vet emphasize that mental health
delivery must be **a sum total effort of different ministries and of different levels
of government working to one cooperative end, that is, the provision of services
to support the treatment and rehabilitation of the patient in the community’
(1983, p, 11). *'If this type of cooperation does not occur at the top,’’ the report
continues, *it surely cannot percolate down to the local level'" (1982, p. L.2).

Cooperation is a very desirable thing indeed, especially if a “*system’ is to
function in a unified, *‘systematic' fashion—as the word dictates. Yet, it implies
that ministries are all equally reasonable and that their reasoning can mesh har-
moniously, It also implies that one can actually speak of a unified mental health
svstem, unless one chooses 10 speak of a mental health forum (problémarigue), as
does one advisory body to the Quebec Ministry of Health and Social Services (un-
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til recently called the Minisiry of Social Affairs), the Comiré de la Santé mentale
(1985), in a series of pockel-book-size briefs called Avis, issued in preparation for
the formulation of Quebec's future mental health policy.

In addition 1o being repeatedly associated with what one could conceive as
being highly valued, but vague, abstrac imperatives, more, in most reports, is
also associated with such concrele necessities as: crisis intervention services, after-
care programs, residential facilities, group homes, boarding homes and lodging
houses, home care services, foster family rehabilitation programs, sheltered
workshops, and work programs. Nobody would deny their place at the top of the
list of urgent priorities. There is also a call for more imagination and creativity in
the creation of alternatives, self-help groups, and citizens’ advocacy programs.

This issue is very closely linked with that of privatization, a topic approached
in surprisingly few reports and even then in the form of a passing comment,
almost as though it were a shameful but unavoidable fact of life equated with
villainous deeds such as benefitting from another person’s misfortune. But this
must be the subject of another paper . . . .

The key concerns here are regulation and costs. While some call for more
regulation and government overseeing, others want less regulation and more
room for imagination, expansion, and creativity (Hapital Riviére des Prairies,
1985, p. 588). All call for more services; but **more’’ costs more, unless resources
are reallocated, and resource allocation itsell is a source of contention.

THE REALLOCATION OF RESOURCES:
HOSPITAL YERSUS COMMUNITY?

For those who campaign for more community-based services, the statistics
are convineing and accompany increasingly forceful demands for justice. Indeed,
it is well known that hospitals swallow the greatest porportion of all mental health
expenditures. It is reported that more than 6% of patients in Quebec receive ser-
vices out of the hospital, while S8% of the total budget (56% in Ontario) is used
by institutions,

Yet, statistics do not really speak for themselves. There is strong support for
the hospital and for good quality in-patient care. **We still need the psychiatric
hospital as a milieu which welcomes and which permits,” says Carlo Sterlin
(1984, p. 60), among a growing number of others . . . .

In Quebec, appearing before the Commission eles Affaires sociales, Dr.
Frederic Grunberg, Director of Research at the Hopital Louis-H. Lafontaine and
a member of the Comité de la Santé mentale (advisory to the Ministry of Health
and Social Services), attempts to destroy the *‘myth which exists, perhaps even
within the government, that there is a lot of *fat’ in the institutions which costs a
lot of money and that we could reallocate these funds to put them at the service of
the community. For deinstitutionalization to succeed, we must add resources . . . .
For a humanization of our institutions, we must also add resources'’ (Comiré de
la Santé mentale, 1985, p. 310)."

In Ontario, the Heseltine report, Towards a Blueprint for Change: A Menial
Health Policy and Program Perspective (1983), takes a similar stance: “We
should not be so seduced by the excitements of developing ‘community” (in the
sense of non-hospital) programs that we neglect to maintain active interest in the
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quality of our psychiatric facilities (1983, p. 8).

Heseltine (1983) appeals to reason, and realism means that **the ideal is not
always achievable' (p. 4). “*There are always constraints,”* one of which is that
“‘dollars available for health care are not unlimited"” (p. 4). Heseltine further em-
phasizes that “‘over the coming vears, we, the taxpayers, may be faced with
choosing between what is preferable and what is affordable’ (1983, p. 207). The
first affordable measure is *‘to make the best possible use of all existing
resources.” The second is to think in terms of developing a balanced service
system, Thus, the hospital-versus-community debate is resolved at the level of ter-
minology by speaking of a community-based service system meeting the needs of
the community through a continuum of services, from lay counselling to
specialized hospital care. In other words, given the scarcity of resources, we
should not complain that general and psychiatric hospitals use so much money,
since they are also part of the range of community services. The somewhat ques-
tionable argument goes, ‘it is a resource based in, and owned by, the community
and therefore a community-based service.”” While Heseltine, in his final report,
has not retained his key concept of *‘pivotal hospital'’ (from his interim report),
which won him much scorn for his “*hospital-centered”’ language, he is adamant-
Iy opposed to any notion of community services which would exclude the
hospital, True to the now ‘‘old" medical paradigm, services—even termed
“community-based' —are still **in-hospital’ or *‘out-of-hospital’” in nature and
philosophy:

