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THE UNDERLIFE OF A PUBLIC INSTITUTION 291

round of parties—in truth, a Season, in the debutante
sense of that term. (Patrons were of course not entirely
opposed to this exploitation of their largesse, because a
Christmas party with too few participants was an embar-
rassment to the function presumably performed by the
work or therapy, and in addition, as already suggested,
an extra name added to the list of persons occasionally
attending created a good impression in the administra-
tive office.) So, too, some chronic patients, feeling that
they could obtain ground parole only by volunteering for
steady work, would take a job, establish parole status,
and then gradually stop coming to work on the assump-
tion that they would not be reported immediately, or, if
reported, would not be immediately put back on the
wards. Others would work for a time at one job, establish
good relations with the staff person in charge, and then
go to work for someone else, but they would periodically
go back to their former patron to request “makings” or
small change, thereby attempting to work the man rather
than the assignment.

On the back wards, where many of the patients ex-
hibited pronounced resistance to ordinary social inter-
course, attendants had one or two “working patients”
who could be used as a steady source of help in running
the ward. In such cases, the two systems, the ward
system and the assignment system, converged, and the
patient worked for the same person who had residential
surveillance over him. In such situations the working pa-
tient was sure to receive a steady flow of favors, because
the restrictions of back-ward life created a multitude
of potential dispensations.152 Private and semi-private
rooms tended to be the right of working patients; pur-
chases made at the canteen for attendants would be re-
warded by a cigarette or, in the case of fetching drinks,
the empty bottles, worth two cents apiece at the canteen;

152 A good statement of ward dispensations can be found
in Belknap, op. cit., pp. 189-90.
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attendants could bestow on a patient the right to keep a
razor and matches in his room and to keep his clothing
each night; when asked for a light, the attendant could
act promptly and, as a special act of trust, toss his ciga-
rette lighter to the patient, thus minimizing the submis-
sive aspects of getting a light; control of clothing supplies
and recreational lists also provided attendants with
patronage to dispense.

It must be added that the patron relationship was not
the only basis of favors between staff and patient; private
“buddy” relationships unconnected with a work assign-
ment did occur, especially, it seemed, among some young
male attendants and young male patients, the combined
solidarity of age group, sex, and working class at times
tending to cut through organizational distinctions.153
Most male attendants had to accept being first-named by
some patients and “no-named” by others, and, along with
athletic workers, caretakers, firemen, guards, and police,
were often willing to engage in a certain amount of pro-
fane kidding with many paroled male patients. I cite an
instance from my field notes:

Movie night. The police patrol car drives slowly past
the theater building as the patients come out, in
order to ensure an orderly dispersal. The car slows
to a stop, the policeman watches the crowd of male
patients looking over the female patients, and singles
out a well-known well-liked parole patient. The

158 These are the claims of what John Kitsuse has called
“the male alliance.” A useful statement of the issue can be
found in Sykes, “Corruption of Authority,” op. cit., “Corrup-
tion through Friendship,” pp. 259-60. See also Harold Taxel,
“Authority Structure in a Mental Hospital Ward” (Unpub-
lished M.A. thesis, Dept. of Sociology, University of Chicago,
1953), who reports (pp. 62-63) that patients turn to attend-
ants to get around nSes, whereas nurses function to uphold
rules, and (p. 83) that there is a tacit agreement that attend-
ants will break rules for patients when possible.
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patient turns and greets the policeman as he would

a friend.

Patient: Hi'a man.

Policeman: I seen you last night [at the patient
dance]; if y'd danced any longer y'd shake
them balls right off.

Patient (dismissingly): Go away, man.

Given the fact that the attendant had discretionary
control over most of the supplies that patients used, it
was to be expected that patient-attendant solidarity
(apart from the patron relationship) provided a basis
for transmitting favors, of which I cite one example from
field notes:

Am eating with a patient-friend in one of the large
patient cafeterias. He says: “The food is good here
but I don’t like [canned] salmon.” He then excuses
himself, dumps his plateful of food into the waste-
“bucket, and goes to the dietary section of the steam-
tray line, coming back with a plate of eggs. He
smiles in a mocking conspiratorial way and says: “I
play pool with the attendant who looks after
that.”1564

While many of these favors, patron or private, were
mildly illicit, it should be noted that some, such as the
courteous giving of a light or the quick unlocking of a
door, were merely the patient’s official due, albeit rarely
received. For example, in those wards where patients
were required to go to a central cafeteria for food three
times a day, the attendants found they could best sched-
ule the flow of people by having the patients lined up at

154 The same patient claimed he could appear well-
dressed in khaki hospital issue when he went into the city on
town parole by getting a new issue of pants each time, since
these pants before their first washing had a sheen that made
them passable as higher-quality pants and a stiffness that
ensureg their keeping a crease.
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the ward doorway ready to go fifteen minutes before the
dinner call, even though this caused many patients to
stand bunched up for fifteen minutes with hardly any-
thing possible to do. Working patients, or those with
special private ties with attendants, would be excused
from this obligation and would go in to dinner after
everyone had gone, or would precede the rest, thereby
saving themselves the wait. '

Vv

I have mentioned three arrangements through which one
individual can make use of the goods or services of an-
other: private coercion, economic exchange, and social
exchange. Each of these arrangements has its own set of
assumptions and its own required social conditions. But
this is an analytically simplified picture. Each of these
arrangements has a strong constraining claim on the way
the individual presents his activity to others. In actual
practice, however, several bases for the use of another
are often simultaneously and routinely exploited, the ob-
ligation being merely to constrain the appearance of the
activity so that some single one among the three models
will appear to determine what occurs.

For example, in the context of the patron relationship,
it was usually easy to distinguish between economic and
social payments, but cases arose that introduced interest-
ing difficulties. I have heard an attendant bargain with a
patient over how much daily work was a fair exchange
for the right to shave oneself every day, the bargaining
occurring before the parties entered into the agreement,
yet this is just the kind of exchange that after a time
became an uncalculated expression of mutual regard.
Furthermore, when a patron wanted a service performed
that was new or was not considered appropriate, special
indulgences and payments might be bargained for and
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settled in advance, grafting an impersonal economic con-
tract onto a non-market relationship.156

The distinction between economic and social pay-
ments involves some further problems. A patient’s expec-
tation that his patron would enter with him into a purely
economic contract regarding car cleaning led some staff
persons into paying for the washing of clean cars, thereby
affecting an economic practice for bond-supportive rea-
sons. The male patients who were felt to have purchased
the sexual favors of female patients were somewhat dis-
approved of, as were the presumed sellers, since it was
felt that sexual activity was supposed to signify exclusive
bondedness,1%® not open -sales.157 Further, a certain
amount of instability seemed to be involved: what was
given once as a special gesture of regard could become
in time a standard expectation, quite taken for granted,
so that something like a regressive process occurred—
each new means of showing regard became routinized
and hence ineffective as a sign of consideration, and

155 The opposite issue, that of economic exchange being
restricted to participants in a supportive relationship, has fre-
quently been reported in studies of folk societies. See, for
example, C. M. Arensberg, The Irish Countryman (New York:
Peter Smith, 1950), pp. 154-57; Service, op. cit., p. 97. In
Shetland Island communities some residents wefui’l do at
least some buying at every shop in order not to give personal
offense to the shopkeeper. To buy nothing at a local shop
implies that one has “fK;en out” with the owner.

156 It might be added that in mental hospitals, prostitu-
tion and what is perceived as “nymphomania” can have an
equivalent disorganizing influence on the validity of sex as a
symbol of a reciprocally exclusive relationship: in both cases
a socially inappropriate person can obtain the sexual favor of
a particular woman and for the wrong reasons.

157 fﬁ'kes, Society of Captives, pp. 93-95, suggests that in

prison there is a wide range of things that could well be

sold undercover that inmates felt ou gt not to be sold, and

that indulgence in this misuse of marketing led an inmate to

beiniisocially l:zy{ed: “. . . the prisoner who sells when he
give is labelled a merchant or pedlar.”
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would have to be supplemented by additional indul-
gences. And once an indulgence became fully taken for
granted, its withdrawal might cause direct and open
comment. For example, when a dance crowd in the
recreation building ate up all the cookies and cake pre-
pared for the occasion, the kitchen helpers would openly
complain to staff about being robbed of their due; to
keep peace, therefore, kitchen workers were allowed to
put aside leftovers before the food itself was served.
Other tacit combinations of coercion, economic ex-
change, and social exchange were to be found. Corre-
sponding to the fact that money was given in a ritual,
not merely an economic, way was the phenomenon of
begging—a practice very important in the exchange sys-
tems of some societies. Patients did not merely wait to
be indulged with small change and cigarettes but them-
selves initiated the process. A patient would go up to a
favorite attendant or, sometimes, to another patient and
beg for the “loan” of a dime or nickel for a coke, or even
for a couple of pennies to make up what was needed for
a purchase. The style in which this begging was often
done, implying that the person asked was somehow
“square” and guilty of hopeless respectability, suggested
that this was a means of expressing distance from one’s
situation and of elevating one’s dispossessed condition
into an honorable one. Whatever its meaning, such
begging was an instance of persuading others to show
sympathy before they themselves seemed ready to do so.
Different bases for making use of another were com-
bined in still other ways. One issue in Central Hospital,
as in other such institutions, was that in according an
attendant the selfless obligation physically to constrain
and coerce patients who were deemed a danger to them-
selves or others, a convenient cover was provided for
private coercion. Economic and social payments also
came to cover arrangements nominally foreign to both.
When one patient bought the service of a small errand
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from another by means of a cigarette or a “drag,” the
buyer occasionally handled the transaction in an im-
perious way, giving the appearance of getting more
pleasure from making the other patient perform a menial
act than from the service itself. Paternalistic old-line
attendants on back wards, in getting ready to give a
patient sweets bought with the patient’s canteen funds,
would sometimes teasingly hold off granting the indul-
gence until the patient had made some abject begging
signs or affirmed that he did indeed want what the
attendant was about to give him. Butt-giving, by both
attendants and patients, was also sometimes used to
humble the recipient. So, too, when a visiting charity
organization gave community-wide socials for patients in
the recreation building, and at intermission had a few of
its members go around the hall giving out a couple of
tailor-made cigarettes to each patient, the recipient
found himself in a position of receiving pure alms from
someone unknown who owed him nothing. Great desire
for tailor-made cigarettes made almost all the patients
present accept these offerings; but in the case of new
patients, or ones in the company of visitors, the looks of
resentment, half-concealed derision, or embarrassment
suggested that there was no apt framework, at least of
a self-respecting kind, in which to place this activity.158

Finally, it is evident that any avowed means of making
use of another’s goods or services could be, and was, em-
ployed at times with complete guile and chicanery, so
that a gambler might find himself cheated, a purchaser
defrauded, and a friend made a convenience of. (Theo-
retically, of course, even a person who thinks he is not
contributing in any way to the ends of another, and
would not do so were he aware of it, can find himself
an unwitting contributor to another’s designs.)

158 I knew two long-term female patients not in need of
cigarettes who were gracious enough to accept this handout
deferentially so as not to embarrass the giver.
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The issue is that every sector of social life and, more
specifically, every social establishment provide the set-
ting in which characteristic faces are placed on the
arrangements through which use of another is possible,
and characteristic combinations of these arrangements
are sustained behind appearances.15® It is these structural
units of appearance and reality that we must study.60
I would like to add that given a particular social entity
as a point of reference—a relationship, a social establish-
ment, a group—we can examine any particular partici-
pant’s total unofficial claim on others, what in America
is sometimes called on€’s clout, and in the U.S.S.R. one€’s
Dlat. ‘

I want to raise two general questions about underlife
in Central Hospital.

First, it should be clear that a description of under-
life in an institution can provide a systematically biased
picture of life in it. To the degree that members confine
themselves to primary adjustments (whether out of satis-
faction or incapacity to build a different world), under-
life may be unrepresentative and even unimportant.

159 The stable combinations of coercive, economic, and
social pa{ments are in great need of special study so that we
can employ one framework to look at the similarities and
differences among such payments as: prebends, tithes, bribes,

tuities, tributes, favors, gifts, courtesies, honorariums,

unty, lagniappe, booty, bonuses, ransoms. It should be
borne in mind that in most societies economic exchange is not
the most important way in which monies, goods, and serv-
ices are transferred.

180 A useful case-history report regarding the several bases
of social exchange may be found in Ralph Turner, “The Navy
Disbursing Officer as a Bureaucrat,” American Sociological
Review, XII (1947), pp. 342-48. Turner distinguishes among
three bases for the distribution of favors: friendship patterns,
simulated friendship, and, thinnest in sentiment of all, simple
favor exchanges; in all three patterns, however, the notions of
formal claim, impersonal payment, and bribe had to be
overtly disclaimed. See also Sy{l:s, “Corruption of Authority,”
op. cit., p. 262 fn.
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Moreover, the secondary adjustments most easily ob-
served may be ones that are elaborate and colorful, and
these, as in the case of Central Hospital, may be prac-
tised mainly by a handful of well-connected informal
leaders. Their conduct may be of great importance to the
student if he wants to learn how the particular institu-
tion can be worked and how institutions in general might
be worked; but in searching for the range and scope of
secondary adjustments, the student may fail to see how
the average member lives. This report necessarily focuses
on the activity of manipulative paroled patients, giving
an over-rosy view both of the life of patients as a whole
in Central Hospital and of the efficiency of their tech-
niques for unofficially altering their life conditions.

The second general question I want to raise has to
do with social control and bond formation.

The social arrangements which make economic and
social exchange possible obviously function to ensure
that the individual will be able to incorporate into his
own plan of action the efforts of others, increasing many
times the efficacy of secondary adjustments he makes by
himself on his own behalf. Now it is plain that if these
social arrangements are to be sustained, some form of
social control will have to be exerted to keep people in
line, to make them live up to their bargains and their
obligation to perform favors and ceremonies for others.
These forms of social control will constitute secondary
adjustments of a very special class—a class of adjustments
which underlie and stabilize a vast complex of other un-
official, undercover practices. And from the point of view
of inmate underlife in total institutions, these controls
will have to be exerted over both inmates and staff.

