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CHAPTER I 

INTRODUCTION 

The story of the emergence, development, and expansion of 

nursing from a simple practical skill to a complex profession is a 

fascinating one. From the farthest reache? of time in the most primi

tive settings, the nurturing effects and independent role of the nurse 

have been in response to survival needs. Nurses have directed their 

efforts and skills toward keeping people healthy as well as toward 

comforting the sick. These primitive people· had no past experience 

by which they could be guided, and they had to learn from their own 

successes or failures. 

Yesterday, today, and tomorrow, therefore, are the issues 

of this study. The development of psychiatric nursing is an historical 

matter, for history answers questions about events that have passed. 

"What," "where, 11 "when, 11 and 11 how 11 are answered by the traces 

left behind. 

What is the meaning of history? Why is it important for 

nurses to study the history of their profession? Why do schools offer 

I 
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a course in this field? Stewart and Austin (1938, p. 42) underlined 

the importance of these questions when they said, 

No occupation can be understood or intelligently followed 
if it is not, to some extent at least, illumined by the 
light of history. The origins of its various ·activities, 
the spirit that animated its founders, the long struggle 
to realize its ideals and potentialities--these vivify and 
ennoble the most prosaic labors and inspire workers 
with the consciousness of being part of a mighty drama to 
which the uninformed may be quite blind. Without such 
a view, students of nursing care are not only deprived of 
a rich source of interest and inspiration but may be 
working partly in the dark, unable to understand many 
of the traditions or viewpoints they will find in this field 
of work or to appreciate fully the contri buticns made 
by their predecessors who laid the foundations on which 
they build. 

Many times the statement is made that "history repe_ats 

itself. 11 Such a statement is discouraging because it poses the difficul-

ties which lie ahead, but it is also encouraging because it reveals that 

progress may sometimes be quick and at the same time secure. It 

-shows that what has sometimes been thought a dream has been in 

reality a vision of the future. · 

A !though nursing has had surprisingly similar origins in 

the United States of America and in the Republic of South Africa, 

the development has been different in many ways. Naturally, one 

wonders how such develo'pments have .come into being and what bear

ing cultural differences have had on nursing in these countries. 
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From what sources did they spring, when did they begin, and who 

built them up? We know that women have been nursing throughout 

history; but until Florence Nightingale appeared on the scene, nurses 

were not even thought of as respectable. Because the subject is so 

vast, this study will focus only on developments in the mental health 

field in both countries from the sixteenth century onward. Many fac-

tors and different influences have contributed to, and can serve as a 

meaningful vehicle for, further understanding of the growth of the 

entire mental health field. 

The nursing history is summarized by the words of Robinson 

(1946, p. 16): "The nurse is the mirror in which is reflected the 

position of women through the ages. 11 Nursing, therefore, has right

fully been called the oldest of the arts and the youngest of the prof es -

sions. 

Statement of the Problem 

The problem of this study was to compare the historical 

development of the profession of psychiatric nursing in the United 

States of America and in the Republic of South Africa. 
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P~pose o.f the Study 

The purposes of this st•.1dy were: 

I. To trace the roots ar.:.d growth of psychiatric nursing in 

the Republic of South Africa: 

2. To trace the roots and growth of psychiatric nursing in 

the United States of America; 

3. To identify the differences and similarities in the role 

of the psychiatric nurse in the United States and in the Republic of 

South Africa; and 

4. To determine nursing trends in both countries so as to 

provide information which can be used to improve planning for the 

future. 

Background and Significance 

One of the characteristics of a profession is interest in its his

tory as a means of appreciating the accomplishments of the past and as · 

an instrument in planning future developments. Nursing has done this 

generally; but although services for the mentally ill person. are as old 

as the human race, it is only during the past decade that psychiatri~ 

nursing has struck out boldly toward professional status as one of .the 

groups that provides these services. 
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It is surprising that the Cumulative Index to Nursing 

Literature, 1961-1973 gives numerous entries under "Nursing 

Research, 11 and not one of these is historical in nature. Newton 

(1965, p. 56) realized this fact when she wrote, 

In comparison with medicine, law and education, again, 
historical research in nursing is pitifully meager. 
Nurses are so constantly confronted with the e_xigencies 
and emergencies of the present, that they do not take 
time for speculation and reflection. Their devotion 
to the development of practical skills may be achieved 
at the expense of scientific study and scholarly research. 
History, which enables man to better evaluate himself, 
and his function in the world, deserves more time and 
thought than it usually receives in this action oriented 
profession. 

Properly the historical evolution of mental healing should be 

considered in order to understand the problems that confront psychia

tric nursing today. What is considered contemporary frequently has 

its roots centuries back, and what was considered poor and antiquated 

practice then still exists today. The practice of mental healing has 

been a chronic problem for society to face and a challenging one for 

nursing to confront. Attitudes held centuries ago still prevail in 

some communities (Burgess and Lazar, 1973). 

Many roles have been assigned to historical research-

guardian of tradition, guide to the present, creator of the future, and 

inspirer·of nations {Newton, i965). Conversely, historical research 
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will also identify the tradition which has undermined professional 

progress in nursing; and if nurses today can learn from nurses of 

yesterday, they will heed this warning. Research should also point 

up the dangers of the inertia which tradition may produce and the 

regression which occurs when people do not have the courage to defy 

tradition in the face of new evidence which fails to support past prac

tices. 

Wald (1931) expressed the value of tradition by saying, "It 

is best to dwell upon what has been done because it is an assurance 

and a prophecy of what can be done and will be done. The past is 

really not interesting excepting where the past has established fine 

traditions and good stock on which new ideas can be grafted" . (p. 73 ). 

Collingwood (1946, p. 18) elaborates on ~his statement when he says, 

"For progress is not a mere fact to be discovered by historical think

ing; it is only th~ough historical thinking that it comes at all. 11 

The habit of reflecting the present against the background of 

the past cultivates a perspective, tends to delay hasty conclusions, 

and often injects appropriate humility into those involved in current 

undertakings. Such habits also sharpen powers of observation and 

sensitize the individual to the significance of seemingly unimportant 

event~ (Bay, 1959). 



7 

Historical thinking regarding the mentally ill has been 

well described and documented in the literature. Since 1960, there 

has been an explosion in the number of therapeutic techniques in use. 

The literature abounds with discussions on the evolving role of the 

psychiatric nurse in the United States and her function in this area. 