A common notion of “community” appears to exclude the hospital, or to
view non-hospital programs based in the community as an aliernative, and a
superior one al that, Lo existing hospital (both psychiatric hospital and
general hospital unit) programs. This point of view can have harm{ul ¢onse-
quences . . . . One has only to look at some American jurisdictions where
psychiatric hospital facilities have been replaced fo a large extent by "'com-
munity"" mental health programs to see the effects—the chronically mentally
ill have often been overlooked (Heseltine, 1983, p. 8).

However, it is notl guite clear whether Heseltine believes the chronically ill
belong in the hospital or whether it is the “*community’ programs that were in-
adequate . . . . Nor does one understand why Heselting limits his example of
gloom to the United States. According to a reporl by the Ontario Public Service
Emplovees’ Union (OPSEL) entitled Madness, An Indictment of the Menal
Health Care Svstern in Ontarico (Marshall, 1982), there is ample evidence of this at
home: **For the patients and their families, the situation is one of desperation,
For the staff, it is one of tremendous frustration and distress. For all of us, it is
one of shame' (p. 3). For the OPSEU, “‘deinstitutionalization and commuumnity
care are a wonderful idea—but it hasn't been tried yvet'' (p. 147). In English or in
French, in Ontaric or in Quebec, unions speak the same language:
“moratorium'’ (Confédéraiion des syndicats nationaux (CSN), 1985; Fédération
des fravailleurs du Ouébec, Syndical de la fonetion publigue (FTQ), 1985; Ordre
des mfirmidres et infirmiers du Québec (OI1Q), 1985; Fédéraiion des svndicats
prajessionnels d'infirmiéres et infirmiers du Québec (FSPIIQ) & Cenirale des
enseignants du Québec (CEQ), 1985),

It is also the language spoken by the mother of a 35-year-old menially han-
dicapped man in a personal testimony to the QQuebec subcommission on reinser-
tion:
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As far as deinstitutionalization is concerned and normalization, they are a
joke and they should be stopped until the proper plans are made, the proper
kinds of money are put forth to make the services run properly and well. [ see
people out there who have been deinstitutionalized, who are living in abject
paverty, filth , . ., | would not want 1o see my kid out living like that . ., . |
think it is a scandal, I think it should be stopped . . . it was going [0 save
millions and millions of dollars, but it has been at the expense of the han-
dicapped people and their families who suffer enormously just watching what
is happening to them, 1 will not allow that as long as | am alive. When | am
dead, there is nothing I can do about, but 1 am hoping (Farley, 1983, S-CAS:
671) (Original in English),

Such statements, which may represent the feelings of large numbers of those
most closely affected by the policy, are not, however, typical of the language en-
countered in the briefs presented by the grassroots level, families and friends,
citizens’ committees, and the psychiatrized; in other words by those in the
“natural milieu,"" Negativism is not the rule; on the contrary, these groups pro-
foundly adhere to the Lafondian (from Marc Lalonde, 1974) ideology of in-
dividual responsibility, which they have coupled with that of community solidari-
tv.

LET US LEAYE TO THE COMMUNITY
WHAT BELONGS TO THE COMMUNITY

At the grassroots level, beliefl in deinstitutionalization is accompanied by an
enthusiastic expression of faith in the individual and collective potential of

human involvement and mutual help.