Inmate control of staff in total institutions takes tradi-
tional forms, for example: arranging for “accidents” to
occur to a staff person,!6! or the massed rejection of a

161 For example, Dendrickson and Thomas, op. cit.,
p- 130.
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particular item of food,1¢2 or the slowing-down of work
production, or the sabotaging of plumbing, lighting, and
communication systems, all of which are readily vulner-
able to inmate action.168 Other inmate sanctions of staff
may take the form of “collective” or individual teasing
and more subtle forms of ritual insubordination, such as
the military technique of saluting a troublesome officer
from too great a distance, or with too much precision,
or with too slow a tempo. A staff threat to the whole sys-
tem of undercover arrangements may be answered with
extreme action such as strikes or riots.

There is a popular view that the inmate group’s social
control of its members is well organized and strong, as
in the case of “kangaroo courts.” And apparently in
prisons the trustworthiness of an inmate regarding
other inmates’ secondary adjustments is an important
basis of social typing.1%¢ But evidence in general sug-
gests that inmate social control of other inmates is
weak. Certainly lack of undercover policing action
seemed characteristic of underlife in Central Hospital,165

162 Cantine and Rainer, op. cit., p. 4.

168 Ibid., p. 10.

184 See, for example, the discussion by Morris G. Caldwell,
“Group Dynamics in the Prison Community,” Journal of
Criminal Law, Criminalogy and Police Science, XLVI (1956),
p. 651, of “Right Guys,” and Gresham Sykes and Sheldon
Messinger, “The Inmate Social System,” S.S.R.C. Pamphlet
No. 15, 432 cit., especially pp. 5-11.

165 I do not consider the social control exerted by attend-
ants relative to their own secondary adjustments. For ex-
ample, an ex-Prison Hall patient a::{mmed that attendants
there could accept bribes for special services and .not fear
squealers because they prepared the ward chart of anyone
with whom they did illicit business; an informer would then
have to face a case record in which his own guilt had been
prepared. Certainly the patients in both parts of the hospital
often expressed the sentiment that if they brought charges
against an attendant for cruelty or theft, the ward staff would
“stick together” no matter what. It is interesting to compare
here the material on another group required to exert direct
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with the partial exception of Prison Hall.106

When a ward patient misbehaved, all the patients on
the ward might well suffer extra deprivations, and cer-
tainly when a parole patient escaped and committed an
infamous crime on the outside, parole conditions were
temporarily tightened for many patients; and yet in these
cases where the action of the one made it harder for the
many to effect any “deals” with staff there did not seem to
be any evident patient reprisal against such offenders.16?
Furthermore, underlife “security” seemed weak. An in-
mate deciding to escape might tell one or two of his
friends with safety, but a clique of five or six seemed
quite unreliable as a repository of secret information,
This was partly due to the fact that staff psychiatrists
took the position that the patient ought to tell all in the
interests of his own therapy; and by a peculiar extension
of this principle, many patients felt they could improve

coercion, the police, and the findings that point to the great
amount of mutual secrecy support that police give one an-
other. See William Westley, “Violence and the Police,”
American Journal of Sociology, LIX (1953), pp. 34-41, and
“Secrecy and the Police,” Social Forces, XXXIV (1956),
Pp. 254-57.

166 Prison Hall in Central Hospital was claimed by some
patients to be “organized” in the more extensive manner of
E;isons for the sane. Here, it was claimed, an attendant could

bribed to “kite” a letter or bring in contraband, a book
was olgz;ated, “stir politics” thrived, a clique of inmates “ran
the place,” and a patient strike would be employed to deal
with officials who got out of hand. I have no first hand in-
formation on these matters.

167 During the research an alcoholic patient, felt by many
patients to be “smotty,” talked two very well-liked student
nurses into going drinking with him in the local community.
The girls were caught and sent home before their course
ended, and the patient was returned to a demotion ward. I
Eredicted to myself that he would be ostracized for this act

y other patients; while there were in fact many inmate voices
raised a%ainst him out of his presence, no actual action seems
to have taken against him by his fellow patients.



302 THE UNDERLIFE OF A PUBLIC INSTITUTION

their own psychiatric status by squealing on their friends.
Thus, it was no surprise to hear a recreational official say,
with resignation and some kindness in her voice,

You know, they're just like babies. As soon as one
does something wrong, the others come and tell me.

Nor to hear one of the most successful patient entrepre-

neurs say:
During the [World] Series anybody can get any-
thing covered right here in front of the canteen. I
never play around here because there are too many
police spies, both white and colored, and you just
don’t know. If I want to place a number I just
phone up and in the afternoon someone will be in
to take it up.

Lack of informal social control and the previously de-
scribed lack of broad-span patient co-operation ought to
be taken together as evidence of weak informal social
organization on the part of patients. Psychiatry can ex-
plain this by the argument that mental patients by defi-
nition are incapable of sustaining ordinary order and
solidarity, an explanation that does not account as well
for the anomie in prisons and some concentration camps.
In any case, it is interesting to look at possible additional
explanations. One is that patients in Central Hospital
exhibited little reactive solidarity: instead of clinging to-
gether to uphold their patient status against the tradi-
tional world, they sought in cliques and dyads to define
themselves as normal and to define many of the other
patients present as crazy. Very few patients, in short,
were or came to be proud of being patients.168 Reactive
solidarity was further weakened by the fact that it was
difficult to define all staff as being restrictive and harsh,
even though conditions of life on the ward might be
consistently so.

168 Suggested by William R. Smith, who has done un-
published work on inmate solidarity.
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VI

In describing the range of secondary adjustments em-
ployed by patients in Central Hospital, I have tried to
develop concepts with which the secondary adjustments
of other establishments could also be described. The unit
of description was determined by a concern for compara-
tive analysis, not drama. As a result, the flow of patient
activity in Central Hospital has been chopped into small
and jagged pieces for purposes of sorting. The impression
may be given, therefore, that patients throughout the day
fitfully engaged in childish tricks and foolhardy gestures
to better their lot, and that there is nothing inconsistent
between this pathetic display and our traditional notions
of mental patients being “ill.” I want to state, therefore,
that in actual practice almost all of the secondary adjust-
ments I have reported were carried on by the patient
with an air of intelligent down-to-earth determination,
sufficient, once the full context was known, to make an
outsider feel at home, in a community much more similar
to others he has known than different from them. There
is an old saw that no clear-cut line can be drawn between
normal people and mental patients; rather there is a
continuum with the well-adjusted citizen at one end and
the full-fledged psychotic at the other. I must argue that
after a period of acclimatization in a mental hospital the
notion of a continuum seems very presumptuous. A com-
munity is a community. Just as it is bizarre to those not
in it, so it is natural, even if unwanted, to those who live
it from within. The system of dealings that patients have
with one another does not fall at one end of anything,
but rather provides one example of human association,
to be avoided, no doubt, but also to be filed by the
student in a circular cabinet along with all the other ex-
amples of association that he can collect.
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PART THREE: CONCLUSIONS

I

In every social establishment, there are official expecta-
tions as to what the participant owes the establishment.
Even in cases where there is no specific task, as in some
night-watchman jobs, the organization will require some
presence of mind, some awareness of the current situa-
ation, and some readiness for unanticipated events; as
long as an establishment demands that its participants
not sleep on the job, it asks them to be awake to certain
matters. And where sleeping is part of the expectation,
as in a home or a hotel, then there will be limits on where
and when the sleeping is to occur, with whom, and with
what bed manners.1%? And behind these claims on the
individual, be they great or small, the managers of every
establishment will have a widely embracing implicit con-
ception of what the individual’s character must be for
these claims on him to be appropriate.

Whenever we look at a social establishment, we find
a counter to this first theme: we find that participants
decline in some way to accept the official view of what
they should be putting into and getting out of the or-
ganization and, behind this, of what sort of self and
world they are to accept for themselves. Where enthusi-

169 When stagecoach travelers in Europe in the fifteenth
century might be required to share an inn bed with a stranger,
courtesy books laid down codes of proper bed conduct. See
Norbert Elias, Uber den Prozess Der Zivilisation (2 vols.;
Basel: Verlag Haus Zum Falken, 1934), Vol. II, pp. 219-21,
“Uber das Verhalten im Schlafraum.” On the sociology of
sleep I am indebted to unpublished writings of Vilhelm
Aubert and Kaspar Naegle.
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asm is expected, there will be apathy; where loyalty,
there will be disaffection; where attendance, absentee-
ism; where robustness, some kind of illness; where deeds
are to be done, varieties of inactivity. We find a multi-
tude of homely little histories, each in its way a move-
ment of liberty. Whenever worlds are laid on, underlives
develop.

I

The study of underlife in restrictive total institutions has
some special interest. When existence is cut to the bone,
we can learn what people do to flesh out their lives.
Stashes, means of transportation, free places, territories,
supplies for economic and social exchange—these appar-
ently are some of the minimal requirements for building
up a life. Ordinarily these arrangements are taken for
granted as part of one’s primary adjustment; seeing them
twisted out of official existence through bargains, wit,
force, and cunning, we can see their significance anew.
The study of total institutions also suggests that formal
organizations have standard places of vulnerability, such
as supply rooms, sick bays, kitchens, or scenes of highly
technical labor. These are the damp corners where
secondary adjustments breed and start to infest the es-
tablishment.

The mental hospital represents a peculiar instance of
those establishments in which underlife is likely to pro-
liferate. Mental patients are persons who caused the kind
of trouble on the outside that led someone physically, if
not socially, close to them to take psychiatric action
against them. Often this trouble was associated with the
“prepatient” having indulged in situational improprieties
of some kind, conduct out of place in the setting. It is
just such misconduct that conveys a moral rejection of
the communities, establishments, and relationships that
have a claim to one’s attachment.
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Stigmatization as mentally ill and involuntary hospital-
ization are the means by which we answer these offenses
against propriety. The individual's persistence in mani-
festing symptoms after entering the hospital, and his
tendency to develop additional symptoms during his
initial response to the hospital, can now no longer serve
him well as expressions of disaffection. From the patient’s
point of view, to decline to exchange a word with the
staff or with his fellow patients may be ample evidence
of rejecting the institution’s view of what and who he is;
yet higher management may construe this alienative ex-
pression as just the sort of symptomatology the institution
was established to deal with and as the best kind of evi-
dence that the patient properly belongs where he now
finds himself. In short, mental hospitalization outmaneu-
vers the patient, tending to rob him of the common ex-
pressions through which people hold off the embrace of
organizations—insolence, silence, sotto voce remarks, un-
co-operativeness, malicious destruction of interior deco-
rations, and so forth; these signs of disaffiliation are now
read as signs of their maker’s proper affiliation. Under
these conditions all adjustments are primary.

Furthermore, there is a vicious-circle process at work.
Persons who are lodged on “bad” wards find that very
little equipment of any kind is given them—clothes may
be taken from them each night, recreational materials
may be withheld, and only heavy wooden chairs and
benches provided for furniture. Acts of hostility against
the institution have to rely on limited, ill-designed de-
vices, such as banging a chair against the floor or striking
a sheet of newspaper sharply so as to make an annoying
explosive sound. And the more inadequate this equip-
ment is to convey rejection of the hospital, the more the
act appears as a psychotic symptom, and the more likely
it is that management feels justified in assigning the
patient to a bad ward. When a patient finds himself in
seclusion, naked and without visible means of expression,
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he may have to rely on tearing up his mattress, if he can,
or writing with feces on the wall-actions management
takes to be in keeping with the kind of person who war-
rants seclusion.

We can also see this circular process at work in the
small, illicit, talisman-like possessions that inmates use
as symbolic devices for separating themselves from the
position they are supposed to.be in. What I think is a
typical example may be cited from prison literature:

Prison clothing is anonymous. One’s possessions are
limited to toothbrush, comb, upper or lower cot,
half the space upon a narrow table, a razor. As in
jail, the urge to collect possessions is carried to pre-
posterous extents. Rocks, string, knives—anything
made by man and forbidden in man’s institution—
anything,—a red comb, a different kind of tooth-
brush, a belt—these things are assiduously gathered,
jealously hidden or triumphantly displayed.17®

But when a patient, whose clothes are taken from him
each night, fills his pockets with bits of string and rolled
up paper, and when he fights to keep these possessions
in spite of the consequent inconvenience to those who
must regularly go through his pockets, he is usually seen
as engaging in symptomatic behavior befitting a very
sick patient, not as someone who is attempting to stand
apart from the place accorded him.

Official psychiatric doctrine tends to define alienative
acts as psychotic ones—this view being reinforced by the
circular processes that lead the patient to exhibit aliena-
tion in a more and more bizarre form—but the hospital
cannot be run according to this doctrine. The hospital
cannot decline to demand from its members exactly what

170 Cantine and Rainer, op. cit., p. 78. Compare the things
that small boys stash in their pockets; some of these items
also seem to provide a wedge between the boy and the
domestic establishment.
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other organizations must insist on; psychiatric doctrine
is supple enough to do this, but institutions are not. Given
the standards of the institution’s environing society, there
have to be at least the minimum routines connected with
feeding, washing, dressing, bedding the patients, and
protecting them from physical harm. Given these rou-
tines, there have to be inducements and exhortations to
get patients to follow them. Demands must be made, and
disappointment is shown when a patient does not live
up to what is expected of him. Interest in seeing psychi-
atric “movement” or “improvement” after an initial stay
on the wards leads the staff to encourage “proper” con-
duct and to express disappointment when a patient back-
slides into “psychosis.” The patient is thus re-established
as someone whom others are depending on, someone
who ought to know enough to act correctly. Some im-
proprieties, especially ones like muteness and apathy
that do not obstruct and even ease ward routines, may
continue to be perceived naturalistically as symptoms,
but on the whole the hospital operates semi-officially on
the assumption that the patient ought to act in a manage-
able way and be respectful of psychiatry, and that he
who does will be rewarded by improvement in life con-
ditions and he who doesn’t will be punished by a reduc-
tion of amenities. Within this semi-official reinstatement
of ordinary organizational practices, the patient finds
that many of the traditional ways of taking leave of
a place without moving from it have retained their
validity; secondary adjustments are therefore possible.