· On the other hand, as in so many co.untries of the world, the 

Republic of South Africa allowed the development of a serious 

imbalance and far-reaching fragmentation in the provision of health 

services (Roscher, 1974). It is evident that the role of the nurse 

was affected by this neglect in many ways. Another consequence is 

reflected in the words of Searle (1965, p. 4): 

In the tightly packed riursing <:arricula found in our coun
try, the study of the humanistic arts is sadly neglected. 
History is a humanistic discipline and in the history 
of nursing, in its socio-historic context, we find a poten
tial humanistic discipline of great value. This disci
pline, which should help to mould the philosophy and 
national character of the nursing profession in South 
Africa, is inadequately used as an educational tool because 
of the almost lack of published material on the subject 
as it relates to South Africa. 

South African nursing history is not given its rightful place in 

the nursing curriculum because the profession has been so con

cerned with meeting the nursing needs of the community that there bas 
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been very little time to trace its roots and growth in South African 

soil. 

It is necessary, then, for nursing leade:rs not only to be 

concerned with self-improvement, health ·care improvement, and the 

role of nurses in their own country, but to broaden their perspective 

to other countries as well. The nursing profession is increasing its 

emphasis on the need for nu·rses to develop leadership skills in order 

to ensure that the progress begun will continue. With this knowledge 

they may be able to more adequately facilitate change and lay the foun

dation for future development. 

From looking at all these interpretations of history,_ the ques

tion is raised again: Why study nursing history? Muller { 1954, 

p. 23) summarizes the answer: "We are constantly drawing upon the 

past; it constitutes all the experience by which we have learned; it is 

the source of our major interests, our claims, our rights, and our 

duties. It is the very essence of our identity. 11 

Definition of Terms 

For the purpose of this study, the following terms have been 

defined: 

Psychiatric Nursing:. a branch of the art and science of 
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nursing which is concerned with the total nursing care of the psychia

tric patient. 

Historical Development: the aspects that deal largely with 

the chronological series of events, which have either b _een nursing 

events in themselves, or events which have had a bearing on the 

development of nursing. 

Training and Education: the imparting of knowledge and tech

niques through a variety of means, both directly and indirectly, in 

any setting. It also implies instruction, stimulation, encouragement, 

and guidance. 

Nursing Role: the functions, activities, techniques and prac

tices, assigned to arrlassumed by psychiatric nurses. 

Psychiatric Nursing Profession:. an art and a science which 

is characterized by continuation of care of the psychiatric patient 

and his environ:ffient., the endeavors to standardize nursing skills 

and education; contribution to the body of knowledge in this specific 

field and the relation to other health sciences. 

Limitations 

To determine the real value of this study, it was necessary 

to ascertain its limitations: 
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1. There is a lack of literature about the historical develop

ment of psychiatric nursing in the Republic of South Africa so that 

many influences may have been unreported and unavailable for 

review. 

2. Secondary sources., rather than original documents., 

were used in the gathering of data. 

De limitations 

The following delimitations have been selected: 

1. The study covers the period 1600-1974. 

2. Only a few selected influences have been studied: the 

development of hospitals., the development of care and treatment., 

training and education., role development, and legislation and pioneers. 

3. National and international events which may have been 

influential have been excluded. 

A s s umptions 

For th'.! purposes of this study, it was necessary to assume 

the fallowing: 

1. All aspects of th~ socio-cultural environment interact 

with each other. 
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2. Some aspects of the socio-cultural environment are 

more important than others. 

Procedure for Collecting Data 

The research called for a carefully planned systematic 

reading program, using the historical survey method (that assisted in 

clarifying the problem). The historical aspect covered the gathering 

of data from the sourl'.:e materials of history--namely, books, 

journals, documents, reports, miscellaneous publications, and per

sonal communications. The data '\\'ere obtained through reading and 

examination of records from public sources, private individ\,lals, 

hospital authorities, professional organizations, the South African 

Nursing Association, the American Nurses Association, and the 

National League for Nursing. 

Procedure for Treatment of Data 

The data collected from the review of literature were organ

ized in categories pertinent to the study. Identification of trends 

was drawn from the data. The findings were arranged in chronolo

gical order, and a comparison was drawn between the data from the 

two countries. 



CHAPTER II 

REVIEW OF THE LITERATURE 

The Establishment and Development of Hospitals 

There is an abundance of literature regarding the establishment 

and development of hospitals for the treatment and care of the mentally 

ill in both the United States of America and the Republic of South 

Africa {R.S.A. ). The study of Searle (1965) and Minde (1953) 

revealed much information regarding hospitals in the R. S. A. Another 

excellent s onrce of information quoted by many others and extensively 

used by this investigator -is One Hundred Years of American Psychiatry 

( 1944). Several studies have been published about the history of 

specific hospitals and the American Journal of Insanity is a useful 

source for the study of published minutes, reports, and extractions of 

official records. · 

United States of America 

In America, during the eighteenth century little consideration 

appears to have been given to the treatment of the mentally ill. When

ever custodial care became necessary, it was provided with the minimum 

12 
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of attention, labor and expense. Those who became physically 

crippled, those who were dull of mind, those who were troublesome· 

but not unmanageable, and those who were bereft of reason--all were 

harbored in the same type of institution--the workhouse. The first 

"hospital" built in New York in 1736 was well called the 11 Poorhouse, 

Workhouse, and House of Correction" (Deutch, 1937). 

The Almshouse was another type of institution in which strong 

cells were built for the more disturhed patients. It differed from the 

workhouse only in that it did not care for those who had broken the law. 

Almshouses existed late in the seventeenth century but were not gener

ally prevalent until the middle of the eighteenth century. For more 

than a century the greatest numbe.r of the mentally ill were cared for 

in almshouses (Hurd, 1916 ). The provision of care for the mentally 

ill in almshouses marked the beginning of a new era in American psy

chiatry. A new concern for individual rights, law, and order under

lined the changed social attitude which contributed to interest in erect

ing asylums primarily for the care of the insane. · 

Pennsylvania was the first of the colonies to provide institu

tional care for the insane, the Philadelphia Almshouse being used for 

this purpose during 1732 (Groves,. 1930). Beginning in 1709 the 

Society of Friends had maqe continuous attempts to establish a hospital 
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for the insane, but it was not until forty_years later, with the assistance 

of Benjamin Franklin, that they succeeded with a petition drafted to 

the House of Representatives. During May, 1751, the Society was 

empowered to build the Pennsylvania Hospital. The first patient was 

admitted to the Pennsylvania Hospital in 1752. 

Insane patients in the Pennsylvania Hospital were assigned to the 

Pennsylvania cellar and placed in bolted prison cells. Deutch ( 1937, 

pp. 60-61) quotes Morton's History of the Pennsylvania Hospital as 

follows: 

There scalps were shaved and blistered; they were bled 
to the point of syncope; purged until the alimentary canal 
failed to yield anything but mucus and during the interva;Is 
they were chained by the waist or the ankle to the cell 
wall. 