Regroupement Alternance, an association of citizens involved in various
alternative projects, has used its motto as the title of a 1985 brief: Laissons d
la communauté ce qui revient @ la communauté (Let us leave to the community
what belongs to the community}). They present a testimony of various experiences
of alternatives involving citizens of all ages with the community spirit bug (fa pi-
qiire du communauiaire):

In our alternatives, we do not dream of the community, we do not discuss it
behind our desks, we do not theorize about it, let alone intellectualize it; we
live it intensely, engage in various projects, doing militant work within
citizens' committees, neighbourhood resources, housing cooperatives, school
boards, parents’ associations, etc. Instead of getting involved in various
sports, leisure or cultural activities, we get involved in the social milieu with
our most disadvantaged fellow citizens (Regroupement Alrermance; 1985, p.
S6R).
For the citizens’ advocates from Montreal's West Island who cater to a large
community of deinstitutionalized patients, the results obtained offer an

undeniable proof of the appropriateness of their approach:

And now, if you met that lady, you would mever dream that she was a
psvchiatric patient, She still is a psychiatric patient and always will be, but
she came 1o our Christmas party last year and 1 did not recognize her, She
just looked absolutely gorgeous, all dressed up, and she was able, out of her
welfare money, 1o save enough for a trip out to Winnipeg . . - . She still has
her advocate . . . and sees her occasionally (Parrainage civigue de lo banlieue
auest de Montreal, 1985, p. 668).
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The other part of their message soon follows: the demand for a drastic injec-
tion of funds, namely government investment, in their conception of the

therapeutic reality,

The same message is heard from such self-help groups as Self-help Against
Depression (SHAD), a network of people who help others to overcome depres-
sion and anxiety:

Our philosophy is one of hope in the future, trust in ourselves, caring for one
another, not just [as] an ideal, but practiced evervday by our SHAD teams
{45 of them) . . . . The only reward the voluntecrs get is our appreciation and
the knowledge that they are helping others . . . . Our problem is frustration
because of lack of security. Much time is spent applving for grants, re-
searching where funds may be available, reporting on activitics, réporting on
where funds are spent, reporting and accounting . . . - It would help us if we
knew where oor funds were coming from nexi so we could save our time to

serve our clients (SHAD, 1985, p. 431).

The ideology is altractive, it calls on noble sentiments. Its appeal is not
limited to the people at the grassroots level who find in it a form of revalua-
tion—and often a job. The reality of overcrowded hospital wards, of institutions
claiming near-bankruptcy and of the multifaceted nature of mental health pro-
blems makes it even more attractive to some hospital admimstrators and govern-
ment policy consultants. First in line here is the Mémaoire Beausoleil-Godin,
presented in 1983 to the Honourable Pierre-Marc Johnson, then minister of social
affairs. Léo-Paul Beausoleil is an accountant by profession and a former general
director of one of the province’s two largest psychiatric hospitals, the Centre
Hospitalier Robert Giffard (the former St-Michel-Archange Hospital which pro-
vided asylum for nearly 6,000 patients in 1960), Michel Godin acted as a consul-
tant on the Castonguay commission of the late "60s and later became an upper-
level civil servant within the Ministry of Social Affairs (a creation of the
Castonguay reform with its vision of a global health and welfare syvstem),
Without exagegeration, he qualifies as a **professional cogitator."" In their brief,
both men strongly criticize the 1970 reform in which they took active parts
themselves as designers and implementors:

The last Nfteen years have adequately shown that we are virtually at the same
point nowadays as we were then, I we choose to maintain the status quo, we
might s well admit that we would be at the very same point fifteen years
from now . . . . This course of events will push many an individual into the
throes of memial illness, into the bosom of institutions, the “‘mothers of
craziness,”’ into hospitalism, Some will be so distraught and anguished that
they will die, while others will be sacrificed by the *‘system,"" all because of
our foolishness (Beausoleil & Godin, 1983, p. 141).

This provocative rhetoric aims (o attract government attention and public
awareness 1o an alternative; a new representation of the situation and a model for
action.

The proposed solution, which they acknowledge as requiring “*a lot of
courage,'” is to deprofessionalize the field, vulgarize expertise, and call upon
“‘natural helpers™ (aidenis narurels). They urge the staie to recognize an in-
dividual’s right to control his or her illness and problems of mal-vie, which, they
say, professiopals have appropnated until now. They call on professionals to
share their knowledge with the general public “*so that the population, in-
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dividuals, community resources, alternatives or others can acquire the means o
solve their own problems (. . ) in their own environment” (Beausoleil & Godin,
1983, p. 14). While hospitalization is not excluded from their vision, they em-
phasize that *‘the curative model should not prevail over the preventative, nor
should professional expertise prevail over individual and collective potential; the
institution must not prevail over the natural living milieu, and mental illness
should not prevail over mental health™ (1983, p. 14).