I

Of the many different kinds of secondary adjustment,
some are of particular interest because they bring into
the clear the general theme of involvement and disaffec-
tion, characteristic of all these practices.

One of these special types of secondary adjustment is
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“removal activities” (or “kicks”), namely, undertakings
that provide something for the individual to lose himself
in, temporarily blotting out all sense of the environment
which, and in which, he must abide. In total institutions
a useful exemplary case is provided by Robert Stroud,
the “Birdman,” who, from watching birds out his cell
window, through a spectacular career of finagling and
make-do, fabricated a laboratory and became a leading
ornithological contributor to medical literature, all from
within prison.1” Language courses in prisoner-of-war
camps and art courses in prisons?? can provide the same
release.

Central Hospital provided several of these escape
worlds for inmates.1’3 One, for example, was sports.
Some of the baseball players and a few tennis players
seemed to become so caught up in their sport, and in the
daily record of their efforts in competition, that at least
for the summer months this became their overriding in-
terest. In the case of baseball this was further strength-
ened by the fact that, within the hospital, parole patients
could follow national baseball as readily as could many
persons on the outside. For some young patients, who
never failed to go, when allowed, to a dance held in their
service or in the recreation building, it was possible to
live for the chance of meeting someone “interesting” or
remeeting someone interesting who had already been
met—in much the same way that college students are

171 Gaddis, op. cit.

1721 F. N, op. cit., pp. 17-18.

178 Behind informal social typing and informal group
formation in prisons there is often to be seen a removal ac-
tivity. Caldwell, op. cit., pp. 651-53, provides some interesting
examples of prisoners on such kicks: those involved in secur-
ing and using drugs; those focused on leatherwork for sale;
and “Spartans,” those involved in the glorification of their
bodies, the prison locker room apparently serving as a muscle
beach; the homosexuals; the gamblers, etc. The point about
these activities is that each is world-building for the person
caught up in it, thereby displacing the prison.



310 THE UNDERLIFE OF A PUBLIC INSTITUTION

able to survive their studies by looking forward to the
new “dates” that may be found in extracurricular ac-
tivities. The “marriage moratorium” in Central Hospital,
effectively freeing a patient from his marital obligations
to a non-patient, enhanced this removal activity. For a
handful of patients, the semi-annual theatrical produc-
tion was an extremely effective removal activity: tryouts,
rehearsals, costuming, scenery-making, staging, writing
and rewriting, performing—all these seemed as successful
as on the outside in building a world apart for the par-
ticipants. Another kick, important to some patients—and
a worrisome concern for the hospital chaplains—was the
enthusiastic espousal of religion. Still another, for a few
patients, was gambling.174

Portable ways of getting away were much favored in
Central Hospital, paper-back murder mysteries, 17 cards,

174 Melville, op. cit., devotes a whole chapter, ch. Ixxiii,
to illicigng]ambling aboard his frigate,

175 The getaway role of reading in prison is well described
in Behan, op. cit.; see also Heckstall-Smith, op. cit., p. 34:
“The prison library offered a fairly good selection of Eooks.
But as time went by 1 found myself reading merely to kill
time—reading ev ing and anything I coufl lay my hands
on. During those first weeks, reading acted as a soporific and
on the long early summer evenings I often fell asleep over
my book.” )

KoFon, op. cit., pp. 127-28, provides a concentration-camp
example: “In the winter of 1942-43 a succession of bread
thefts in Barracks 42 at Buchenwald made it necessary to es-
tablish a nightwatch. For months on end I volunteered for
this duty, taking the shift from three to six o’clock in the
morning. It meant sitting alone in the day room, while the
snores of the comrades came from the other end. For once 1
was free of the ineluctable companionship that usually
shackled and stifled every individual activity. What an ex-
perience it was to sit quietly by a shaded lamp, delving into
the pages of Plato’s Dialogues, Galsworthy’s Swan Song, or
the works of Heine, Klabund, Mehring! Heine? Klabund?
Mehring? Yes, they could be read illegally in camp. They
were among books retrieved from the nation-wide wastepaper
collections.
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and even jigsaw puzzles being carried around on one’s
person. Not only could leave be taken of the ward and
grounds be taken leave of through these means, but if
one had to wait for an hour or so upon an official, or the
serving of a meal, or the opening of the recreation build-
ing, the self-implication of this subordination could be
dealt with by immediately bringing forth one’s own
world-making equipment.

Individual means of creating a world were striking.
One depressed, suicidal alcoholic, apparently a good
bridge player, disdained bridge with almost all other
patient players, carrying around his own pocket bridge
player and writing away occasionally for a new set of
competition hands. Given a supply of his favorite gum-
drops and his pocket radio, he could pull himself out of
the hospital world at will, surrounding all his senses
with pleasantness.

In considering removal activities we can again raise
the issue of overcommitment to an establishment. In the
hospital laundry, for example, there was a patient worker
who had been on the job for several years. He had been
given the job of unofficial foreman, and, unlike almost
all other patient workers, he threw himself into his work
with a capacity, devotion, and seriousness that were evi-
dent to many. Of him, the laundry charge attendant
said:

That one there is my special helper. He works
harder than all the rest put together. I would be
lost without him.

In exchange for his effort, the attendant would bring from
home something for this patient to eat almost every day.
And yet there was something grotesque in his adjust-
ment, for it was apparent that his deep voyage into the
work world had a slightly make-believe character; after
all, he was a patient, not a foreman, and he was clearly
reminded of this off the job.
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Obviously, as some of these illustrations imply, re-
moval activities need not be in themselves illegitimate;
it is the function that they come to serve for the inmate
that leads us to consider them along with other secondary
adjustments. An extreme here, perhaps, is individual
psychotherapy in state mental hospitals; this privilege is
so rare in these institutions,?® and the resulting contact
with a staff psychiatrist so unique in terms of hospital
status structure, that an inmate can to some degree for-
get where he is as he pursues his psychotherapy. By
actually receiving what the institution formally claims to
offer, the patient can succeed in getting away from what
the establishment actually provides. There is a general
implication here. Perhaps every activity that an estab-
lishment obliges or permits its members to participate in
is a potential threat to the organization, for it would seem
that there is no activity in which the individual cannot
become overengrossed.

Another property is clearly evident in some undercover
practices and possibly a factor in all of them: I refer
to what Freudians sometimes call “overdetermination.”
Some illicit activities are pursued with a measure of
spite, malice, glee, and triumph, and at a personal cost,
that cannot be accounted for by the intrinsic pleasure of
consuming the product. True, it is central to closed re-
strictive institutions that apparently minor satisfactions
can come to be defined as great ones. But even correcting
for this re-evaluation, something remains to be explained.

One aspect of the overdetermination of some second-
ary adjustments is the sense one gets of a practice being
employed merely because it is forbidden.1” Inmates in
Central Hospital who had succeeded in some elaborate

178 Of approximately 7000 patients in Central Hospital,
I calculated at the time of the study that about 100 received
some kind of individual psychotherapy in any one year.

177 This theme is developed by Albert Cohen in Delin-
quent Boys (Glencoe, Ill.: The Free Press, 1955).



THE UNDERLIFE OF A PUBLIC INSTITUTION 313

evasion of the rules often seemed to seek out a fellow in-
mate, even one who could not be entirely trusted, to dis-
play before him evidence of the evasion. A patient back
from an overlate foray into the local town’s night life
would be full of stories of his exploits the next day; an-
other would call aside his friends and show them where
he had stashed the empty liquor bottle whose contents he
had consumed the night before, or display the condoms
in his wallet. Nor was it surprising to see the limits of
safe concealment tested. I knew an extremely resourceful
alcoholic who would smuggle in a pint of vodka, put
some in a paper drinking cup, and sit on the most ex-
posed part of the lawn he could find, slowly getting
drunk; at such times he took pleasure in offering hospi-
tality to persons of semi-staff status. Similarly, I knew an
attendant who would park his car just outside the patient
canteen—the social hub of the patient universe—and there
he and a friendly patient would discuss the most intimate
qualifications of the passing females while resting a
paper cup full of bourbon on the differential covering,
just below the sight line of the crowd, drinking a toast,
as it were, to their distance from the scene around them.

Another aspect of the overdeterminism of some sec-
ondary adjustments is that the very pursuit of them seems
to be a source of satisfaction. As previously suggested in
regard to courtship contacts, the institution can become
defined as one’s opponent in a serious game, the object
being to score against the hospital. Thus I have heard
cliques of patients pleasurably discuss the possibility
that evening of “scoring” for coffee,'”8 accurately em-
ploying this larger term for a smaller activity.1”® The

178 A detailed description of the conniving and sustained
undercover effort reé]uired to score for coffee in prison is pro-
vided in Hayner and Ash, op. cit., pp. 365-66.

179 Traditionally, the value of pursuit itself is considered
relative to the wider society, as when drug addicts are de-
fined as playing an intensely meaningful daily game against
society in obtaining the daily fix, and hustlers, grifters, and
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tendency of prison inmates to smuggle food and other
comforts into the cell of someone suffering solitary con-
finement may be seen not only as an act of charity
but also as a way of sharing by association the spirit of
someone taking a stand against authority.180 Similarly,
the time-consuming elaborate escape planning that pa-
tients, prisoners, and P.O.W. internees engage in can be
seen not merely as a way of getting out but also as a way
of giving meaning to being in.

I am suggesting that secondary adjustments are over-
determined, some of them especially so. These practices
serve the practitioner in ways other than the most evident
ones: whatever else they accomplish these practices seem
to demonstrate—to the practitioner if no one else—that he
has some selfhood and personal autonomy beyond the
grasp of the organization.181

delinquents are seen as working hard at the intriguing, honor-
able task of making money without being seen working for it.

180 This theme is suggested by McCleery, S.S.R.C. Bul-
letin No. 15, op. cit., p. 60 fn.: “The present study suggests
that the display of goods and privileges among inmates serves
to symbolize status that must be gained by other means. The
xzvzzzols declare an ability to manipulate or resist power; and
the inmate body betrays a compulsion to supply these symbols
0 men undergoinirgunlshment, although their only function
is to resist power bravely.”

181 This point is nioe!{y expressed by Dostoevski in his de-
scription of life in a Siberian prison camp, op. cit., p. 17:
“There were in the prison many who had been sentenced for
smugglina and there is therefore nothing surprising in the
way was brought in in spite of all the guards and in-
spections. Smuggling, by the way, is by its very nature a rather
special crime. Can one tmagine, for instance, that with some
smugglers money and profit do not stand in the foreground,
but play a secondary part? It really is so, however. The
smuggler works for love of it, because he has a vocation. He
is in some sense a poet. He risks everything, runs into terrible
danger, twists and turns, uses his invention, extricates him-
self; sometimes he seems to act almost by inspiration. It is a
passion as strong as that for cards.”



THE UNDERLIFE OF A PUBLIC INSTITUTION 315

v

If a function of secondary adjustments is to place a bar-
rier between the individual and the social unit in which
he is supposed to be participating, we should expect
some secondary adjustments to be empty of intrinsic gain
and to function solely to express unauthorized distance—
a self-preserving “rejection of on€’s rejectors.”182 This
seems to happen with the very common forms of ritual
insubordination, for example, griping or bitching, where
this behavior is not realistically expected to bring about
change. Through direct insolence that does not meet
with immediate correction, or remarks passed half out of
hearing of authority, or gestures performed behind the
back of authority, subordinates express some detachment
from the place officially accorded them. An ex-inmate of
the penitentiary at Lewisburg provides an illustration:

On the surface, life here appears to run almost plac-
idly, but one needs to go only a very little beneath
the surface to find the whirlpools and eddies of
anger and frustration. The muttering of discontent
and rebellion goes on constantly: the sotto voce
sneer whenever we pass an official or a guard, the
glare carefully calculated to express contempt with-
out arousing overt retaliation . . .188

Brendan Behan provides a British prison illustration:

The warder shouted at him.
“Right, sir,” he shouted. “Be right along, sir,” add-
ing in a lower tone, “You shit-"ouse.”184

182 Lloyd W. McCorkle and Richard Korn, “Resocializa-
tion Within Walls,” The Annals, CCXCIII (1954), p. 88.

188 Hassler, op. cit., pp. 70-71. For a military example of
bitching, see Lawrence, op. cit., p. 132.

184 Behan, op. cit., p. 45. Primary school children in
American society very early learn how to cross their fingers,
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Some of these ways of openly but safely taking a stand
outside the authorized one are beautiful, especially when
carried out collectively. Again, prisons provide ready
examples:

How to express contempt for authority? The man-
ner of “obeying” orders is one way. . . . Negroes are
especially apt at parody, sometimes breaking into
a goose-step. They seat themselves at table 10 at a
time, snatching off caps simultaneously and pre-
cisely.188

When the sky pilot got up in the pulpit to give us
our weekly pep talk each Sunday he would always
make some feeble joke which we always laughed
at as loud and as long as possible, although he
must have known that we were sending him up.
He still used to make some mildly funny remark and
every time he did the whole church would be filled
with rawcous [sic] laughter, even though only half
the audience had heard what had been said.!8¢

Some acts of ritual insubordination rely on irony,
found in the wider society in the form of gallows gal-
lantry and in institutions in the construction of heavily
meaningful mascots. A standard irony in total institutions
is giving nicknames to especially threatening or unpleas-
ant aspects of the environment. In concentration camps,
turnips were sometimes called “German pineapples,”87
fatigue drill, “Geography.”188 In mental wards in Mount
Sinai Hospital, brain-damage cases held for surgery

mutter contradictions, and grimace covertly—through all of
these means expressing a margin of autonomy even while sub-
mitting to the teacher’s verbal punishment.