Dr. Benjamin Rush ( 1745-1813 ), often referred to as the father of 

American psychiatry, was appointed as chief of the hospital (Almeida. 

et al., 1972 ). Rush was a prolific writer who left volumes of valuable 

reports to future generations. · He believed "wild a.nd terrifying modes 

of punishment" to be salutary (Ingram, 1960), and he caused 

a sensation when he instituted occupational therapy and hydrotherapy. 

Other colonies a.lso put forth efforts to meet the urgent and 

increasing need for providing proper care and treatment for the insane 

the~ sick. · The Public Hospital for Persons of Insane and Dis ordered 
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Mind was incorporated in 1768 in Virginia. On October 12, 1773, it 

was opened at Williamsburg for the reception of "idiots, lunatics, and 

persons of unsound mind. 11 This was the first hospital in America to 

be used exclusively for the care of the mentally ill. Years later the 

name was changed, and it is now known as the Eastern State Ho~pital. 

New York opened a hospital (Bloomingdale, 1791), and Maryland soon 

followed suit ( 1797). 

Until 1800, however, hospitals devoted exclusively to the 

care of the mentally ill were a rarity. Society did not concern itself 

with the medical treatment of me·ntal patients. Rather, mental 

patients were confounded with thieves and vagabonds and confined in 

prisons and almsmuses (Noyes, 1959). 

During the first half of the nineteenth century, the building of 

asylums proceeded slowly. In 1824 an asylum was established in 

Kentucky, with others f.ollowing _shortly: South Carolina (1828), 

Virginia (1828, the second hospital in this state), Ohio (1830), 

Massac~:msetts (1833), New York (1836), Vermont (1836), Maine 

(1840), and Tennessee (1840). By 1850 the idea of the state hospital 

as the proper provision for the care of the mentally ill was widely 

accepted, and the following years saw the erection of these institutions 

in many other states (Hurd, 1916). The concept that goyernment 
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should provide hospital care for the mentally ill was now well estab

lished. One such hospital was thought sufficient for each state. 

These early hospitals were far from ideal with respect to the 

methods of treatment. May ( 1922, p. 42) stated that "strong 

rooms, padded cells and mechanical restraints of all kinds were used 

extensively." A report to the United States .Senate in 1928 showed such 

hospitals to be little more than repositories. These institutions in the 

thickly populated areas were soon hor~ibly over-crowded. Gradually, 

then, it became the custom to send "incurables" to v 'arious jails or 

workhouses in order to accommodate new case·s. If a patient had not 

recovered and been discharged within twelve months, he was given up 

as incurable (May, 1922 ). 

One exception to the general run of hospitals should be noted. 

In 1817, the Society of Friends founded a hospital for the insane at 

Frankford, Pennsylvania. It is still in existence and has the distinc

tion of being, in all probability, the only one in America in which there 

was never any of the usual confinement in chains or · other severe 

mechanical restraint. Unfortunately, the humane methods in vogue at 

this institution had no wide influence upon the general tendencies of the 

day (Groves, 1930). 
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Although the humane and "moral treatment" of institution

alized mental patients was promoted by other individuals such as 

Woodward at the Worcester State Hospitai in the early nineteenth 

century, a variety of social and individual circumstances resulted in 

the regression of institutions initially therapeutic toward merely 

places for custodial care (Brand, 1968; Grob, 196(>). 

In addition to the problem regarding the humanness of treat-

ment, another area of concern has been related to the appropriate 

I 

size of the mental hospital. The report of the Metropolitan Commis - · 

sionners in Lunacy (1944, pp. 36-38) stated in part: 

From the best opinions that we have been able to colle_ct 
and from our own observations and experience, we think 
that it is desirable that no asylum for curable lunatics 
should contain more than 250 patients, and that 200 is 
perhaps as large a number as can be managed with the 
most benefit _to themselves and the public in one estab
lishment (Quoted in Hunter and Macalpine, 1963, 
p. 927) • . 

Arlidge (1959, p. 613) summarized the experience and 

thought of the previous fifty years and the next one hundred years: 

In a colossal refuge for the insane, a patient may be 
said to lose his individuality and to become a member 
of a machine so put together as to move with precise 
regularity and invariable routine; a triumph of skill 
adapted to show how such unpromising materials as 
crazy men and womeq. may be drilled into order and 
guided by rule, but not ?,n apparatus calculated to 
restore their previous conditions and their independent 
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self-governing existence. In all cases an asylum is a 
gigantic evil, and figuratively speaking, a manufacturer 
of chronic insanity. 

• 

It needs only to be added that Arlidge noted with horror the growth of 

hospitals into "lunatic colonies of eight or nine hundred, or even a 

thousand or more inhabitants 11 (p. 414 ). 

None of the institutions was established with ease during these 

years. In most places strenuous public support was required to win the 

adoption of each new project. Natural conservatism accounted for a 

great deal of opposition. Unwillingness to divert money from the pocket 

of the taxpayer to the support of a rather condemned group was usually 

the hardest difficulty to overcome. Public-spirited men and women, 

often but not always, led by the medical profession, had to agitate per-

s ist-ently until the need was met (Hamilto1:1, 1944). 

Nicholas Brown died in 1841, leaving a bequest of $30,000 

for a retreat for the insane. Thus, in 1844 the Rhode Island legisla

ture issued a charter for the building of Rhode Island Asylum for the 

Insane. Butler Hospital was constructed and became one of the fore

most institutions of its kind in the United States. It continued to treat 

the mentally ill until 1955 when it was closed. Because of public pres-

sure, a new board of directors, and a successful financial campaign, 

the institution was reopened in 1957 as the Butler Health Center for 
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various health and welfare agencies. "In its modern approach to the 

problems of the mentally ill, Butler Hospital is carrying on the great 

tradition it established almost a century and a half ago 11 (Dolan, 1973, 

p. 19 ). 

Peplau (1956) has noted two major features of these early 

years: ( 1) the development of increasing n~mbers of asylums and hos -

pita ls which created a demand for personnel to assist the physicians; 

and (2) the structural patterns of ea.rly hospitals, notably the "Kirk

bride Plaza 11 and the "Cottage" plan, which created the physical 

environments in which nurses would have to practice for years to come. 

Certain states continued to depend upon private hospitals. 

Meanwhile, in a few of the largest .cities, the infirmaries of the old alms

houses evolved irito general municipal hospitals which provided wards or 

separate buildings for mental patients. In such an institution as the 

Philadelphia General--"Old Blockey"--this service has been maintained 

to the present day. In 1839 city "lunatic asylums II were opened in 

New York and in Boston. In these municipal institutions and even in 

some of the state asylums, however, a primarily custodial attitude pre

vailed long after 1840 (Shryock, · 1944). 

As late as 1843 many state~ and territories still possessed 

neither public nor private ·n)ental institutions of any sort. In that year 
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there were only twenty-four. hospitals de·voted entirely to mental cases 

(Hurd, 1916), providing care for a national population of over 17,000,000. 