The general public's problems, hardships and needs are construed and label-
led in such a negative way that resources and **society’’ can only think of
them in terms of illnesses, psychiatric needs, medical and professional
specialization, and “*overspecialization.” This misconception of needs leaves
little chance of success for those individuals who might have escaped [this
plight], and gives the population little chance to try and exercise its rights to
mental health: thus, it minimizes the importance of each and every one of us,
leaves the door open to mistakes and prevents all social partners from
meeling the challenges they are faced with (Adapted) (Beausoleil & Godin,
1983, p. 122}

This view of things, which the Quebec media have called a trifle utopian, has
now acquired momentum among influential model-makers. The idea 15 being
rearticulated, refined, and meshed with a bio-psycho-social conception of the in-
dividual and presented as the new ecological model, As a matter of fact, it could
very well become the preferred rhetoric among Quebec's policy-makers, given the
necessary improvements, It could also be a passing phase!

Objectif Santé, an August, 1984, report of the Conseil des Affaires sociales
et de la Famille to the Honourable Pierre-Marc Johnson on the issue of health
promotion, has become the key document outlining the basic foundations and
objectives of this ecological model as applied to health in general, Published by
the Quebec government in an atlempt to stimulate thinking among interested par-
ties, Qbjectif: Santé has acquired policy-influencing strength. Its preferred model
may very well become the next step in a succession of theories which have ac-
quired policy-making dominance over the Quebec psychiatric system since its
days as an “‘asylum system'’ legitimized by the belief that *‘craziness cannot be
cured’’ (Boudreau, 1984).°

The ecological mode is presented as more enlightened than a model giving
sole responsibility for a so-called iliness to professionals (1961-70) and more
global than one focusing on a system’s structure and management {1970+ ) as a
way to deal with a population’s health and welfare; it concerns society as a whole,
and that is equated with justice, and progress.

THE ECOLOGICAL MODEL
AS AN APPROACH TO MENTAL HEALTH

Already, this ecological model, as defined mainly in Objectif: Santé, has
been the source of inspiration for the Direction générale de la Santé (DGS) of the
Ministére des Affaires socfales (now the Ministére de la Senté et des Services
socigux) in adopting their own conceptual framework for mental health. This
framework, they say, is based on human values, the values of a society, the most

fundamental of which is:
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What 1 can do for the welfare of . . . my child, my parents , , . my frend,

neighbours, my [ellow citizens (DGS, 1985, p. 3L
In the very first pages of their consultation paper on the elements of a memal
health policy, entitled L ‘fntervention en sanié mentale: Du modele institutionrel
vers le modéle deologiqgue (DGS, 1985), those responsible for mental health at the
DGS focus on the **1'" and the “‘we,"" emphasizing a value which they deem to be
“akin to ‘love’ between humans [and which] must animate not only relations be-
tween family and friends, but all social relations and especially professional rela-
tions'" (p. 3). Moreover, the official message sent directly by the Minisiry of
Health and Social Services (1985) is clear: Mental Health, It's for Alf of Us 1o
Decide says the title of its latest working document drawn for public discussion
and feedback. The document emphasizes collective responsibility: Mental health
is & social project, the project of a society.

The target of intervention is the general population of the province of
Quecbec where statistics on suicide, hospitalization and rehospitalization, as well
as CNS (central nervous system) drug prescriptions are said to show that mental
health is in worse shape than ever beflore (Plante, 1984).

Thus, the focus of concern for policy-makers in the area of menial health
seems 1o be in the process of shifting again, possibly at the expense of those who
society so easily rejects (Boudreau, 1986), From the crazy who received custodial
care under the asylum system prior to 1960, to the mentally ill who were deinstitu-
tHonalized in the mid-'60s and promised professional treatment as well as a nor-
malized life, the focus has broadened to clients, beneficiaries, and consumers of
the health and welfare system for whom mental health was both a right and a
government commitment { Boudrean, 1984). Nowadavs, mental health, or rather
social health, i1s the personal and collective responsibility of the entire population
of Quebec. Regardless of the attractiveness of the ideology, one is tempted 1o
regall here Alexander Leighton's warning (1982) that when a problem cannot be
solved, or when a goal cannot be attained, one changes its orientation, modilies
its contents; one creates new, broader, and nobler objectives which embody the
first one and serve to minimize it. So, in order to avoid facing the reality of disap-
pointed hopes and promises, one changes the conceptual schema, one creates
new, more fascinating hopes: hopes that are more beautiful but more vague, yet
infinitely desirable, and cannot but gain universal praise.

MENTAL HEALTH OR SOCIAL HEALTH?