185 Cantine and Rainer, op. cit., p. 106.

188 J, F. N., op. cit., pp. 15-16. See also Goffman, Presen-
tation of Self, “derisive collusion,” pp. 186-88.

187 Kogon, op. cit., p. 108.

188 Ibid., p. 103,
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would call the hospital “Mount Cyanide,”%® and staff

doctors were

typically misnamed, being referred to by such terms
as “lawyer,” “white-collar worker,” “chief of crew,”
“one of the presidents,” “bartender,” “supervisor of
insurance” and “credit manager.” One of us (E.A.W.)
was called by such variations as “Weinberg,” “Wein-
garten,” “Weiner” and “Wiseman,”, . 190
In prison, the punishment block may be called the “tea-
garden.”?1 In Central Hospital, one of the wards con-
taining incontinent patients was sometimes felt to be the
punishment ward for attendants, who called it “the rose
garden.” An ex-mental patient provides another illustra-
ton:

Back in the dayroom Virginia decided that her
change of clothing represented Dressing Therapy.
D.T. Today was my turn for D.T. This would have
been rather amusing if you had had a good stiff
drink. Of paraldehyde. The Juniper Cocktail, as we
call it, we gay ladies of Juniper Hill. A martini,
please, we more sophisticated ones say. And where,
nurse, is the oliveP192

It should be understood, of course, that the threatening
world responded to with ironies need not be one spon-
sored by an alien human authority, but may be one that
is self-imposed, or imposed by nature, as when danger-
ously ill persons joke about their situation.!93

189 Edwin Weinstein and Robert Kahn, Denial of Illness
(Springfield, IIl.: Charles Thomas, 1955), ‘%;hzel.
190 Ibid., p. 61. See especlally ch. vi, Language of

101 Dendnckson and Thomas, op. cit., p. 25.

182 Mary Jane Ward, The Sna Pit (New York: New
American Library, 1955), p. 65.

198 A useful report on ironies and other devices for deal-
ing with life tb.meat is provided by Renée Fox in Experiment
Perilous (Glencoe, Ill.: The Free Press, 1959), p. 170 ff.
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Beyond irony, however, there is an even more subtle
and telling kind of ritual insubordination. There is a
special stance that can be taken to alien authority; it
combines stiffness, dignity, and coolness in a particular
mixture that conveys insufficient insolence to call forth
immediate punishment and yet expresses that one is en-
tirely one’s own man. Since this communication is made
through the way in which the body and face are held, it
can be constantly conveyed wherever the inmate finds
himself. Ilustrations can be found in prison society:

“Rightness” implies bravery, fearlessness, loyalty to
peers, avoidance of exploitation, adamant refusal to
concede the superiority of the official value system,
and repudiation of the notion that the inmate is of
a lower order. It consists principally in the reasser-
tion of one’s basic integrity, dignity, and worth in an
essentially degrading situation, and the exhibition
of these personal qualities regardless of any show of
force by the official system.194

Similarly, in Central Hospital, in the “tough” punishment
wards of maximum security, where inmates had very
little more to lose, fine examples could be found of
patients not going out of their way to make trouble but
by their very posture conveying unconcern and mild con-
tempt for all levels of the staff, combined with utter self-’
Ppossession.

v

It would be easy to account for the development of sec-
ondary adjustments by assuming that the individual pos-

194 Richard Cloward, “Social Control in the Prison,”
S.S.R.C. Pamphlet No. 15, op. cit., p. 40. See also Sykes and
Messinger, op. cit., pp. 10-11. Some minority groups have,
relative to the society at large, a variant of this non-provokin,
but hands-off-me stance. Compare, for example, the “cool
stud” complex among urban American Negroes.
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sessed an array of needs, native or cultivated, and that
when lodged in a milieu that denied these needs the
individual simply responded by developing makeshift
means of satisfaction. I think this explanation fails to do
justice to the importance of these undercover adaptations
for the structure of the self.

The practice of reserving something of oneself from
the clutch of an institution is very visible in mental hos-
pitals and prisons but can be found in more benign and
less totalistic institutions, too. I want to argue that this
recalcitrance is not an incidental mechanism of defense
but rather an essential constituent of the self.

Sociologists have always had a vested interest in point-
ing to the ways in which the individual is formed by
groups, identifies with groups, and wilts away unless he
obtains emotional support from groups. But when we
closely .observe what goes on in a social role, a spate of
sociable interaction, a social establishment—or in any
other unit of social organization—embracement of the
unit is not all that we see. We always find the individual
employing methods to keep some distance, some elbow
room, between himself and that with which others
assume he should be identified. No doubt a state-type
mental hospital provides an overly lush soil for the
growth of these secondary adjustments, but in fact, like
weeds, they spring up in any kind of social organization.
If we find, then, that in all situations actually studied
the participant has erected defenses against his social
bondedness, why should we base our conception of the
self upon how the individual would act were conditions
“just right”P

The simplest sociological view of the individual and
his self is that he is to himself what his place in an
organization defines him to be. When pressed, a sociolo-
gist modifies this model by granting certain complica-
tions: the self may be not yet formed or may exhibit
conflicting dedications. Perhaps we should further com-
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plicate the construct by elevating these qualifications to
a central place, initially defining the individual, for socio-
logical purposes, as a stance-taking entity, a something
that takes up a position somewhere between identifica-
tion with an organization and opposition to it, and is
ready at the slightest pressure to regain its balance by
shifting its involvement in either direction. It is thus
against something that the self can emerge. This has been
appreciated by students of totalitarianism:

In short, Ketman means self-realization against
something. He who practices Ketman suffers be-
cause of the obstacles he meets; but if these ob-
stacles were suddenly to be removed, he would find
himself in a void which might perhaps prove much
more painful. Internal revolt is sometimes essential
to spiritual health, and can create a particular form
of happiness. What can be said openly is often much
less interesting than the emotional magic of defend-
ing on€’s private sanctuary.195

I have argued the same case in regard to total institu-
tions. May this not be the situation, however, in free
society, too?

Without something to belong to, we have no stable
self, and yet total commitment and attachment to any
social unit implies a kind of selflessness. Our sense of
being a person can come from being drawn into a wider
social unit; our sense of selfhood can arise through the
little ways in which we resist the pull. Our status is
backed by the solid buildings of the world, while otr
sense of personal identity often resides in the cracks.

195 Czeslaw Milosz, The Captive Mind (New York: Vin-
tage Books, 1955), p. 76.
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in the Mental Hospital,” Psychiatry, XII (1949), pp. 243-49.



In each society there are favored ways in which two
individuals can approach and have dealings with each
other, for example, as kindred to kindred, or high caste
to low. Each of these frameworks for contact can be at
once a source of identity, a guide for ideal conduct, and
a basis of both solidarity and divisiveness. Each frame-
work involves a set of interdependent assumptions that
fit together to form a kind of model. In every case we find
that characteristic pressures prevent persons from fully
realizing the ideal and that the resulting deviations have
characteristic reverberations. The student of society can
therefore use for his purposes the same models that
members of society use for theirs.

In our Western society, an important way in which
two individuals may deal with each other is as server and
served. By exploring the assumptions and ideals behind
this occupational relationship, I think we can under-
stand some of the problems of mental hospitalization.

I

Specialized occupational tasks can be divided into two
categories, one where the practitioner “meets the public”
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through his work, a second where he does not, perform-
ing it only for the established members of his work
organization. I assume that the problem of facing the
public and of controlling it is sufficiently central to merit
treating together all who experience it. This means that
a hardware-store clerk and a factory tool-bin man are to
be separated for purposes of study, in spite of similarities
in what they do.

Among tasks requiring the performer to meet the
public, two kinds may be distinguished, one where the
public consists of a sequence of individuals, and another
where it consists of a sequence of audiences. A dentist
performs the first kind of task, a comedian the second.

Tasks which require the practitioner to meet the pub-
lic (in either of its forms) vary in the degree to which
they are presented to this public as a personal service,
that is, as an assistance desired by the recipient. A per-
sonal-service occupation may be defined, ideally, as one
whose practitioner performs a specialized personal serv-
ice for a set of individuals where the service requires
him to engage in direct personal communication with
each of them and where he is not otherwise bound to
the persons he serves.2 By this definition the process of
being served a summons, for example, is not a personal
service for the person served. A psychologist who sells
vocational testing to persons who want to learn about
their aptitudes is performing a personal service, but if
he tests the same persons for the employment office of an
organization they are merely the subjects of his work and
not his clients. So also, in spite of the language of census
takers, I exclude domestic servants from the category of

2 Sociological interest in service occupations stems largely
from Everett C. Hughes and is documented in the work of his
students at the University of Chicago &stgecially Oswald Hall
and Howard S. Becker. See especially the latter’s “The Pro-
fessional Dance Musician and His Audience,” American
Journal of Sociology, LVII (1951), pp. 136-44.
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servers, since a maid has a mistress, not a public, and I
exclude charwomen, since they do not routinely engage
in direct communication with those who walk on their
clean floors.

In this paper I want to consider personal-service occu-
pations as here defined, but I shall include some practi-
tioners who do not entirely fit my definition, since the
ideal on which it is based draws people who are not in
a position to conform to it. Deviations from an ideal im-
posed by self or others create problems of identity that
the student must understand in terms of the ideal—and
understand differently depending on the relation of the
deviation to the ideal: a high-pressure car salesman and
an insurance-company doctor both provide something
less than a personal service, but for a different framework
of reasons.

A traditional means of classifying personal-service
occupations is by the honor accorded them, with the
liberal professions falling at one extreme and the humble
trades and crafts at the other. This can be an obscuring
distinction, separating by rank those who are similar in
spirit. The division I want to employ places at one ex-
treme those, such as ticket-takers or telephone operators,
who perform a perfunctory technical service, and at the
other those with an expertness that involves a rational,
demonstrable competence that can be exercised as an end
in itself and cannot reasonably be acquired by the person
who is served. Perfunctory servers tend to have cus-
tomers, “parties,” or applicants; expert servers tend to
have clients. Both types of servers are likely to have some
independence from the persons they serve, but only ex-
perts are in a position to build that independence into a
solemn and dignified role. It is the social and moral
assumptions underlying the practice of expert, rather
than perfunctory, servicing that I want to consider in
this paper.

I suggest that the ideals underlying expert servicing
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in our society are rooted in the case where the server has
a complex physical system to repair, construct, or tinker
with—the system here being the client’s personal object
or possession. Hereafter in this paper when I use the term
service relation (or occupation) this pure case will be
implied unless the context necessitates a more careful
reference.

We deal with a triangle—practitioner, object, owner—
and one that has played an important historical role in
Western society. Every large society has expert servers,
but no society has given such service more weight than
has ours. Ours is a service society, so much so that even
such institutions as stores come to follow this style in
word if not in fact, responding to the need of both clerks
and customers to feel that expert personal service is be-
ing provided even while they despair of realizing it.

The type of social relationship I will consider in this
paper is one where some persons (clients) place them-
selves in the hands of other persons (servers). Ideally,
the client brings to this relationship respect for the
server’s technical competence and trust that he will use
it ethically; he also brings gratitude and a fee. On the
other side, the server brings: an esoteric and empirically
effective competence, and a willingness to place it at the
client’s disposal; professional discretion; a voluntary cir-
cumspection, leading him to exhibit a disciplined uncon-
cern with the client’s other affairs or even (in the last
analysis) with why the client should want the service in
the first place; and, finally, an unservile civility.3 This,
then, is the tinkering service.

We can begin to understand the service relation by
examining the concept of the fee. There is a double sense

8This description of the service relationship draws
heavily on Parson’s paper, “The Professions and the Social
Structure,” which I feel is still the leading statement in this
area. See also Talcott Parsons and Neil Smelser, Economy and
Society (Glencoe, IIL.: The Free Press, 1956), pp. 152-53.
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in which a fee is not a price.* Traditionally a fee is any-
thing other than what the service is worth. When services
are performed whose worth to the client at the time is
very great, the server is ideally supposed to restrict him-
self to a fee determined by tradition—presumably what
the server needs to keep himself in decent circumstances
while he devotes his life to his calling. On the other hand,
when very minor services are performed, the server feels
obliged either to forego charging altogether or to charge
a relatively large flat fee, thus preventing his time from
being trifled with or his contribution (and ultimately
himself) from being measured by a scale that can
approach zero.® When he performs major services for
very poor clients, the server may feel that charging no
fee is more dignified (and safer) than a reduced fee.®
The server thus avoids dancing to the client’s tune, or
even bargaining, and is able to show that he is motivated
by a disinterested involvement in his work. And since his
work is the tinkering kind, which has to do with nicely
closed and nicely real physical systems, it is precisely the
kind of work in which disinterested involvement is pos-
sible: a repair or construction job that is good is also one
that the server can identify with; this adds a basis of
autonomous interest to the job itself. Presumably the
server’s remaining motivation is to help mankind as such.

The server’s attachment to his conception of himself

4 See, for example, A. M. Carr-Saunders and P. A. Wilson,
The Professions (Oxford: The Clarendon Press, 1933), sec-
tion “Fees and Salaries,” pp. 451-60.

5 The more lowly the tinkering trade, the more need the
server may have to forego charging for certain minor but
skilled services. Among shoemakers these acts of noblesse
oblige can become lordly indeed, just at a time in history
when lords can no longer afford the original version.