Since there were as yet no trained nurses in the true sense, the 

attendants in asylums were a haphazard lot. At best, they were 

decent guards or "practical nur·ses 11 ; at worst, crude keepers and 

"Sairey Gamps 11 (McFarland, 1932 ). 

In the six years following 1844, six new institutions appeared: 

Butler Hospital was established by a foundation; the States of Indiana, 

New Jersey, and Louisiana opened institutions; and a county in Iowa and 

another in Wisconsin started asylums (Hurd, 1916). The number of 

patients in asylums increased extensively in later decades. 

A new kind of institution was built in New York in 1869. It was 

called the Willard Asylum, after a distinguished officer of the State 

Medical Society wh~se benevolent eloquence was stilled by death just as 

the construction of the hospital got under way (Hurd, 1916 ). This was 

the first institution with provision for medical care, and it was expected 

that the care would be economical. In later years, similar institutions 

were established in California, Illinois, Massachusetts, Minnesota, . 
) 

New York, Pennsylvania, Rhode Island, Washington, West Virginia, 

and Ontario. 

· When mental institutions had won an accepted place in the 

social as well as political organization of every state, there was less 
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ardent rhetoric in their behalf in the de bates of the Association 

(APA); but whenever institution work was broadened or some way was 

found to do it better, the same fine note of satisfaction in a great job 

resounded forth. Organizations that have p1·omoted better understand

ing_ of the prisoner, better management of the delinquent, better treat

ment of the deviatory child, better management of the nervous soldiers 

have been dependent in very large measure on the sound experience 

and the genuine altruistic zeal of men whose primary work was in 

mental hospitals (Hamilton, 1944). 

The state of the care of the insane at the beginning of this cen-

tury was summed up by White (1933, p. 95): 

The state hospital had come into existence very defini~ely 
as the s elution of the economic and political problems 
involved. It had been slowly coming to be appreciated 
that counties and municipalities, unless they were large 
ones, were too small political subdivisions to undertake 
the economic burden of the care of the insane. It was a 
problem t?at could be assumed only by the State. 

Historically, psychopathic hospitals grew out" of the urgent 

needs of the community. Some cities attempted to cope with the prob

lem by establishing wards for temporary detention such as the 11Insane 

Pavilion" at Bellevue Hospital in New York City, constructed in 1857, 

and "Pavilion F" at Albany Hospital, which opened in 1902. This was 

the fi~st psychopathic ward in a general hospital. There was, 
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however, no general trend toward the incorporation of psychiatric 

units in general hospitals until 1935. 

Though not having a psychopathic ward., the Pennsylvania Hos

pital should be mentioned in this context because it was the first general 

hospital to receive mental patients from the time it was built in 1752. 

It provided out-patient services as early as ~885. From this modest 

beginning has grown the great number of elaborate and widely used out

patient organizations, community clinics, child guidance clinics, and 

other mental health services. The Henry Phillips Clinic at Johns 

Hopkins Hospital, beginning in 1913, was another early hospital with 

many of the features of a psychopathic hospital (Hurd., 1944). 

The State Psychopathic H~spital at the University of Michigan 

was established in 1907 after several years of preliminary experimen

tation with psychopathic wards. It was the first psychopathic hospital 

in the United States. The Boston Psychopathic Hospital in 1912 was the 

first one connected with a State Hospital System and incidentally the first 

to open an out-patient clinic for children. This idea of the. psychiatric 

clinic or psychopathic hospital for the early active treatment of mental 

patients was conceived of by Griessinger in his book Mental Pathology 

and Therapeutics (1952 ). 



23 

Since 1906 and continuing to the present time, there have been 

many institutions established for the purpose of psychiatric teaching, 

research, and treatment. Hamilton, in 1939, was able to list thirty-

s even general hospitals with psychiatric facilities and an additional 

six Veterans Administration Hos pita ls. 

Another trend adopted more in psychiatric units of general hos -

pita ls and in psychiatric teaching· institutions than in large public hos -

pitals is that of having the patient spend the day in the hospital and the 

night with his family at home. There are now a great number of 

these Day Hospitals operating in the United States. 

The prevalence of continuing wars has contributed to ~he diffi

culties of the mental hospitals, chiefly through the decrease of person

nel and increase of patients. In 1940 there were only 4,252 graduate 

nurses employed in state mental hospitals throughout the United 

States. A year prior to the war in one of the states on the West Coast 

,' 

there were seven state hospitals with a patient population of approxi-

mately 2 7, 000. Yet there was a total of only eight graduate nurses 

employed in all of these hospitals (Fitzsimmons, 1945 ). The war had 

made no alteration in this figure by 1943. 

As a further illustration of conditions prevailing in mental 

hospitals,· the following excerpt is quoted verbatim from the annual 
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report of a medical superintendent to the members of the state hospital 

board for the £is cal year 1941-1942: 

Everywhere one looks there are evidences of leaky 
roofs and floors; large areas of the walls are denuded 
of plaster; cement floors are cracked and broken; hard
ware fixtures of all kinds are broken and hanging loose, 
some of them hanging loose, some of them constituting 
a definite danger to the patient. . . . Such an environ
ment certainly is not conducive to good mental health 
and environment is most important in the treatment of the 
mentally ill. Personally, I feel that to be required to 
live in one of them would be the worst form of punishment 
I can imagine" (p. 34 ). 

The incidence of tuberculosis in the state mental hospitals indicated a 

lack of medical care and supervision. During 1942 almost one out of 

every ten deaths from this disease occurred in mental institutions 

(Fitzsimmons, 1945). 

By enacting the National Mental Health Act in 1946, Congress 

wisely has recognized the magnitude of the problem of mental illness in 

the United States. Half_ of the hospital beds --some 600, 000--were 

occupied by mental patients. In sharp contrast to the extent of the need 

for trained psychiatric pers Of?-nel is the meager supply of psychiatric 

nurses. In 1946 there were 317,800 registered nurses; of these, 

5,545 were in psychiatric service. This meant that only I. I per cent 

of nurses were giving care to 50 per cent of all hospitalized patients 

(Felix, 1949). Throughout the history of the United States, the 
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capacity of the mental institutions has never long been equal to the 

demand of the public for accommodation. 

Moving on to the 1930-1940 era, the concept that a psychia

tric hospital should provide for a therapeutic interpersonal environment 

spread in American psychiatry. A modern counterpart has begun to 

emerge with a renewal of interest in social t:reatment variously 

described as "therapeutic milieu," "therapeutic community, 11 and 

"the open hospital" (Report, 1961). 