Mental health as an ecological concept is defined as adaptation, or coping,
resuliing in a **dynamic and harmonious equilibrium between a person and
his/her environment™ (DGS, 1985, p. 6). It 15 no longer **the fulfillment of har-
monious physical and mental self-growth’ as the Castonguay Report (1970) liked
to call it. It now seeks to be more grounded, less abstract. 1t has become, in the
proposed language: ‘‘the result of a dynamic process of adaptation of the in-
dividual (as a bio-psycho-social entity) to his environment or milieu, in a process
of growth and self-actualization’' (DGS, 1985, p. 4). The definition which con-
centrates on adaptation to one's environment as the key indicator of mental
health is now believed to be “‘operational’ since “*restrictions from usoal ac-
tivities can be measured” (DGS, 1985, p. 7). Whether or not growth and sell-
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actualization or dynamic and harmonious equilibrium are measurable is open (o
debate, but what stands out most is that such a focus on adaptation or coping
tends to present the broader socio-economic environment as well as the im-
mediate milieu a person lives in, loves in, works in, and must cope with as non-
problematic. The onus of changing and of taking charge is put precisely on the in-
dividual who cannot cope and then on his or her family, friends, and close rela-
1ons.

Objectif: Santé (1984) explains that the ecological approach, as inspired
from Lalonde’s New Perspective an Fealth (1974), is based on the firm convic-
tion that a natural and instinctive autonomy, a power of regeneration, exists in all

38



Canadian Journal of Community Mental Health Downloaded from www.cjcmh.com by 3.149.28.9 on 05/21/24

THE MAKING OF MENTAL HEALTH POLICY

human beings. “Individual responsibility is inherent to human nature” (p.
22), says the 1984 report, a decade after its predecessor. Proponents of the model,
however, cannot ignore that such an individualistic position has been deemed
vpolitically and theoretically conservative, in that it transfers the burden of the
blame for problems from the health care system and providers to consumers”
(Labonté, 1981, p. 8) and the burden of responsibility for intervention from
governments to citizens. One might say that the ecological approach-as presented
here attempis to cut short any accusation of **blaming the victim'' by elaborating
what we shall call a collectivized individualistic approach. Objectif; Santé goes as
far as calling this unique blend of individualism and collectivism *‘du Lalonde
enrichi’’! So, while Lalonde's report drew criticism for de-emphasizing the social
and collective responsibility of improved health (Evans, 1982; Weale, 1982), the
ecological approach enriches the position: responsibility, even though primarily
individual, is shared collectively. One learns to cope with the help of friends,
family, and natural helpers in one's natural milieu where real life is what it's all
about, The ecological approach prefers a strategy of intervention whereby the
person (who is never described as ill but as suffering from mental healith prob-
lems, maladaptation, or stress) along with his relatives, family, and friends, plays
the active role. The role of the professional and of a mental health service system,
therefore, is to provide support, to inspire, to inform, **to assist the person and
his/her family in their strategy of adaptation to the milieu,” and to adapt 1o their
needs (2GS, 1985, p. 46). Since mental health problems are linked with one’s hife
experiences, any therapeutic intervention must occur within one’s natural milieu
where real, evervday life is lived. The entire mental health system must take on a
community dimension, become communauiarisé (DGS, 1985, p. 29), and this
beyond the usually understood notion of community mental health,

According to the more skeptical, mostly professionals who do not appreciate
the apparent de-emphasis on their expertise, this *‘natural milieu appears to have
become the fashionable miracle cure for all the ills afflicting our society and [the
means] to provide relief to our taxpayers who are even more afflicted!™ (FSPLO

& CEQ, 1985, p. 489),

The prescription is indeed, out of the sphere of professional expertise and
dominance. The pill may be difficult to swallow and require **a lot of courage”
from all citizens, although indeed, perhaps not as taxpayers; the point is that it is
hoped it will be effective at last:

Respect, dialogue and mutual help between Quebecers are nol only the best
safeguards of one's mental health but the essential tools to counter suffering,
solitude, the aches and the pains of living, and to help overcome the dif-
ficulties of life (DGS, 1985, p. 4).

The language of citizen's advocates and self-help groups applied to all of
society has become the preferred lanpuage of policy-influencers within the
Ministry of Health and Social Services. It is not, and far from it, the revolu-
tionary language of the social ecologists of the 1960s for whom creating a positive
mental health environment entailed influencing the broader socio-economic and
political structures of that setting, [ollowing extensive criticism of the capitalist
state and its so-called exploitative, alienating economic system. Such language,
which called for revolutionary action, does not have good currency for today's
proponents of the ecological model in mental health. While the ecological project
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af the '80s in the area of mental health has not adopted the neo-marxist language
of the political activitist of the 1960s, it has retained a strong idealistic tone.