8 Carr-Saunders and Wilson, op. cit.,, p. 452: “In most
other professions [other than accountancy] the associations
attempt to induce their members not to undercut, though

objection is never raised to the remission of fees when i
client is poor.”
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as a disinterested expert, and his readiness to relate to
persons on the basis of it, is a kind of secular vow of
chastity and is at the root of the wonderful use that clients
make of him. In him they find someone who does not
have the usual personal, ideological, or contractual
reasons for helping them; yet he is someone who will take
an intense temporary interest in them, from their own
point of view, and in terms of their own best interests.
As one student of human affairs suggests:

As defined in this culture, the expert is one who de-
rives his income and status, one or both, from the
use of unusually exact or adequate information
about his particular field, in the service of others.
This “use in the service of” is fixed in our industrial-
commercial social order. The expert does not trade
in the implements or impedimenta of his field; he is
not a “merchant,” a “collector,” a “connoisseur,” or
a “fancier,” for these use their skill primarily in their
own interest.”” '

It therefore pays the client to trust in those for whom he
does not have the usual guarantees of trust.

This trustworthiness available on request would of it-
self provide a unique basis of relationship in our society,
but there is still another factor: the server’s work has to
do with a rational competence, and behind this a belief
in rationalism, empiricism, and mechanism, in contrast to
the more self-referential processes that plague people.

The interaction that occurs when client and server are
together ideally takes a relatively structured form. The
server can engage in mechanical, handwork operations on
the client’s possession, especially work of a diagnostic
kind; he can also engage in verbal exchanges with the
client. The verbal part itself contains three components: a
technical part, namely the giving and getting of relevant

7 Harry Stack Sullivan, “The Psychiatric Interview,” Psy-
chiatry, XIV (1951), p. 365.
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repair (or construction) information; a contractual part,
being a statement, often discreetly brief, regarding
approximate costs, approximate time for the job, and the
like; and finally, a sociable part, consisting of a few minor
courtesies, civilities, and signs of deference. It is im-
portant to see that everything that goes on between
server and client can be assimilated to these components
- of activity, and that any divergences can be understood
in terms of these normative expectations. The full assimi-
lation of the interaction between server and client to this
framework is often for the server one of the tests of a
“good” service relation.

The technically relevant information that the server
needs, in order to repair or construct effectively, comes to
him from two sources: from the client’s verbal statements,
and from the object itself, through the direct impression
it makes on the server. Following the practice sometimes
employed in medicine, we can call the client’s reported
difficulties symptoms, and the data directly obtained by
the server signs, although there is no particular warrant
for this usage in semiotics. The dignity of the service
relation is partly based on the capacity of the client to
contribute usable information, albeit filtered through lay
language and lay sensibility. The servicing can then take
on something of the spirit of a joint undertaking, with
the server showing some respect for the client’s un-
schooled appraisal of the trouble.

The server has contact with two basic entities: a client
and the client’s malfunctioning object. Clients are pre-
sumably self-determining beings, entities in the social
world, that must be treated with appropriate regard and
ritual. The possessed object is part of another world, to
be construed within a technical, not a ritual, perspective.
The success of the servicing depends on the server keep-
ing these two different kinds of entities separate while
giving each its due.
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I

Let us now turn to the object that the server repairs or
constructs. I have described this object (or possession)
as a physical system in need of expert attention, and I
shall focus on repairs, as more usual than construction.
Linked with the notion of repairs is a conception of the
repair cycle, the phases of which I would like to describe
briefly.

We can begin by considering our everyday conception
of etiology. The common nail can serve us as a starting
point, for it is an object that commonly begins a repair
cycle. A nail on the road can stop a car; a nail on a chair
can tear trousers; a nail on a rug can ruin a vacuum
cleaner; and a nail on the ground can pierce a foot. Note
that a nail'is not characteristic of the environment but is
in a way an isolated haphazard occurrence in it; the
environment is not fully responsible for it. The nail’s
contact with the possession is therefore a bad break, an
accident, an unanticipated event. Once this contact
occurs, a kind of causal transfer follows; the little evil
is transplanted, taking on an intimate persistent causal
status within the possession. We say: “I sat down and I
picked up a splinter”; or, “I was driving and I picked up
a nail.” Note, too, that although the nail and the car may
be cursed for the trouble they cause, it is foreign to the
service complex for the client, and especially for the
server, seriously to impute intent or malice to the injur-
ing agent or the injured possession. (It is only when the
client fails to follow common-sense precautions or expert
advice that the server inevitably begins to have a moral
role.)

Now a foreign agent lodged in a physical system may
be permanently dealt with by the internal corrective
capacities of the system itself, by natural repair or natural
compensation, and cease to constitute a problem for the
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object’s possessor. But with many disruptive agents a
different phase follows, namely, an increased malfunc-
tioning over time. The little evil spreads out until the
whole system is placed in jeopardy. Thus the tire, once
punctured, gets lower and lower, until the tube and rim
are ruined and the car can no longer be driven.

There is a threshold point where the possessor himself
finally sees that his possession bas suffered damage or
injury. If the possessor cannot make his own repairs and
if he defines his problem as one that a server can help
with, he becomes a client in search of a server, or in
search of referral to a server through a set of inter-
mediaries.

- Once a server is found, the client brings him the total
possession, or the total of what remains, plus, when pos-
sible, the broken parts. The central point here is that the
whole complex of the possession, all that the server will
need for his work, is voluntarily put at the disposal of the
server by the client.

Now begins the famous process: observation, diag-
nosis, prescription, treatment. Through the client’s re-
port, the server vicariously relives the client’s experience
of trouble; the server then engages in a brief run-through
of what remains of the possession’s functioning, but now,
of course, the malfunctioning occurs under skilled eyes,
ears, and nose. (It is remarkable how at this juncture a
lab coat of some kind often appears, symbolizing not
merely the scientific character of the server's work but
also the spiritual poise of a disinterested intent.)

After the server has done his work, a period of con-
valescence may occur during which reduced demands
are placed upon the object and there is a heightened
attentiveness to signs of relapse or insufficient repair.
This care and vigilance become gradually reduced to
periodic spot checks during which the client himself, or
sometimes the server, rechecks matters to make doubly
sure that things are as desired.
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The final phase of the repair cycle occurs when the
possession is “as good as new,” or, if a little weak at the
mend, none the less at a stage where attention may be
safely withdrawn from the whole issue of the repair.

I would like to add an historical note that has rele-
vance for the repair cycle. One of the basic changes we
have witnessed in the tinkering services in the last hun-
dred years is the movement away from peddler carts and
home visits and the development of the workshop com-
plex. Instead of the server bringing himself and his tools
to the client, the client comes to the server and leaves
the disordered object with the server, returning later to
retrieve the repaired possession.

There are many advantages to having a work place of
one’s own, of course, which no doubt figured in the rise
of the workshop. Often clients prefer a fixed address that
provides continuously available service to a single date
oh an annual, monthly, or weekly cycle of home visits.
Another advantage derives from an increasing division
of labor. With a workshop, the server can invest in heavy
fixed equipment. In addition he can take on more than
one repair job at the same time, breaking down the work
so that costly skilled help will not be engaged in doing
unskilled labor. He need not turn away work while en-
gaged in one job, or have to wait idly between jobs, but
can distribute his work by manipulating the time that
objects for repair are held in the workshop.

Another set of workshop advantages are social in char-
acter, having to do with the increased status leverage
servers acquire when they acquire a workshop. Owning
or renting one’s shop ensures that the client cannot turn
the server out of the house and that police cannot make
him “move on.” It is the client who becomes the guest.
Furthermore, since the client is not present while the
actual work is done, mistakes at work and padding of
expenses are easily concealed from him; at the same time,
the length of time for which the server requires the
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client’s possession allows the server to dignify his service
and charge high for it.® Finally, the kind of clothing,
posture, and grooming that is associated with handwork
can be clearly segregated from the kind of personal front
that best fits the verbal aspects of server-client relations.
A specialist in cleanliness can be kept permanently “up
front,” or the working shop-manager can wash his hands,
take off his apron, and put his jacket on when he hears
the doorbell ring in the front of the shop.

It is plain that the workshop could function to weaken
the service complex. After all, the client must now give
up possession of his object for days at a time—let alone
the control of watching the server at work. But perhaps
increased need to trust has led to increased trustworthi-
ness. In any case, when a work place becomes fixed in a
community, the server becomes subject to the people he
serves in a new way. It is known where he can be found;
he is therefore available to disgruntled clients and sub-
ject to the general attitude of the community toward
him. Under these circumstances he will feel constrained
to provide the kind of service that will not be complained
about.

III

Let us now examine some of the conceptual assumptions
that underlie the service relation and its repair cycle.

If a possession or object is to be of use to its owner, its
various parts must be in proper functional order relative
to one another. The gears must mesh, the blood must
flow, and the wheels or hands must turn. Here there is a
happy coincidence that should not remain implicit: the
functioning of the object, when seen, as it were, from its
own point of view, has some relation to whether or not

8 See E. Goffman, The Presentation of Self in Everyday
Life (New York: Anchor Books, 1959), pp. 114-15.
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the possessor will be able to make use of it. In some cases,
as with mechanical objects, the coincidence has been
purposely prearranged, the object being designed in the
first place to be of a particular use when it is working
well. In other cases, as with beasts of burden and our
own bodies, the coincidence is not designed but is present
none the less. If a horse is to be worked, it must not be
too ill.

A second assumption of the service relation is that
the client’s possession is fully his and that he can by law
do with it what he will.

Third, the possession itself is assumed to form not only
a relatively closed system but also one small enough to
be moved around by the possessor, or, if not this, at least
to be seen as a simultaneous whole by both possessor
and server.

Fourth, and most important, the possessions that are
to be serviced form not only relatively closed and rela-
tively manageable systems but also distinct and obvious
classes of systems. Whether we deal with products of
nature or of manufacture, we deal with products struck
from a mold, with strict reproduction, and with the use
of standardized solutions to constructional and repair
problems even when the outward appearance of products
within a class may differ. It follows that if the server
knows about the workings of one member of a given
class, he is automatically competent to deal with other
members of this class.?

There are some assumptions underlying the develop-
ment of the workshop complex that should be made
explicit.

The first assumption is that the workshop milieu will

9 Technological change does of course bring limits. A
garageman abfel only to pull apart and rebuild a Model A
Ford finds himself today with some automotive skills that he
cannot use and some automotive problems that he cannot
solve.
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be benign relative to the injury the possession has
suffered; the workshop will stop the progressive course
of the disorder although not effect any cure by itself. A
car with a top that leaks is handled in a closed garage or
placed under a tarp until work can be started on it; this
precaution does not mend the top, but it ensures that
the tear will not get any bigger or the upholstery even
more damaged. A chair that is beginning to crack may
not be repaired right away in the shop to which it is
taken, but presumably no one there will sit on it and
aggravate the damage.

A second assumption is that the possession is suffi-
ciently independent of its original environment to allow
temporary transplanting to the shop without introduc-
ing a new set of damages.

A third assumption is that the client is not inextricably
tied to his possession and can withstand the wait that
turning the possession over to a workshop is likely to
entail. Often the client’s use of his possession is inter-
mittent, so that time without the possession is not en-
tirely waste time;10 it is possible for him to consider the
full period without his possession as a period filled with
servicing activity.

I have suggested some of the assumptions that we
must make regarding serviceable objects and service
workshops if the service relation is to be ideally sus-
tained. A final set of these assumptions concerns the
structure of clienteles.

The character of the service relationship seems to re-
quire that the clientele be a set of persons who volun-
tarily use the service in a way that precludes their taking
concerted action regarding it, thus exerting power over
the server only as an aggregate, not a collectivity. In

10 Recently this delicate point in the service schema has
been strenithened by the practice of “loan out.” On leaving
one’s watch or radio or car for repair, one is given loan of
a substitute by the server until repairs are completed.
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these circumstances the server can be independent of the
good favor of any one of them, politely turning away
any client he feels he will not be able to serve properly,
just as each of them can withdraw should the relation
prove unsatisfactory. Ideally, there is a double volun-
tarism to the relationship, as with persons living in sin,
and a limit to the reasonable complaints that either party
can make about the relationship while remaining in it.
Ideally, expert servicing expresses mutual respect be-
tween client and server and is designed to be a gentle-
manly process.

v

The character of the service relationship, as here de-
scribed, has a logic of its own. Given its various premises,
the server will be in a position to sustain a definition of
himself as someone who, merely for a fee, provides an
expert service that the client is in real need of, and the
client will be able to believe that there are strangers of
good will in society who are highly competent and dedi-
cated to their competence in such a way as to lend them-
selves to one’s concerns for only a fee. Yet while the
service relationship is cast in this pure and noble mold, it
lacks the institutional supports that buttress some of our
other highly valued relationships, such as familial ones.
We can expect, then, that the framework of rights and
duties on each side of the relationship can form a kind
of matrix of anxiety and doubt, even when each party
to the relationship is behaving properly. The client
thinks: “Is this server really competent? Is he acting in
my own interestsP Is he overcharging? Is he discreet? Is
he secretly contemptuous of me because of the state in
which he finds my possession?” (Each of these dimen-
sions of potential defection may occur in the absence of
the others, so that the total number of possibilities is
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quite large.) The server thinks: “Does this client really
have confidence in meP Is he concealing the fact that
he has ‘shopped around’ before coming here? Will he
pay the fee?”

In addition to these general anxieties, we can expect
that more specific ones will arise; once we see the service
complex for what it is, an ideal and model, we can
appreciate that each type of service will provide its own
special instances of issues that cannot easily be managed
within the service model, giving rise to characteristic
difficulties.

For example, there are service needs, such as those a
plumber fulfills, that tend to be presented to the server
as a crisis: the family must have water right away, or
someone must stop the flood of water that has started.
At the same time, the plumber cannot bring the defective
equipment into the protection of his shop but must do
his work under the eyes of the household.

Another difficulty arises with those services, such as
radio and TV repair, in which the fee complex has
become considerably weakened, clients often (rightly)
feeling that they are being “taken.” But the show of dig-
nity associated with these services has not declined and
is supported by an increasingly high minimum fee.