This new rendition of a therapeutic theme originally composed 

by Pineland Tuke was conducted under the inspired and imaginative 

leadership of Dr. Harry C. Solomon, who, following his appointment as 

superintendent in 1943, substantialiy recaptured the moral treatment 

scene described by Charles Dickens in 1842 and added to it the refine

ments of modern science (Report, 1961, p. 33). This therapeutic 

revolution and its extensions have been well and warmly described by 

Drs. Milton and Greenblatt, Richard H. York, and Esther Lucille 

Brown (1955) in From Custodial to Therapeutic Care"in Mental 

Hospitals as well as in John Barthlow Martin's The Pane Glass (1959). 

Dr. Robert C. Hunt, superintendent of one of the most progres-, 

sive large mental hospitals in the Uq.ited States, regards the open 

hospital as an essential factor in achieving community tolerance of the 
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mentally ill, holding the unlocked door to be the greatest therapeutic 

development of the present generation, even more important than the 

tranquilizers. He summarizes his convictions, patterned after those 

of Schwartz, Greenblatt, and other experimenters in social psychiatric 

treatment, as follows: 

I. The enormous disability associated with m~ntal ill
ness is to a large extent superimposed, is preventable 
and treatable. 

2. Disability is superimposed by the rejection mechan- . 
isms stemming from cultural attitudes. 

3. Hospitalization as such is an important cause of 
disability. 

4. The best of treatment minded state hospitals perform 
a disabling custodial function. 

5. The custodial culture withiri a state hospital is largely 
created by public pressure for security. 

6. Some of the treatment functions and most of the cust.odial 
. functions of the hospital should be returned to the 
community. 

7. This can be accomplished only by a change in public 
attitudes a1,1d concepts of responsibility. 

8. Public attitudes cannot be expected to change until 
hospitals demonstrate the value and safety of commu
nity care by becoming open hospitals (Hunt, 195 8, 
p. 12 ). 

Two· of the foremost American hospitals in developing milieu 

therapy were the Chestnut Lodge Hospital in Rockville, Maryland, and 

the Menninger Clinic in Topeka, Kansas. 

The number of patients in state hospitals dropped in the late 

1950 1s. Evans (1968) felt tha~ this was due to factors such as the 

humanizing elements in large institutions, a change in attitudes of the 
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psychiatric profession, the use of psychotherapeutic drugs, increased 

personnel, and the introduction of therapeutic community c_oncepts. 

The report that the Joint Commission on Mental Illness and Health pub

lished in 1961 underlined the fact that the treatment focus of mental 

illness moved from the state hospital to the community. 

The objective of modern treatment of persons with major men

tal illness is to enable the patient to maintain hims elf in the community 

ina normal manner. To do so, it is necessary (1) to save the patient 

from the debilitating effects of institutionalization as much as possible, 

(2) to return him to home and community life as soon as possible after 

hospitalization, and (3) to maintain him, thereafter, in the community 

as long as possible. Therefore, aftercare and rehabilitatio:f} are 

essential parts of all servicesto mental patients, and the various 

methods of achieving rehabilitation should ·be integrated in all forms of 

services, among them .day hospitals, night hospitals, aftercare clinics, 

public health nursing services, foster family care, convalescent nurs

ing homes, rehabilitation centers, work services, and expatient groups. 

The modern concept of treatment resulted in the expansion of 

mental health clinics (MHC). Action for Mental Health (1961) 

revealed the following interesting facts: Of the 1,294 mental health 

clinics, 280 were operated by state mental hospitals, 250 were 
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operated by other state agencies, 300 were operated by voluntary agen

cies with state aid, 400 were privately operated, and 64 were operated 

by the Veterans Administration. Some 750 served children and adults; 

400 served children only; and 144 served adults only. 

The distribution of mental health clinics by states was uneven 

but according to population concentration: New York State (330); 

Massachusetts (102); Illinois (71); New Jersey (65); Pennsylvania 

(65); California (64); Michigan (51); Ohio (44), Connecticut (35), 

New Hampshire (26), Virginia (24), and Wisconsin (22). Florida, 

Kansas and Texas each had 21 mental health clinics. In many states 

this approach appeared less well developed. 

Mental health clinics, operated as outpatient extentions of 

mental hospitals or as ind.ependent service agencies in the community, 

have been advocated as both a supplementary and alternative approach 

to the hospital care of t~e mentally ill. The clinics suffer from the 

same deficiencies that so long have plagued the hospitals --understaff

ing and overcrowding--except that in this case clinics do not come 

into being or continue to operate if professional personnel cannot be 

found for them. Overcrowding is confined, therefore, to their waiting 

lists rather than to hospital wards. . The bottleneck is the same in 
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either hospital or clinic: the professional manpower shortage (Action 

for Mental Health, 1961 ). 

According to Glittenberg (1963), the number of nurses utilized 

in the mental health clinics has increased since 1952 when there were 

· only eight nurses employed in such clinics. In 1955 this number 

increased to 15 3, whereas a total of 184 nurses were employed in psy

chiatric outpatient clinics in 1959. A !though this represents a substan

tial growth in number of clinics in operation in 1959 ( 1300), less than 

10 per cent of these facilities included a nurse as a member of the 

professional team. 

The large mental hospital has thus been undergoing r~pid 

changes. It developed from a custodial institution to a therapeutic 

community and from a therapeutic community to a community mental 

health center. It is apparent that the modern concept of treatment and 

the modern reality of mounting costs of state hospital operation have 

combined to stimulate efforts to keep mental patients out of m_ental 

hospitals as long as possible and to discharge them as quickly as 

possible. Additionally, the mental health clinic occupies a pivotal 

position. It is also the fulcrum of efforts to remove the barriers is olat

ing mental hospitals from the community. In either early treatment 
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or an outpatient basis, after care of discharged patients, the mental 

health clinic occupies a pivotal pas ition. 

The origin of day hospitals for the care of psychiatric patients 

grew out of a shortage of hospital beds (which forced premature dis - : 

charges of patients to their homes) rather than as a treatment . innova

tion (Ross, 1964). These innovations fo attitude gave rise to the 

concept of "therapeutic community, 11 in which the patient became a 

partner and collaborator with the staff and was granted equal rights, 

opportunities, and facilities. The medical staff and its ass is tan ts 

functioned as advisors. The patient group assumed responsibility for 

the behavior of its members, as well as for planning activities, plan-

ning their future, and offering support to each other. Group and 

social methods that encouraged the constant inte·raction of the mem-

bers were used (Aguilera et al., 1974). With this frame of 

reference it wa~ only natural that the general hospital should add 

to the various .roles in which it serves the community that of becom

ing a focal point of preventive medicine and public health functions 

in psychiatry • . 