Specialists, ecologists say, “‘cannot arlificially create the social conditions
conducive to the maintenance and reinstatement of mental health. Each and
every Quebecer must contribute™ (DGS, 1985, p. 4).

Social and collective responsibility as the missing ingredients in Lalonde's
New Perspective are understood as equivalent to mutual help in coping with an
environment which thev do not question very seriously. The environment which,
according to their approach needs changing, is the social environment, Mental
health, as **a dynamic and harmonious equilibrium between a person and his/her
environment’” (DGS, 1985, p. 6), is to be equated with social health, namely with
a society based on human solidarty:

The well-being of each Quebecer commands that we go against the anonymi-

ty and the indifference which prevail in our society as well as the rejection

and intolerance present in our relationships. We must interest ourselves in the

other, we must care about his desting and help one another mutually (1DGS,

1983, p. 4).
Under their pen, mutual help, love, and social solidarity become a government
precept. Blaming the victim might then take on a more collective dimension and
extend to blaming the quality of human relationships in an intolerant, rejecting
socicty which denies its responsibility and is therefore unhealthy,

TAMING THE COMMUNITY: A HIGH PRIORITY

Information, public education, and awareness therefore become key words,
high priorities for those who endorse this world view and speak of *‘taming the
community'* (Centre Régional de Santé et de Services Sociaux-Montérigée, 1983,
p. 379), of changing mentalities (Regroupement des ressources alternatives &
P.A.L., Inc., 1985, p. 386), of breaking the wall of indifference and even rejec-
tion, of dispelling myths (CMHA Ontario, 1981, p. 42; CMHA Quebec, 1985, p.
462) through publicity campaigns and public debates. They stress the need to
make the various milieus (schools, workplaces, police forces, municipalities,
neighbourhoods) aware of their responsibilities, They emphasize the need for
training and improving the skills of volunteers and self-help groups, as well as for
guidelines for the police on how to intervene preventatively in ¢risis situations and
reinsertion problems. They also call for the reeducation of professionals in the
new philosophy and mode of action (DGS, 1985). Knowing that the shift from
the institutional model to an ecological one may take a while, the Direcfion
séndrale de la Santé suggests an intermediate model which should ma ke the tran-
sition possible within approximately 10 years.

We will not go into all the details of this model, Of course, deinstitutionaliza-
tion, non-institutionalization, and the reallocation of resources by institutions
must be imposed: *‘Should an institution not develop or not respect a deinstitu-
tionalization plan, there will be annual budgetary constraints™ (DGS, 1985, p.
78). Moreover, asylums will be closed and turned into cultural centres {DGS,
1985}, Maybe so, yet how can a government impose mutual help on a collectivity,
a voting collectivity!

In secking to transform the asylum into a museum, and society into a gigan-
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tic self-help group, the ecological model might be called more than *“a trifle uto-
pian."" Looking at the proposed 10-year time frame, the DGS may be accused of
daydreaming. One is always astonished by the unrealistic deadlines model-makers
and policy-makers set for their projects.

While the project undeniably rests on very noble ideas, there is a con-
siderable difference between people getting together of their own accord (because
they share similar problems) for the explicit purpose of providing cach other with
the necessary support to improve their life situation, and a government making
mutual help a social ethos as a foundation to its mental health policy. Building
such a policy on the assumption that people, because they instinctively seek self-
improvement, will accept solidarity rather than competition as the enlightened or
“rational’® way, is taking a serious chance with the future. Indeed, it may be a
drastic overestimation of people’s concern for the mental health of others or for
social health as a goal. For example, when asked if they would welcome a
physically or mentally handicapped person for an afternoon visit or for a meal,
800 of a sample of 1,200 Quebecers answered “‘no’’ (Mélangon-Ouellet, | SR,
One would wonder even about the 200 who said ves, what the response would be
if the “‘guest’” were present and ready o eat.

vgince mental health is the result of a dynamic process of adaptation o
ane's environment, the onus is first on the individual and second on his im-
mediate living environment: family, friends, neighbours, community groups; his
“mifieu de vie'* (DGS, 1985, p. 13). While this statement appears (0 be reasonable,
rational, and just, it may actually be very unreasonable, irrational, and unjust (o
expect everyone to agree with it at all times and to build a mental health policy on
this belief, To appeal to community solidarity, mutual help, and support as a
complement to mental health services is not new, but to make it the foundation of
a grandiose vision of a mentally healthy society may very well be little more than
an exercise in rhetoric or technocratic idealism.