Furthermore, there are certain trends in modern so-
ciety that weaken the service complex. Many service
establishments find it is more profitable to sell only new
merchandise rather than waste space and personnel on
repair work. Those that do make repairs increasingly
tend to introduce a whole new set of internal works—to
replace major parts rather than skillfully to repair
them'—and of course there is the trend to “automatic

110On this and some other deviations from the service
ideal, see F. L. Strodtbeck and M. B. Sussman, “Of Time,
the City, and the ‘One-Year Guaranty’: The Relations be-
tween Watch Owners and Repairers,” American Journal of
Sociology, LXI (1956), pp. 602-9.
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merchandising,” machine or cafeteria style, which con-
siderably reduces the role of the server or does away with
it entirely.

Another major problem in the validity of the service
model is that servers inevitably make an effort to select
a clientele on the basis of technically irrelevant factors,
such as social class status or ability to pay; clients act
similarly. So, too, the server is likely to give his clients
differential treatment on the basis of extraneous vari-
ables, although perhaps more deviation from the ideal
occurs in getting to a server than in treatment once one
gets to him.

An important source of difficulty is that the double
independence that ideally exists between server and
* served is often in jeopardy. Where the server is not a
“free” one, that is, not in business for himself, his rela-
tions with his clients can be constrained by the claims of
management upon him. (Correspondingly, of course,
management may encounter many problems from em-
ployees’ efforts to take the role of server in regard to
the company’s customers.) A point can be reached where
the manager of a service establishment such as a large
shoe-repair shop arrogates to himself all contact with
the public, thereby removing the other shoemakers from
the service category as here defined—regardless of
popular and census classifications. Similarly, there are
the problems of those whose calling is generally defined
as appropriate for independent practice, such as law or
architecture, but who find themselves with staff positions
in which they have a captive clientele, or are captives of
a clientele, or have only one client; cast in the traditional
form of the free server, these persons tend to embarrass
themselves and others by affecting a stance which the
facts do not support. Court physicians provided a classic
example, reminding us that today the dignity of medical
service requires that a physician to a royal person be
other persons’ physician, too. And of course where a
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server’s clients come from the same settled community,
they are likely to be in potential if not actual communica-
tion with one another, ever ready to coalesce into a “lay
referral system” with unanticipated power over the
server.12 If there are only a few lawyers or doctors in the
community, then clients probably need this power.

Two final sources of difficulty in the application of the
service model should be mentioned, both having to do
with the social consequences of professionalization. The
cultivation of trustworthy disinterestedness inevitably
seems to overreach itself in two ways. First, the server’s
increasingly proficient attention to the interests of the
client can lead him to form ideal conceptions of client
interest, and this ideal, together with professional stand-
ards of taste, efficiency, and foresightedness, can some-
times conflict with what a particular client on a particular
occasion considers to be his own best interests. Even an
interior decorator may politely tell a client to go else-
where, being loathe to carry out the client’s unseemly
wishes.

Second, the more a server is concerned with giving
good service, and the more his own profession is given
a public mandate to control him, the more he is likely to
be accorded the public task of maintaining community
standards, which at times will not be in the immediate
interests of a particular client. The code that a builder
adheres to, for example, forces his client to underwrite
certain considerations for neighbors, whether the client
wants to or not. The obligation of lawyers to give only
lawful legal advice is another case in point. Here is a
basic breach in the notion we started with of an inde-
pendent client and an independent server. We now have
a triad—client, server, community—and this can strike at
the heart of serving even more than the triadic feature

12 The term “laa' referral system” is from Eliot Freidson,

“Client Control and Medical Practice,” American Journal of
Sociology, LXV (1960), pp. 374-82.
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that occurs when the server joins an establishment of
some kind and divides his loyalty between the firm’s
clients and the firm’s management.

\'

We now turn to the medical version of the tinkering-
services model.1® OQur giving our bodies up to the medical
server, and his rational-empirical treatment of them, is
surely one of the high points of the service complex. In-
terestingly enough, the gradual establishment of the body
as a serviceable possession—a kind of physicochemical
machine—is often cited as a triumph of the secular scien-
tific spirit, when in fact this triumph seems in part to
have been both cause and effect of the rising regard for
all types of expert servicing.

The signs that medical men currently employ, es-
pecially signs involving refined laboratory work, are in-
creasingly sophisticated, yet medical men still claim to
rely on the patient for reporting symptoms; the client is
still a participant to be respected in the service relation-
ship. But, as with other competencies, there are special
points of strain in fitting the treatment of the body into
the service framework. I would like to mention some of
these, with the understanding that the same problems
also arise to some degree in other kinds of servicing.

The first issue is that the body is, as psychoanalysts say,
highly cathected in our society; persons place great value
on its appearance and functioning and tend to identify
themselves with it. Individuals are uneasy about giving
their bodies up to the rational-empirical ministrations of
others, and hence need their “confidence” in the server

18 Compare T. S. Szasz, “Scientific Method and Social
Role in Medicine and Psychiatry,” A.M.A. Archives of In-
ternal Medicine, CI (1958), pp. 232-33, and his “Men and
Machines,” British Journal for the Philosophy of Science,
VIII (1958), pp. 310-17.
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continuously shored up by bedside assurances. This
problem must not be overstressed, however, not because
persons are ceasing to identify with their bodies but be-
cause of what we are slowly learning about how much
they identify with quite non-corporal things, such as
wrist watches and cars, seeing in a threat to these “good
objects” a threat to self.

The very willingness of clients to put their bodies’ fate
in the hands of their physicians carries its own problem
for medical men: they may find that sympathy with the
patient subjects them to emotional stress when they are
uncertain of what is wrong or what can be done for the
patient, or when they are certain that little can be done
and must impart this information to the person (or his
guardian) whose fate will be sealed by it.!* But here,
perhaps, we have a problem not for medical servicing as
such but for the individuals who perform it.

Another problem is that the body is one possession that
cannot be left under the care of the server while the
client goes about his other business. Admittedly physi-
cians show a remarkable capacity to carry on the verbal
part of the server role while engaging in the mechanical
part, without this segregation breaking down, but there
are inevitable difficulties here, since the client is very in-
terested in what is happening to his body and is in a good
position to see what is being done. (Barbers, hairdressers,
and prostitutes know of these troubles, too, of course,
since poor mechanical activity on their part may be
instantly perceived by the ever-present client.) One solu-
tion is anesthesia; another is the wonderful brand of
“non-person treatment” found in the medical world,
whereby the patient is greeted with what passes as

14 An analysis of the ];)ressuree upon a physician to evade
communicating a known bad prognosis ang to offer an opin-
ion when in fact he feels uncertain is provided in Fred Davis,
“Uncertainty in Medical Prognosis, Clinical and Functional,”
American Journal of Sociology, LXVI (1960), pp. 41-47.
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civility, and said farewell to in the same fashion, with
everything in between going on as if the patient weren’t
there as a social person at all, but only as a possession
someone has left behind. 15

Another issue in medicine has to do with the appreci-
able margin of merely palliative action, of “elective
procedures,” and of unsuccessful treatment. With many
mechanical objects, every possible disorder can be fixed,
depending only on how much of the original object is
replaced with new parts, and this may require no great
skill. A radio mechanic of average ability can fix abso-
lutely any broken radio by the simple expedient of
checking out sections of the circuit and replacing the
parts where the trouble seems to lie. It is the realistic
boast of a well-supplied automotive-parts distributor
that he can build a complete car in his supply rooms from
the parts on hand. Not so in medicine. Some parts of the
body cannot be replaced, and not all physical disorders
can be corrected. Further, due to medical ethics, a physi-
cian cannot advise a patient to junk the badly damaged or
very worn object his body may have become (as can those
who service other types of objects), although the physi-
cian may tacitly give such advice to other interested
parties.

Although this lowered probability of repair is charac-
teristic of medicine, there are effective techniques for the
management of doubt. Even in the case of a brain sur-
geon, who may expect to lose half his cases, clients can
be made to see that this is merely a chancy, last-resort

18 The non-person solution seems especially effective
when the examining physician is accompanied byyool]eagues
and subordinates, as wﬁ'sen making rounds, for then he will
have participants available for a technical conversation about
the case. So effective is this way of suppressing the social
presence of the patient that his fate can open%y discussed
around his bed without the discussants having to feel undue
concern; a technical vocabulary presumably unknown to the
patient helps in this regard.
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department of medicine, made tolerable by the proba-
bility of effectiveness achieved in many of the other de-
partments. Further, there are expert services, albeit of
a non-tinkering kind, such as those a lawyer or broker
provides, where the probability of success may well be
lower than in general medicine and a sense of ethical
professional service can still survive. In all these cases
the server can take the stand that, whether he succeeds
or fails this time, he is applying the best techniques to
the best of his abilities, and that in general it is better to
rely on these techniques and abilities than to rely on
pure chance. Respectful and continued relations between
many brokers and their clients attest to the fact that,
once a service definition of the situation is accepted,
clients are willing to accept a probability very little
greater than chance as justification for remaining within
the relationship. The client finds that he must consider
not how well he has done with the server, but rather
how much worse he might have done without him, and
with this understanding he is led to accord the ultimate
tribute to esoteric skill: cheerful payment of the fee in
spite of the loss of the object that the server was hired
~ to save.

Another interesting difficulty in applying the tinker-
ing-service model to medical practice is that the injurious
agent is recognized in some cases to be not a randomly
disposed improbable event in the environment, but the
environment itself. Instead of there being one nail on the
road, the road is covered with them. Thus, for certain
physical disorders, a given climate or given type of work
is exacerbating. If the patient can afford a complete
change of scenery, the pathogenic environment can be
looked upon as merely one of the many possible environ-
ments, and hence the improbable member of a generally
healthy class. For many patients, however, change in life
situation is not practical, and the service model cannot
be satisfactorily applied.
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Associated with the fact that the environment itself
may be the pathogenic agent is the possibility of pursuing
medicine at the community level, treating not a single
individual but a large social unit, and reducing the proba-
bility of a specific illness within a whole set of persons
rather than curing a specific patient. The whole emerging
field of epidemiology is of this order, constituting not so
much a threat to medical practice on individuals as a
supplement to it.

While many individuals can be relied upon to act as
responsible, self-willing agents in regard to their bodies,
it is apparent that the very young, the very old, and the
mentally ill may have to be brought to medical attention
“for their own good” by someone else, thus radically
changing the usual relation between client, possession,
and server. Often an attempt is made to assimilate such
situations to the free-agent model by having the patient
brought in by someone with whom he is socially identi-
fied, typically a kinsman who can stand in for him and
as a guardian be trusted to represent his ward’s best
interests. Perhaps a factor here is that the seeking of
medical service by free agents is often itself not so free,
but a product of consensus, if not pressure, on the part
of the patient’s close kin group. It may be added that
when dire news must be given a patient he may suddenly
find that his capacities as object and as client are split
apart. He retains his status as an object but his role as
client is subtly transferred to someone close to him.
Sometimes the issue is not that he is no longer competent
as a social person but that the physician is disinclined to
become embroiled as a participant-witness of someone’s
immediate response to a destruction of life chances.

The guardian problem can illustrate the conflict that
may arise between what a server and his discipline feel
is in the best interests of the client and what the client
himself desires. This potential conflict is sharpened by
a further factor, the tension between client interests and
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community interests. An obvious example is the case of
communicable diseases, where the physician has the legal
obligation to protect the community as well as his client.
Other examples of this conflict are abortion and the
treatment of unreported gunshot wounds, although in
both cases there is an out, an abortion often being de-
fined as not in the “best” interests of the person seeking
it, and gunshot wounds being treated, provided police
authorities are informed at the same time. A third in-
stance is the early restriction on the use of plastic surgery
for purely cosmetic reasons, although what was at stake
here was not so much the welfare of the community as
the dignity and disinterestedness of the medical profes-
sion itself. And of course there are other instances, such
as the Soviet physician’s interesting problem of whether
to grant to a worker what will be his only holiday al-
though he doesn’t have very much wrong with him,¢ or
the American physician’s problem of whether to “write
scrip” for drugs to confirmed addicts.

Another problem in managing medicine within the
service framework is that patients often feel they can
seek advice from their physician on non-medical matters,
and the physician sometimes feels he has a special com-
petence that justifies his accepting this diffusion of his
role.'” More important, and increasingly important, is
another problem: in spite of the efforts of medical pro-
fessional associations, in some countries medical prac-
tice as a whole is tending away from the ideal of the
free practitioner with an unorganized clientele to one
where a bureaucratic agency of some kind provides serv-
ice to clients who have little choice over which of the
available physicians they get to see. This is a serious
threat to the classic service relation, but I do not think

18 M. G. Field, “Structured Strain in the Role of the Soviet
Physician,” American Journal of Sociology, LVIII (1953),
pp. 493-502.

17 Szasz, “Scientific Method . . .” op. cit., p. 233 fn.
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we yet know about its long-range consequence for the
service ideal.

From the point of view of this paper, the most rele-
vant strain in the application of the service model to
medicine resides in the workshop complex, in spite of
the fact that on some occasions, as in certain surgical
undertakings, a roomful of people may be intimately
regulated by a multitude of detailed rules, almost all of
which are rationally grounded in technical considera-
tions. While typically presenting themselves as public
seérvice institutions run for the benefit of mankind, some
hospitals have frankly operated for the profit of their
owners, and all have shown concern about the social
characteristics of their staff and patients. So, too, many
hospitals are involved in training programs that lead
some treatment decisions to be influenced not merely by
the needs of the patient in question but also by the tech-
niques and medications in which the hospital specializes.
Similarly, many hospitals are involved in research pro-

that sometimes lead to treatment dictated not so
much by the needs of the patient as by the requirements
of the research design.