In 1958 a 11Trouble Shooting Clinic" was initiated by Bellak 

as part of City Hospital of Elmhurst, New York, a general hospital with 

one thousand beds (Linn, 1965 ). The clinic was design~d to offer first 
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aid to patients with emotional problems and was not limited to urgent 

cases. It combined two aspects of service: major emergencies as 

well as minor problems involving guidance, legal problems, and 

marital relations on a walk-in bas is around the clock. In 1962 the 

:Senjamin Rush Center for Problems of Living, a division of the Los 

Angeles Psychiatric Service, was opened as a no-waiting, unre

stricted-intake, walk-in crisis intervention center (Aguilera et ::i.L , 

1974 ). 

In 1967 crisis intervention replaced emergency detention at 

the San Francisco General Hospital. One each of the psychiatric 

units were established interdisciplinary teams whose primary goals 

were to re-establish independent .functioning of the clients as soon as 

possible. In a follow-up study in 1972, Decker· et al. concluded that 

the crisis -intervention program achieved the anticipated reduction in 

psychiatric inpatient treatment (Decker et al. , 1972 ). 

The first hot line was started at Children's Hospital in Los 

Angeles in 1968. Hot lines and youth crisis centers have been 

created in recognition of the failure of traditional approaches to make 

contacts among adolescents. Twenty-four-hour crisis telephones, 

free counseling with a minimum of red tape, walk-in contacts, crash 

pads, and young people s·erving as volunteer staff in such services are 
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becoming increasingly attractive to youth who are emerging as the 

locus of a counterculture. 

Trends such as these are being repeated around the country 

as community mental health programs_ recognize the value of providing 

services in primary and secondary prevention unique to the needs of 

their particular clients. Increasing recognition is· also being given to 

the need for providing more services for those clients whose needs 

are for continuing support in rehabilitation after resolution of the imme

diate crisis. 

South Africa 

The practice of medicine began in South Africa with the arrival 

at the Cape of Jan van Ricbeeck. On April 6, 1652, he sailed into Table 

Bay at the head of a $mall fleet to establish a refreshment center for 

the ships of the Dutch East India Company (D. E. I. C.) trading with the 

Far East. 

One may easily get a distorted picture of the actual state of 

affairs ,as regards mental illness during the ·early days at the Cape 

unless certain important facts are kept in mind. These include the 

small population, the trying conditions under which the early settlers 

lived, arid. the prevailing knowledge and approach to mental disease 

(Minde, 1974). The hard conditions of life no doubt contributed to 
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the general atmosphere of the times, producing a mental climate very 

different from that of the present day. Religion of a severe Calvinis

tic type, combined with flourishing superstitition, affected all aspects 

of life. 

Such facts make it clear that in studying the history of this 

period, one cannot expect to find detailed descriptions of institutions 

in which lunatics were confined or of the methods used to handle them. 

One finds only an occasional isolated, casual mention of cases of mental 

disease and therefore has to infer a good deal because of the lack of 

detail. A consideration of all available facts shows that in the days of 

the D.E.I.C. mental cases were confined in one of the following places 

in the Cape: the ordinary hospital, the slave lodge, or the ~onvict 

station on Robben Island (Minde, 1974) • . 

An ordinary hospital was one of the earliest necessities of the 

first settlers who landed in 1652. In 1656 Van Riebeeck, who was a 

surgeon, built such a hospital outside the Old Fort. This hospital had 

to serve the Cape for nearly forty years. To it was later added a ward 

for mental patients, as described in this extract from the Archives: 

"It was moreover decided as a useful and orderly measure to build on 

to one of the wings as soon as possible a small apartment for locking 

up the mad who are now and then found in the hospital, and with whom 
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at present we are embarrassed (quoted from Minde, 1953, 

p. 26 ). 

In certain circumstances, relatives were permitted at this 

time to keep insane patients at home; and if the affliction were mild 

and harmless, the patient was allowed his freedom. Such a practice 

followed the Roman-Dutch-law concept that relatives should be 

responsible for their insane and that the violent should be locked up 

(Archer, 1963). 

On April 12, 1711, a house for the chief surgeon and an 

apartment for the mentally diseased were built since it was a common 

occurrence for officers and crew members to go insane and be set 

ashore at the Cape. In this regard, Swellengrebel wrote to Governor 

Ryk van Tulbach on July 21, 1722, informing him that the captain 

of his ship had gone out of his mind in Simon's Bay. Minde quoted 

several such letters to the Governor ( 195 3 ). 

The third and last hospital to be built under the Company was 

situated not far from th~ castle, the first structure built by the founders 

The foundation stone was laid by Governor van Plettenberg on Novem

ber 2, 1772. There were delays in the building operations, and at 

its completion Holland was at war-with England during the American 

War of Independence. It was feared that the British might try to seize the 
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Cape, so the allied French Pondichery Regiment was sent to help 

defend the Cape against a possible attack. As no other quarters were 

available, a part of the newly built hospital was turned into barracks 

for this regiment. It was henceforth variously known as the Barracks, 

Kaserne, or Hospital (Minde, 1974). 

The firs.t slave lodge was built to accommodp.te the large batch 

of slaves which arrived at the Cape on-March 28, 1658. An attic in the 

building housed convicts, and mentally ill persons were at times given 

small rooms within the slave lodge. The sexes were separated in the 

lodge, and the children also had a section of their own. There was, 

however, considerable promiscuity among .the slaves, and vis~ting 

soldiers and sailors frequently found their way to the lodge at night for 

convivial entertainment. In addition to a directoF in charge of the 

lodge, the staff included surgeons, overseers, and teachers. 

The use of Robben Island as a convict settlement was begun by 

Van Riebeeck very soon after he came to the Cape. Slaves were sent 

there for punishment. Hottentots who had come in conflict with the 

authorities were exiled there, and occasionally Whites who had commit

ted crimes were sent across to the island (Minde, 1974). The Old 

Cape Records contain a number of references to the detention of mental 

patients o'n Robben Island. No attempt was made to conduct a lunatic . 
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asylum on the island, however, until much later during the British 

occupation. 

Minde quotes an interesting extract from the Cape Archives 

bearing on the use of Robben Island as a place of detention for lunatics: 

"June 4th, 1718. A patient in the hospital was seized with an attack of 

madness during the night and in that state killed a sick man lying next 

to him. He wounded ten or eleven more before he was overpowered" 

(p. 2 7). Further violence occurred: "June 19th, 1723. News from 

Robben Island that Willem Wilkens had had another attack on the island, 

and wounded a person, but not fatally" (p. 27 ). 