CONCLUSION: BETWEEN TWO LANGUAGES . . .

The promise of a mental health policy for Quebec has yet to be fulfilled.
While the future can be anticipated, but not predicted with accuracy, one might
risk anticipating that in the end such a policy (as a unique, rational, coherent,
comprehensive whole) might remain a promise and not come into effect. But
again, one could easily be wrong. For, la machine est en marche, and the promise
is taken seriously by Quebec's new Minister of Health and Social Services, Mme
Thérése Lavoie-Roux, who, in July, 1986, appointed a working group to draft a
new policy. Even as a promise, this mental health policy has had a profound im-
pact on the province and its system for the delivery of psychiatric-mental health
services. In Ontario, the investigation of the mental health service system and the
attempt to draw a framework for planning and an Agenda for Action has also
triggered a highly fruitful and intensive process of intellectual cogitation, public
consultation, problem-sharing, and model-building.

The briefs, reports, and working documents mentioned here, as well as many
others, represent countless hours of thinking, discussing, debating, and at-

tempting to convince; and convincing they are. Each is persuasive in ils own way,
whether it is a mother calling for a moratorium on deinstitutionalization based on
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what she has seen; citizens’ advocates pleading for increased community involve-
ment based on their achievements; unionized hospital workers wishing to protect
their jobs and to have a say in the decision-making process that affects both them
and the patients; parents and friends of mental patients proclaiming, **In theory,
the family should be a part of the therapeutic team. In practice, it i completely
ignored” (Regroupement des parents et amis, 1985, p. 502); whether it is
Heseltine warning his readers: **1 am a psychiatrist and admittedly have a medical
treatment bias'' {1983, p. 7), though he considers the medical vs. non-medical
issue to be a “‘non-issue’” when concerned with the development of a balanced
service system; or whether it is the likes of Beauseleil and Godin (1983) calling for
deprofessionalization and demedicalization of the field and demanding that ex-
pertise be shared with the natural milieu; or again, whether it is psychiatrists and
social workers who see this as a dangerous trend (Associgtion des psychiatres du
Cudbee, 1985; Carporation professionelle des travailleurs sociales du Québec,
1085).

However, what stands out amid the debates is the crucial difference in
representation of the situation found between the pragmatism typified in On-
tario's Heseltine report and the idealism of Quebec's model-builders within the
Ministry of Health and Social Services.

Itis the crucial difference between those who believe, as Heseltine does, that
“the Ontario people enjoy a level of health care service that is equalled in only a
few other jurisdictions and surpassed by none’ (1983, p. 1), and those who main-
tain that the psvehiatric system in Quebec is the same as it was 15 years ago:
damaging and hazardous to one's health. It is the difference between those who
believe there are “*a few gaps to be filled'® and *‘services which need strengthen-
ing’' (Heseltine, 1983, p. 2) in the present system, and those who put their faith in
the potential of a new, healthy society.

It is also the difference between those who, in line with the welfare state
ideology, believe it is first and foremost the responsibility of the state and its
various ministries working together to provide, *‘from the top down," the most
balanced mental health system, inside and outside the hospital; and those who
believe the primary responsibility is to the individual, his.or her close kin, and the
natural helpers in the natural milien. Top-down or bottom up? Who is conser-
vative and who progressive? Do labels any longer apply?

It is also the difference between those who focus explicitly and primarily on
problems of system coordination, planning and programming, financing and
cost-efficiency, and those who focus on problems of public awareness and educa-
tion, dispelling myths, and taming the community.

It is also the difference between those who speak of regional, district, local
levels of care and those who speak of family, friends, neighbours, and natural
helpers.

It is the difference between those who speak of respecting the quality of
hospital care, regardless of deinstitutionalization, and those who speak of
“respecting the integrity of the social fabric' with “‘non-institutionalization™
(DGS, 1985, p., 61); the difference between those who focus on a balanced service
system and those who focus on a harmonious balance between the individual and
his or her environment; and between those who speak of professional care in
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community-based services, and those who speak of professional support in the
natural milicu.

It is the difference between those who focus on *mental illness™ and those
who speak of “*mental health problems™; between those whose primary targets
are ‘“the people suffering from acute and serious mental discase" { Heseltine,
1983, p. X-iii) and those whose target is the entire Quebec population; between
those who put their faith in system effectiveness and those who putitin the effec-
tiveniess of mutual help, love, social support, and solidarity.