There are other difficulties, too. As already suggested,
the client will find it difficult to treat his body, and have
it treated, impersonally, and to overlook the fact that he
cannot use it in the usual fashion while it is being re-
paired. Further, it is increasingly appreciated that even
a brief sojourn in the hospital can create “separation
anxiety” in the very young; the implication is that the
workshop in such cases is not a benign neutral environ-
ment, but a hurtful one. Furthermore, since the client
must reside in the workshop during the active treatment
phase of the repair cycle, he is well situated to see the
difficulties of assimilating everything that occurs around
and to him to the service model. The success of the
patient in making this assimilation necessarily resides in
his being deceived about certain procedures, because
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always some of the hospital routine will be dictated not
by medical considerations but by other factors, notably
rules for patient management that have emerged in the
institution for the convenience and comfort of staff. (The
same divergence from service-determined rules is true,
of course, of every workshop, but in these other work-
shops the client is not usually present to see what
happens.) The longer the required stay in the hospital,
and the more chronic and lingering the disorder, the
greater the difficulty the patient will have in seeing the
hospital as a thoroughly rational service institution.

In spite of these and other difficulties in housing
medical services within a hospital establishment, there
are factors which are effective in allowing the patient to
assimilate all his hospital experience to the service model
—providing his stay is not too long. Obviously the hospital
can provide the patient with the benefit of heavy capital
equipment and specialized instruments that no doctor’s
office could provide. Further, to rest immobile in bed is,
after all, defined as what one does in our society when
one is sick, and in some cases the patient may feel physi-
cally incapable of doing anything else. Some technical
aspects of medical attention add additional support: bone
fractures and many post-operative states patently neces-
sitate immobility, as do, occasionally, such post-operative
procedures as draining; some therapies require a highly
regulated diet; charting and lab work often require con-
stant availability of the patient. All of this provides
rational justification for the posture the patient must
assume in the hospital.

An additional factor strengthens this assimilation of
hospital experience to the service model. Often during
hospitalization and post-hospital care there is a split in-
troduced into the patient’s environment: within a band-
age or cast or otherwise bounded part of the body, a
medically adjusted environment is intensively main-
tained; the condition in which everything outside this
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boundary is maintained can then be rationalized not on
the direct grounds of its salubriousness, but as a basis
for ensuring the maintenance of the inner environment.
In this way the area over which patently useful medical
actions are maintained can be greatly reduced without
jeopardizing the possibility that the patient will be able
to assimilate everything that is occurring to him to the
medical model.

These bases of validity to the service claims made by
hospitals make more secure the service stance assumed
by the physician, who can move solemnly without fear of
being taken unseriously by his clients or by himself. In
a situation of great concern to the client and in the face
of still appreciable ignorance, the physician can often
enough deliver the goods, proving that he merits the re-
spect his stance implies he expects. The client attests to
the validity of the physician’s claims, and through this
to the viability of the medical model, by his willingness
to follow the server in viewing the disorder imperson-
ally—no one’s desire, no one’s intention, and no one€’s
fault. Hospitalization will temporarily remove the indi-
vidual from his social roles, but if he lives through his
ordeal he is likely to return to the social place he left be-
hind, a place that is kept open and warm for him through
the institution of “medical absence,” by which others dis-
count the importance of his departure.

Although the expert servicing model does seem to be
the one that medical practice is patterned on, I want to
conclude this discussion of the medical model by suggest-
ing that this individual-oriented service framework is not
the only one that medical action fits into (a qualification
earlier implied in the reference to insurance-company
doctors and epidemiology); two other frameworks must
be mentioned.

First, medical men can be employed not to service a
particular individual but to ensure that a social under-
taking involving a number of persons is managed in a
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way consistent with certain minimal standards of medical
care, these standards being established and ultimately
enforced by agents acting for the wider community.
What was previously discussed as a limitation on orien-
tation to a given client can become a practitioner’s main
function. Thus, certain sporting ventures, such as boxing
matches, employ watchdog physicians, just as factories
and mines are forced to operate in a way consistent with
minimal standards of safety. We can speak here of the
normative function of medicine; engineers, electricians,
and architects may be employed in a similar fashion.
Secondly, medical men can be employed in a mainte-
nance role for the purpose of treating a participant in an
undertaking, not for himself, or to guard community
standards, but simply to maximize the usefulness of
the participant for the undertaking. Pharmaceutical
pepping-up of athletes and horses is an example; medical
supervision of torture to ensure the prisoner will not die
before he talks is another; the feeding of labor-camp in-
mates to keep up their strength for work is still another.!8
The normative function and the maintenance function
are often found combined, as in the dental and medical
services attached to large-scale social establishments, es-
pecially isolated ones like ships’ companies and armies.
Besides personal-service medicine, then, we can have
company medicine of various kinds. In suggesting these
additional models for medical activity, I do not deny
" that the personal service received by some under-
privileged patients is sometimes less adequate—from the
patients’ point of view—than that received by some
employees as part of the maintenance and normative
functions of medicine in their work establishment. The
concern here is not what medical attention the individual

18 An interesting treatment of the influence of this func-
tion in military medicine may be found in R. W. Little, “The
‘Sick Soldier” and the Medical Ward Officer,” Human Organi-
zation, XV (1956), pp. 22-24,
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receives but rather the organizational framework in
which he receives it.

VI

Now, finally, we can turn to the issue posed by the title
of this paper: the application of the expert servicing
model, in its medical version, to institutional psychiatry.

The Western history of the interpretation of persons
who seem to act oddly is a dramatic one: willful or in-
voluntary consort with the devil, seizure by the tend-
encies of wild animals, etc.1® In Britain, in the latter part
of the eighteenth century, the medical mandate over
these offenders began in earnest. Inmates were called
patients, nurses were trained, and medically styled case
records were kept.2 Madhouses, which had been re-
titled asylums for the insane, were retitled again, this
time as mental hospitals. A similar movement was led in
America by the Pennsylvania Hospital, beginning in
1756.2! Today in the West there are differences in stress
between practitioners with an “organic” approach and
those with a “functional” one, but the assumptions under-
lying both approaches similarly support the legitimacy
of applying the medical version of the service model to
asylum inmates. For example, in many communities
certification by a physician is a legal requirement for in-
voluntary mental hospitalization.

When a patient-to-be comes to his first admissions
interview, the admitting physicians immediately apply
the medical-service model. Whatever the patient’s social

19 See, for example, Albert Deutsch, The Mentally Il in
America (2nd ed.; New York: Columbia University Press,
1949), pp. 12-23.

20 Kathleen Jones, Lunacy, Law, and Conscience (Lon-
don: Routledge and Kegan Paul, 1955), pp. 55-56.

21 Deutsch, op. cit., p. 58 ff.
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circumstances, whatever the particular character of his
“disorder,” he can in this setting be treated as someone
whose problem can be approached, if not dealt with, by
applying a single technical-psychiatric view. That one
patient differs from another in sex, age, race grouping,
marital status, religion, or social class is merely an item to
be taken into consideration, to be corrected for, as it were,
so that general psychiatric theory can be applied and
universal themes detected behind the superficialities of
outward differences in social life. Just as anyone in the
social system can have an inflamed appendix, so anyone
can manifest one of the basic psychiatric syndromes.
A uniform professional courtesy shown to patients is
matched with a uniform applicability of psychiatric
doctrine.

There are certainly cases of mental disorder (associ-
ated with brain tumors, paresis, arteriosclerosis, men-
ingitis, etc.) that appear beautifully to fulfill all the
requirements of the service model: a randomly distrib-
uted rare event injures the client’s mental functioning
without anyone intending it and without his being per-
sonally to blame. After a while he and/or others sense
that “something is wrong.” Through a route of referrals
he is brought, voluntarily or involuntarily, to the atten-
tion of psychiatrists. They gather information, make
observations, provide a diagnosis, a prescription, and
suggest a course of treatment. The patient then recovers,
or the progress of his pathology is checked, or (a likeli-
hood with “organic reactions”) the disease follows its
known and inevitable course, ending in the patient’s
death or his reduction to an incurable state of mere
vegetative functioning. In the more benign cases, where
the patient can benefit markedly from treatment, he is
likely to re-evaluate his past experience so as to recognize
‘that the psychiatric service was performed in his own
interests and that he would have sought it out volun-
tarily had he realized what was wrong and what could
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be done for him. Everything ends happily ever after,22
and if not happily then at least tidily. One can find
framed case records in the hallways of the medical-
surgical buildings of some mental hospitals that provide,
in regard to an actual case, an outline of early (“prodro-
mal”) social signs and symptoms, documentation of the
lay failure to assess these correctly, description of the
behavior of the patient while he was sick, and drawings
of the autopsy findings confirming the correctness of the
diagnosis and appropriateness of the treatment. Social
misconduct and visible organic pathology are brought
together in a perfect confirmation of the applicability of
the medical model.

While some psychiatric cases may be neatly handled
within the framework established by the medical model
there are very evident sources of difficulty, especially in
regard to the largest category of mental patients, those
with so-called “functional” psychoses. Many of these dif-
ficulties have been described in the literature and are
well known in psychiatry. I would like to review them
briefly here, starting with the more incidental kinds and
working up to ones that are more fundamental.

One issue in the applicability of the service model to
institutional psychiatry arises from the fact that part of
the official mandate of the public mental hospital is to
protect the community from the danger and nuisance of
certain kinds of misconduct. In terms of the law and of
the public pressures to which the mental hospital is
sensitive, this custodial function is of major importance.
Within the institution surprisingly little explicit reference
is made to it, however, the focus being on the medical-
like therapeutic services the hospital supplies patients.

22 A good illustration of this is provided in Berton
Roueché’s New Yorker article “Ten Feet Tall,” detailing an
incident of manic-depressive side effects caused by cortisone
treatment. This article is available in Roueché’s collection,
The Incurable Wound (New York: Berkley Publishing Corp.,
n.d.), pp. 114-43.
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If we view the mentally ill as persons that others have
had a special kind of trouble with, then the custodial
role of the hospital (much like the custodial role of the
prison) is understandable and, many would feel, justi-
fiable; the point here, however, is that a service to the
patient’s kin, neighborhood, or employer is not neces-
sarily a service to the community at large (whatever that
may be) and a service to any of these is not necessarily
a service, especially not a medical service, to the inmate.
Instead of a server and the served, we find a governor
and the governed, an officer and those subject to him.2

During the patient’s hospitalization he is very likely to
pass from the jurisdiction of one medical person to an-
other, and this shift is not a result of a referral system in
which the practitioner suggests another server and the
patient voluntarily follows the suggestion; the patient
will pass from the jurisdiction of one medical person to
another because of daily and weekly medical shifts, and
because of the frequency with which patients are
shifted from one ward to another and medical staff from
one service to another. Being members of the same or-
ganization, the patient and the doctor are both subject
to decisions they do not make concerning whom they
will see.24

23 See Talcott Parsons, “The Mental Hospital as a Type
of Organization,” in M. Greenblatt, D. Levinson, and R. Wil-
liams, eds., The Patient and the Mental Hospital (Glencoe,
Ill.: The Free Press, 1957), p. 115.

24 In research hospitals instructive attempts have been
made to deal with this problem. The role of ward physician
may be strictly segregated from the role of therapist, the
therapist-patient relation remaining constant, regardless of a
shift in ward residence of a patient. (See, for example,
Stewart Perry and Lyman Wynne, “Role Conflict, Role Re-
definition, and Social Change in a Clinical Research Organiza-
tion,” Social Forces, XXXVIII [1959], pp. 62-65.) In private
general hospitals which have one or two psychiatric floors, an
even closer approximation to the service relation is found: a
psychiatrist in private practice may have several “beds” and
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Further, we must see the mental hospital in the recent
historical context in which it developed, as one among a
network of institutions designed to provide a residence
for various categories of socially troublesome people.
These institutions include nursing homes, general hos-
pitals, veterans’ homes, jails, geriatrics clinics, homes for
the mentally retarded, work farms, orphanages, and old-
folks’ homes. Every state hospital has an appreciable
fraction of patients who might better be contained in
some one of these other institutions (just as these other
institutions have some inmates who might better be con-
tained in a mental hospital), but who must be retained
because no space is available, or can be afforded, in these
other institutions. Each time the mental hospital func-
tions as a holding station, within a network of such sta-
tions, for dealing with public charges, the service model
is disaffirmed. All of these facts of patient recruitment
are part of what staff must overlook, rationalize, gloss
over about their place of service.

One of the most striking problems in applying the
service model to mental hospitalization has to do with
the largely involuntary character of admission to a mental
hospital in America. As with the medical attention re-
quired by the very young and the very old, there is an
effort to employ the guardian principle and assimilate
action taken by a next of kin to action taken by the
patient himself. It is true that treating the very young and
very old as irresponsible does not seem to be violently
inconsistent with or corrupting of our continued relations
with them. But, though some involuntary patients do
come to see the errors of their resistance to hospitaliza-
will temporarily hospitalize a patient when he feels it is neces-
sary. The house staﬁ, typically residents, will then have the
job of keeping the patient fed and quiet, and the psychiatrist
will visit his patient once or twice a day, as do the doctors
who make use of beds on other floors. Many of the forms of

the service relationship are thereby retained; how much
therapy results is a different question.
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tion, in general the unwilling patient’s resentment seems
to remain. He is likely to feel that he has been railroaded
into the hospital with the help, or at least with the con-
sent, of his close ones. While ordinarily an encounter
with a server is likely to affirm the individual’s belief in
the rationality and good will of the society in which he
lives, an encounter with hospital psychiatrists is likely
to have an alienating effect.

The patient is not the only one, it seems, who declines
to view his trouble as simply a type of sickness to be
treated and then forgotten. Once he has a record of hav-
ing been in a mental hospital, the public at large, both
formally, in terms of employment restrictions, and in-
formally, in terms of day-to-day social treatment, con-
siders him to be set apart; they place a stigma on him.25
Even the hospital itself tacitly acknowledges that mental
disorder is shameful; for example, many hospitals provide
a code mail address so that patients can send and receive
mail without having their status advertised on the en-
velope. Although the extent of stigmatization is declining
in some circles, it is a basic factor in the life of the ex-
patient. Unlike much medical hospitalization, the pa-
tient’s stay in the mental hospital is too long and the effect
too stigmatizing to allow the individual an easy return to
the social place he came from.2¢

In response to his stigmatization and to the sensed

25 See, for example, Charlotte Green Schwartz, “The
Stigma of Mental Illness,” Journal of Rehabilitation (July-
August 1956).