The Cape was temporarily occupied by the British from 1795 

to 1803 and was finally taken by them in 180,6. They governed it purely 

as a colony but gradually increased political rights until in 1872 the Cape 

was given responsible government. Since · the Cape of Good Hope was 

six thousand miles away from Paris, the humanitarian principles of 

Pineland much-needed reforms were initiated very slowly. Lunatics, 

however, were still cared for in the slave lodge, the hospital, and on 

Robben Island for many more years as had been the case during the days 

of the D. E. I. C. (Minde, 1974). Laidler says of those times, "There 

was no restraint or treatment for the violent or insane other than the 

padded room in the slave lodge, and straight jackets" (1937, p. 41). 
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There was no civilian hospital at the Cape at the time of 

British occupation. This state of affairs was remedied in 1818 when 

the Zeemans Hospital, soon renamed the Somerset Hospital in honor of 

the Governor, was opened by Dr. Samuel Bailey. Two years later the 

Bu_rgher Senate--forerunner of the City Council--took it over as a public 

institution. This hospital also housed lunatics, and among the staff 

was listed Reynard Muller, porter and lunatic keeper (Laidler, 1937). 

In 1836 the accommodation at the Somerset Hospital was 

improved by the erection of a special ward for lunatics between the sur

geon1 s reside.nee and the leper ward. The sirigle cells had gratings 

which provided ventilation and prevented utensils from being thrown 

into the street. At this time the ll:lnatic keeper I s ale oho lie habits 

became so marked that he had to be discharged •. 

Since Cape Town was the only place that provided accommoda

tion for lunatics, they had at times to travel long distances; for example, 

in March, 1834, ten actually arrived from Grahamstown, six hundred 

miles away (Laidler, 1937). At that time the total number of patients 

was thirty-seven, of whom sixteen were female lunatics. Twelve cells 

were required, but the hospital had a total of only six. In 1838 the staff 

included three attendants for the sick and one for lunatics, as well as a 

matron, cook, washerwomap., and porter. The next year it was 
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decided to erect a fence to separate the lunatics from the rest of the 

' patients. Dr. Baiiey undertook to have this done by the lunatics them

selves in order to save money. That year straight jackets were bought 

for one pound sixteen shillings (Laidler, 1937). In 1832 the first 

"female lunatic nurse" was appointed. Maintenance rates charged 

were two shillings and three pence for Whites, and eighteen pence for 

Coloreds per day (Laidler, 1938 ). 

Dr. Bailey retired in 1854, and the hospital's efficiency soon 

began to deteriorate. Complaints became so persistent that the 

Colonial Office instituted an inquiry, the result of which was laid before 

Parliament in 1856 ( 1856 Proceedings). At that time the hospital con

sisted of a quadrangle enclosed by buildings, of which the side facing 

Prestwich Street formed the lunatic asylum. Only three rooms were 

considered fit for the reception of mental patients. The Somerset 

Hospital had outlived its usefulness as a general hospital, but it was 

not until 1862 that a new hospital was opened. Called the New Somer

set Hospital, it served as Cape Town's chief general hospital until 1938 

when Groote Schuur Hospital was opened (Laidler, 1938). 

The old Somerset Hospital was a long time disappearing from 

the scene. It remained in use as a chronic sick home to the 1930 1s 

in spite of notorious defects and scandals which periodically shook Cape 
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Town (Rel?ort of the Cape Town Infirmary Commission, 1934). It 

did not house any acute mental patients in this phase of its e_xistence, 

but many harmless cases of senile dementia ended their days in its 

damp and decaying wards (Minde, 1953 ). 

The slave lodge continued to house mental patients under British 

rule. After the emancipation of the slaves, it became a hospital for 

infirm persons, chiefly ex-slaves. Dr. Samuel Bailey was the surgeon 

to this Infirm Hospital, as it was called. Since the Somerset Hospital 

could not cope with all the lunatics, the Colonial Office medical commit

tee decided in 1834 to turn a part of the slave lodge into a lunatic ward 

accommodating thirty patients (Laidler, 1939). 

In 1839 the :management of the slave lodge merged w~th that of 

the Somers et Hospital, and no records of any mental patients detained 

there exist after that period. The policy from 1845 onward was to 

concentrate all mental patients on Robben Island. As the old, infirm 

slaves in the lodge died out, a portion of the space vacated was con

verted into judges 1 chambers,. In 1815 a courtroom for trials had 

been opened in the building, and it has since become known as the Old 

Supreme Court Building- -now a cultural museum (Laidler, 1933 ). 

The British continued to use Robben Island as a convict station 

and a ·lunatic asylum, as had been the case in Company days. 
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Instructions issued to the Commandant in 1819 ordered him to keep an 

accurate list of the convicts and others placed there''in consequence of 

lunacy or other causes" (quoted from Minde, 1953, p. 59). 

The first doctor appointed by the British to the Island was Dr. 

Bickersteth in 1834. In March of that year an epide_mic of measles 

caused the deaths of eleven patients. In 18.36 Dr. Bickersteth took 

long leave but resumed his work in 1838. He died in 1862, barely fail

ing to make use of the amenities at the New Somerset Hospital (Minde, 

1974 ). 

The names of Drs. Bailey and Bickei-steth are perpetuated 

by two wards named after them at the New Somerset Hospital, and a 

clinical group meeting there is called the Bickersteth Society. It is 

doubtful whether many doctors, nurses, or students there realize that 

these names are those of the first doctor to open a public hospital and 

the first to treat the insane medically in South Africa. 

In the 1840 1 s the use of Robben Island as a convict station was 

gradually abandoned, and the Governor, Sir Peregrine Maitland, writing 

to the Colonial Office in 1846 says: "The arrangement by which Robben 

Island has ceased to be a convict station and has become a station for 

lunatics, lepers, and the chronic sick, will probably be fully completed 
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within six months 11 (quoted from Minde, 1953, p. 62 ). The mental 

hospital section was opened on March 1, 1846. 

In keeping with its new status, Dr. Birtwhistle, a medical 

superintendent, was put in charge on :March 1, 1847; and he divided the 

institution into a leper section under the overseer of lepers, and a 

lunatic section under the lunatic keeper, with his wif~ the matron looking 

after female patients. In 1848 Robben Island held seventy-eight lunatics, 

and it was reported that Dr. Bickersteth "had much improved the place 

and its conditions 11 (Minde, p. 63 ). He was complimented on his fine 

work by the report of the Inspector of Colonial Hospitals. As might 

have been expected, his improvements did not meet with universal 

approval. Old members of the staff did not relish such revolutionary 

innovations, and the disgruntled storekeeper complained to the Govern

ment that the Superintendent was incompetent and tyrannical (Laidler, 

1939). 

As increasing numbers of patients were admitted, it became 

overcrowded; and on various occasions so-called "temporary" build-

ings were erected which, in fact, became permanent. Thus Dr. 

Minto, the Sq.perintendent, reported in 1856 that he had been compelled 

to use the porch of the lunatic asylum as a dining room because of lack 

of space. The number of single cells available was also inadequate, 
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and entirely unsuitable patients were allowed to sleep in the wards. 