It is the difference between those who call for realism and warn policy-
makers against the dangers of striving for too many goals versus a few prioritics,
and those who emphasize the multifaceted nature of mental health and endorse a
bio-psycho-culturo-spirituo-social vision of intervention; between prendre en
charge and se prendre en charge, that is, between helping and coping; between
those who speak of **case managers’” (Heseltine, 1983) and those who emphasize
a relation of *‘equality’’ between the intervener and the client (DGS, 1985, p. 72).

It is the difference between those for whom rationality means the ideal 15 not
always attainable and who believe a choice must be made between what is
preferable and what is affordable, and those who proclaim that itis only a matter
of time and courage before their ideal model becomes a reality.

Finally, it is the difference between the faithfulness to the tradition of
pragmatism and incrementalism which has characterized social policy-making in
Ontario (MacDonald, 1985) and the consistency with the technocratic idealism
which has characterized social reform in Quebec since the beginnings of the Quiet
Revolution, and which has known no maich in the total reconceptualization of
the health and welfare system brought forth by the Castonguay reform in the
*70s. The Quebec state and its burcaucratic rationalizers, says Marc Renaud
(1984), have turned the health and welfare sector into a laboratory for social ex-
perimentation without parallel in other Western industrialized countries,

Social design, experimentation, and grandiose visions are, indeed, the
specialty of these government-paid professional cogitators. During the 1970s the
state, defining itself as ['Erar-providence, while intervening in the name of and
for the good of the collectivity, has made many promises and acquired un-
precedented power. Now, as the belief that the welfare state can provide an abun-
dance of services is recognized as an illusion (Kervasdoué¢, Kimberly, & Rodwin,
1984), the political policy must take a new stance: it is not up to the **good state™”
to work for the collectivity but rather, it is up to the “‘good citizen' o work for
that collectivity, and for the good of the state.

While the ecological model, with its innovative ideals, appeals to a variety of
groups with @ variety of interests, and even though such ideals could potentially
get the state “‘off the hook' and comply with the ideological needs of the
economic context of slow growth, it is a model which needs some serious ironing
before it can enter the political arena.

One may argue that **the definition of good mental health . . . muost include
the definition of a ‘healthy society” ** (Love, Coburn, & Kaufert, 1984), yet one
must be wary of building new illusions. Indeed, policy must primarily evaluate
not “‘the societal contribution to mental health' but, as Love, Coburn, and
Kaufert point out, “the socictal contribution to mental ill-health® (1984, p, 310).
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This may be the better means to the formulation of a true ecological paradigm,

Between the Heseltine report’s (1983) warning that **we should not be so
seduced by the excitement of developing community programs that we neglect the
need to maintain active interest in the quality of our psychiatric facilities”
(p. 8) and the excitement of designing the ultimate healthy society at the risk of
forgetting once more those whom society remembers or forgets at its own conve-

nience; is there a happy medium?
This is the challenge of sanity for the 1980s.

NOTES

. Quotations taken from Quebec documenis have been translated by the author.

2. This succession of prevailing theories (see Table 1) was neither an easy nor an automatic
process, The movement from one 1o the nexi is directly related to power and 1o conflict
between interest groups who, through the interplay of interest and commitment, are
pushing their theories in their own bid for dominance. As Schon (1971) writes: **ldeas
are vehicles through which persons and agencies gain power. When individuals push or
ride ideas, they also seek 1o establish their own dominance™ (p, 18). This process, as it
applies 1o the Quebec psychiatric system, has been examined extensively in my book en-
titled De HAxile a fa Sertd mentale (1984),

RESUME

Cet article examine le langage socio-polidque utilisé actuellement pour
formuler une politique de santé mentale en Ontano et an Québec, Depuis
longtemps on @ promis, dans ces deux provinces, une politique pour résoudre
la crise actuelle de la santé mentale, souvent identifiée comme une crise de
désinstitutionnalization, Il n'existe cependant pas un point de vue unigque. On
examine ici les areuments présentés dans les mémoires, les rapports, et les
documents de travail par des professionnels de la samié mentale, des
gouvernements, des syndicats, des groupes de patients, et des organismes
béndvoles dans les deux provinces, On fait aussi I'analyse des convergences el
des divergences pour tenter de donner un sens 4 cette masse de documents 5
importante pour formuler une politique gouvernementale qui répond adé-
guatement aux besoins.
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