26 It seems characteristic that in medical hospitals men
who are laid up will joke with the nursing staff in a self-
belittling hearty way, as if to say that the body lying supine
for the nurses’ ministrations is so uncharacteristic of the per-
manent self that anything can be safely said about it. In
mental hospitals, on the other hand, this easy dissociation
from one’s current character and circumstances is much less
feasible; hence, male mental patients tend to be serious, and
where self-distancing expressions are introduced, these may
have psychotic-like proportions.
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deprivation that occurs when he enters the hospital, the
inmate frequently develops some alienation from civil
society, sometimes expressed by an unwillingness to leave
the hospital. This alienation can develop regardless of
the type of disorder for which the patient was committed,
constituting a side effect of hospitalization that fre-
quently has more significance for the patient and his
personal circle than do his original difficulties. Here
again we deal with something that does not fit the serv-
ice model.2?

Another difficulty lies in the nature of psychiatric
skills themselves. It seems fair to say that the current
assumption as regards functional psychotics is that the

27 In his article, “The Social Dynamics of Physical Dis-
ability in Army Basic Training,” Psychiatry, X (1947), pp.
323-33, David M. Schneider shows how withdrawal from
duties, even on medical grounds, can lead to ever-increasing
isolation on the part of the sick person and increasing con-
firmation of his Eeing different. The effects of separateness
can then become more important than the initial causes.
Operating on a somewhat similar understanding, U.S. Army
research psychiatrists at Walter Reed have recently developed
the notion that the more a soldier is allowed to see that he
hasa majortgsychiatric problem needful of special psychiatric
treatment, the less likely is he to be quickly reassimilated into
the military group in which he originaﬁ’y experienced his
trouble. See, for example, B. L. Bushard, “The U.S. Army’s
Mental Hygiene Consultation Service,” in Symposium on
Preventive and Social Psychiatry, 15-17 April 1957, Walter
Reed Army Institute of Research, Washington, D.C., pp. 431-
43, especially p. 442:

“These [minimization of psychiatric disability] can
be accomplished through little actual, direct work with the
patient himself, but do require extensive and working liaison
with a variety of other agencies. Far more important than the
verbal interchange with the patient is the non-verbal implica-
tion in his being seen early, listened to empathically, and re-
stored to a duty status with dispatch. Any implication that the
problem stems from remote or imponderable situations, is due
to “disease” or is based upon considerations which are not
immediate and amenable to mastery, will frequently lead to
the undermining of such defenses as may be still intact.”
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patient has developed faulty ways of relating to persons
and needs to engage in therapeutic learning experiences
to correct these patterns. But the capacity to provide a
patient with this experience is not quite a technical skill,
nor can it be imparted as assuredly as a technical one.
Further, what skills of this kind a staff may have cannot
easily be broken down into the skill-status hierarchy
characteristic of other service establishments, where
high-placed personnel perform the crucial brief tasks
and unskilled lower levels perform routine preparatory
work or merely ensure that the environment is kept
benign. A ward attendant often seems to be as well
equipped to offer a “good” relation to a patient as a
highly trained psychiatrist, and, whether good or bad,
the contribution of the attendant will impinge continu-
ously on the patient, instead of impinging very intermit-
tently as does the hospital psychiatrist’s.2® Menials who
prepare the patient to see the psychiatrist can presum-
ably exercise through this preparation about as much
psychiatric intervention as the psychiatrist himself, the
domain of face-to-face social contact being one in which
every participant is equally licenced to carry and use a
scalpel. This is so even though hospital administrations,
operating within the medical model, give to psychiatrists
the right to make crucial decisions concerning the dis-
position of the patient.

Operating to exaggerate the fact that little psychiatric
skill is available anywhere, and where available not
always distributed according to the staff hierarchy, is
another issue: the usual circumspection or “functional

28 The milieu therapy movement presumably springs from
a recognition that crucial hospital experience cannot be re-
stricted to the therapeutic hour (when there is one) and that
all personnel therefore can have an equal fatefulness for the
patient. Sources here are Alfred H. Stanton and Morris S.
Schwartz, The Mental Hospital (New York: Basic Books,
1954), and Maxwell Jones, The Therapeutic Community
(New York: Basic Books, 1953).
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specificity” of the server is directly denied in psychiatric
service. All of the patient’s actions, feelings, and
thoughts—past, present, and predicted—are officially us-
able by the therapist in diagnosis and prescription. Cur-
rent conceptions about the psychogenic character of
many physical disorders even bring into the psychia-
trist’s domain matters otherwise apportioned to medical
practitioners, with the result that the psychiatrist can
indeed claim to treat “the whole person.”?? The organi-
zation of auxiliary psychiatric servers in the hospital—
internist, psychologist, neurophysiologist, social worker,
nursing staff—attests to the psychiatrist’s diffuse mandate,
feeding information to him that he alone has an official
right to put together into an over-all assessment of a
patient. None of a patient’s business, then, is none of the
psychiatrist’s business; nothing ought to be held back
from the psychiatrist as irrelevant to his job. No ather
expert server with a system to tinker with seems to arro-
gate this kind of role to himself.

Corresponding to this diffuse diagnostic mandate of
the psychiatrist is an equally diffuse prescriptive one.
Incarcerating institutions operate on the basis of defin-
ing almost all of the rights and duties the inmates will
have. Someone will be in a position to pass fatefully on
everything that the inmate succeeds in obtaining and
everything he is deprived of, and this person is, officially,
the psychiatrist. Nor need the psychiatrist exercise this
right according to uniform bureaucratic rulings, as a
member of the civil service or the military might. Almost
any of the living arrangements through which the patient
is strapped into his daily round can be modified at will
by the psychiatrist, provided a psychiatric explanation is
given. Again we see that the psychiatric role is unique

29 A minor consequence of the mYsychogenic doctrine of

physical disorders is that some mental patients are disinclined

to present a claim for needed l[;hysical treatment because they
e

fear they will be thought to be “imagining things.”
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among servers, no other being accorded such power.

In discussing the medical model in a general hospital,
it was suggested that life conditions within the hospital
could be divided into an inner and outer sphere: the
inner sphere contains the injured area of the organism
under conditions of medically indicated control that are
highly responsive to the state of the injury; the outer
sphere provides, in a rougher way, housing for the inner
sphere. In mental hospitals this division between a thera-
peutic and a housing milieu can sometimes be sustained.
Where medical (as opposed to psychological) interven-
tion is employed, there can be some effort to administer
the treatment under highly controlled conditions, allow-
ing the times between treatments to be handled with less
medical attention. And there are cases, as when a patient
is actively suicidal or homicidal, when his whole daily
round is closely managed and constitutes an inner sphere
of medical control intimately adjusted to his circum-
stances; life conditions can thus be assimilated to treat-
ment. Similarly, for patients of advanced neurophysio-
logical deterioration, back-ward conditions seem closely
adapted to the capacities of the organism: the patient’s
sitting all day in one place, with a vacuous expression on
his face, is, in a way, an inevitable and irremedial exten-
sion of his state.

But during the earlier stages of cerebral deterioration,
and during most of the life course of some organic dis-
orders, such as epilepsy, the absolute assurance that an
organic syndrome is present is by no means clearly re-
lated to the life conditions accorded the patient in the
hospital. However ultimately hopeless a condition is,
there are relatively few patients so deteriorated that
typical back-ward life is an accurate reflection of and
response to their capacities. As to how “normal” their
living arrangements could be, there is no present agree-
ment. Diagnosis, then, may be medical, while treatment
is not, the patient being treated merely with the life
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available for patients of his general kind. And when we
turn to functional cases, ward life ceases to be a technical
response to their capacities, in the sense that bed rest
is an expression of the physical state of a post-operative
patient. And yet, as we shall see, mental-hospital staffs
do argue that the life conditions of the patient are both
an expression of his capabilities and personal organiza-
tion at the moment and a medical response to them.

Next I want to suggest that, compared to a medical
hospital or garage, a mental hospital is ill-equipped to
be a place where the classic repair cycle occurs. In state
mental hospitals, and to a greater extent in private and
veterans’ hospitals, opportunity for observing the patient
is available, but staff are often too busy to record any-
thing but acts of disobedience. Even when staff time
is available for this work, the patient’s conduct on the
ward can hardly be taken as a sample of his conduct off
it: some conduct felt to be unacceptable on the outside
does not occur here (especially when this conduct was
a response to disliked persons in the patient’s home en-
vironment), and other forms of misconduct overlay the
old in response to the inmate’s current involuntary situa-
tion. A refraction of conduct thus occurs, the walls of the
institution acting like a thick and faulted prism. Unless
one argues for the validity of testing persons under this
particular kind of stress, the ward would seem to be the
worst possible place for a server’s observations.

Similarly, even where diagnostic conferences are held
in regard to each patient, the effort of these meetings can
be directed to agreeing on which of the legally required
labels will be affixed to the case-record statement; and
the timing of these meetings may have little to do with
the presence or absence of an accumulation of data to
act upon.

What is true of the difficulties of diagnosis in mental
hospitals is even more true of treatment. As already sug-
gested, the problem of easing the patient’s attitude to



MEDICAL MODEL AND MENTAL HOSPITALIZATION 361

the world is confused and exacerbated by the problem
of easing his attitude to involuntary hospitalization. In
any case, the treatment given in mental hospitals is not
likely to be specific to the disorder, as it is, in general, in
a medical hospital, garage, or radio repair shop; instead,
if treatment is given at all, a cycle of therapies tends to
be given across the board to a whole entering class of
patients, with the medical work-up being used more to
learn if there are counterindications for the standard
treatments than to find indications for them.

At the same time, the patient’s life is regulated and
ordered according to a disciplinarian system developed
for the management by a small staff of a large number
of involuntary inmates. In this system the attendant is
likely to be the key staff person, informing the patient
of the punishments and rewards that are to regulate his
life and arranging for medical authorization for such
privileges and punishments. Quiet, obedient behavior
leads to the patient’s promotion in the ward system;
obstreperous, untidy behavior to demotion. Interestingly
enough, it is when the patient finds himself willing to
improve his social conduct that the attendant is likely
to bring him to the attention of the doctor as both worthy
of consideration and able to profit from it, so that, as
Ivan Belknap has described, the patient often gets a
doctor’s attention when he least needs it.80

80 Belknap, op. cit., p. 144. I would like to add that since
mental patients are persons who on the outside declined to
respond to efforts at social control, there is a question of how
social control can be achieved on the inside. I believe that it
is achieved largely through the “ward system,” the means of
control that has slowly evolved in modern mental hospitals.
The key, I feel, is a system of wards graded for degree of
allowable misbehavior and degree of discomfort and depriva-
tion prevalent in them. Whatever the level of the new patient’s
misbehavior, then, a ward can be found for him in which
this conduct is routinely dealt with and to a degree allowed.
In effect, by a ting the life conditions on these wards, the
patient is allowed to continue his mishehavior, except that
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The period in the mental hospital is a difficult one for
the patient to assimilate to the medical model. A very
standard complaint is: “Nothing is being done with me—
I'm just left to sit.” And corresponding to this difficulty
is the fact that current official psychiatric treatment for
functional disorders does not, in itself, provide a proba-
bility of success great enough easily to justify the practice
of institutional psychiatry as an expert service occupa-
tion, as here defined, especially since the probability that
hospitalization will damage the life chances of the indi-
vidual is, as already suggested, positive and high.

The problem, however, is not merely that of a low
probability of successful service but, for some patients,
a question of the validity of applying the whole service
frame of reference in the first place.

First, we must see that the discreteness of the entity
in which the disorder exists is questionable. True, in cases

now he does not particularly bother anyone by it, since it is
routinely handled, if not accepted, on the ward. When he re-
quests some improvement in his lot he is then, in effect, made
to say “uncle,” made to state verbally that he is ready to mend
his ways. When he gives in verbally he is likely to be allowed
an improvement in %’ffe conditions. Should he then again mis-
behave in the old way, and persist in this, he is lectured and
returned to his previous conditions. If instead of backsliding
he states his willingness to behave even better, and retains
this line for a suitable length of time, he is advanced further
within the quick-discharge cycle through which most first
admissions are moved up and out within a year. A point then
is often reached where VI.)he patient is entrusted to a kinsman,
either for walks on the hospital grounds or for town expedi-
tions, the kinsman now being transformed into someone who
has the incarcerating establishment and the law to reinforce
the threat: “Be good or else I'll send you back.” What we find
here (and do not on the outside) is a very model of what
psychologists might call a learning situation—all hinged on
the process of an admitted giving-in. For this reason, patient
morale on the rebellious wards seems stronger and healthier
than on the discharge wards, where there is a slight air of
persons having sold out to get out.











































































Sociology, Psychology

‘Asylums Erving Goﬂman

AsyLuwms is an analysis of life in “total institutions”—closed
worlds like prisons, army training camps, naval vessels,
boarding schools, monasteries, and old folks’ homes—where
the inmates are regimented, surrounded by other inmates,
and unable to leave the premises. It describes what these
institutions make of the inmate, and what he can make of
life inside them. Special attention is focused on mental hos-
pitals, drawing on the author’s year of field work in a large
American institution. It is the thesis of this book that the
most important factor in forming a mental-hospital patient
is his institution, not his illness, and that his reactions and
adjustments are those of inmates in other types of total insti-
tutions as well.

The first essay is a general portrait of life in a total insti-
tution. The other three consider special aspects of this ‘ex-
istence: the initial effects of institutionalization on the in-
mate’s previous social relationships; the ways of “making
out” once in the institution; and the role of the staff in pre-
senting to the inmate the facts of his situation.

Erving Goffman of the Sociology Department of the Uni-
versity of California at Berkeley is author of The Presenta-
tion of Self in Everyday Life (A 174).
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