As a result there were squabbles among patients, resulting ~n injuries 

(Matthews, 1887 ). 

At various periods buildings were added- -a stone building for 

twenty males in 1864, a wood and iron building in 1871, and a sto_ne 

building for thirty female patients in 1901. Dr. Edmunds, in his report 

for 1871, stated: 

The unfitness of the buildings generally for the detention 
and management of the insane must be apparent as ever 
to all who visit the institution. The present accommodation 
throughout the entire asylum is so imperfect, and the 
necessity for rebuilding from the foundation so self-evident-
that it would be preferable that removal should take place 
and a new asylum erected on the mainland· (Report of the 
Commissioner, 1920). 

In spite of this and other rec·ommendations, nothing radical 

was done until 1913, when a Select Committee appointed by Parliament 

recommended that the institution be closed down. Patients then 

began to be transferred to-the mainland (Mental Hospitals Depart

mental Commission, 1936-37). But at the same time direct admis-

sions we_re still continuing so that on December 31, 1918, the number 

of patients still stood at 414. By 1916 all the White patients had been 

removed, and in 192 0 the institution was finally closed (Mental Hospi

tals Departmental Commission, 1936-37, p. 10). 
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The last superintendent was Dr. E. F. W. Moon, who served 

' from 1904 to 1920. An interesting fact is that in 1872 the superintend

ent appointed was Dr. F. L. C. Biccard, whose great-granddaughter, 

Miss Jeppe, married Dr. J. T. Dunston, the first Union Commissioner 

for Mental Hygiene. The names of Biccard and Jeppe have both struck 

very deep roots in South Africa, especially i_n the Transvaal. Very 

appropriately, the head lunatic attendant and the matron in Dr. Biccard 1s 

. time were named Mr. and Mrs. Nutt· (Minde, 1974). 

During the 1860 1s the need for accommodations for lunatics 

was felt in other parts of South Africa, particularly in the Orange Free 

State and Natal. With the attainment of responsible government by the 

Cape Colony in 1872, there commf:nced a period of activity in the provi

sion of mental hospital facilities. For some year.s lunatics were 

housed in a building hired by the Government in Bloemfontein, Orange 

Free State, the first permanent building erected only in 1884. This 

has no.v developed into the large Orange Hospital. 

In Pietermaritzburg, Natal, lunatics were · detaine.d in an 

annex to the gaol from 1868 onward. To alleviate this situation to 

some degree, a cottage was attached to the Albany General Hospital, 

Grahams town, for the reception of ~entally ill patients. It was, in 

fact, merely a ward of a ge.neral hospital, and the attendants on the 
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mentally ill were the nurses of the general patients. (If this pattern 

had been followed thereafter in the establishment of services for the 

mentally ill, the history of psychiatry and of mental nursing in South 

Africa would have been markedly different.) 

In December, 1872, the first Cabinet responsible to its own 

parliament and taxpayers was formed. · The Colonist.s were now in a 

position to demand action concerning the care of the mentally ill. The 

result was a pericrl of rapid expansion of asylums for the insane. In 

1875 a "temporary asylum 11 was opened which eventually developed 

into the present Town Hill Hospital. In 1882 Dr. Hyslop was appointed 

as superintendent. The attendants numbered only three in 18J9. 

Reliable female attendants were extremely difficult to obtain, and both 

native and Indian women were tried unsuccessfully. Eventually Dr. 

Hyslop was compelled to import five experienced nurses from England 

(Minde, 1953). 

The need for a new as.ylum in the Eastern Province of the Cape 

Colony became evident, and in 1875 one was opened in Grahamstown. 

It has now become the Fort England Hospital. Others followed at Port 

Alfred (1889), Valkenberg · (1891), and Fort Beaufort (1894). In the 

Transvaal the Pretoria Lunatic Asylum, now Weskoppies Hospital, was 

opened by the South African Republic in 1894. By 1894 an institution for 
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the care of feeble-minded children was attached to the Grahamstown 

lunatic asylum. This was the firs 't of its kind in South Africa 

{Burrows, 1958). It was transferred in 1921 to the Alexander Institute 

in Cape Town. 

The development of care for the mentally ill was considered 

socially significant and became extensive s:o that an official "Visitor 

of all Asylums, 11 later known as "Inspector of Asylums, 11 was 

appointed in 1889. This was a significant step in the care of the men

tally ill (Searle, 1965 ). 

The distinction between dangerous lunatics and non-dangerous 

lunatics was dropped in the 1891 Act. Provision was made for the 

admission of lunatics from neighboring states and colonies to asylums 

in the Cape Colony and for the admission of voluntary boarders with the 

prior consent of the Colonial Secretary. Lunatic asylums in the Cape 

Colony were cont_racted for by the Colonial Secretary's Department. 

In 1891 a Special Hospital's Branch of this department took over the 

administration of lunatic asylums {Minde, 1953). The Hospital's 

Branch administered · (among other things) the Lunacy Act of 1897, 

which includes the control of six lunatic asylums and all matters con

nected with lunacy administration. 
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The period between the time of the Union of the individual 

republics and the Second World War was marked by two outstanding 

features in South Africa. The first was a constant struggle against 

lack of accommodation, and the second was the initiation and <level-

opment of provisions for the housing of mental defectives. Both 

were severely handicapped by long periods .of financial stringency. 

Nevertheless, existing institutions for mental defectives opened at 

Maitland (Alexandra) in 1921, at Potchefstroom (Witrand) in 1923, 

and at Howick (Umgeni Waterfalls) in 1949. Existing institutions 

were enlarged during this period, and three riew mental hospitals 

opened at Queenstown (Komani) in 1922, at Pietermaritzburg (Fort 

Napier) in 1927, and at Krugersdorp (Sterkfontein) in 1943. 

World War II demanded provisions for th:e care of psychiatric 

casualties. A unique military hospital was built in Potchefstroom in 

the Transvaal on land belonging to a State Institution for Mental Defec

tives. It served as a general hospital for the large artillery camp in 

the area and for the Youth Training Battalion. The latter included 

boys from fifteen years of age who were recruited largely from the few 

depressed areas in the country. They were subjected to discipline and 

training and drafted into the army at the age of eighteen years. This 

group had many emotional.problems . (Marwick, 1963 ). 
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The hospital was also the special psychiatric hospital for the 

whole of the Union Defence Force. Under one administration, it 

catered to men, women, and children; White ar-d non-White; and 

medical, surgical, and psychiatric patients. To most of the workers 

this was a wonderful demonstration of a properly integrated hospital 

service. It was, in addition, the first hospital outside a State hospital 

to deal with certifiable mental.disorder, non-certifiable psychotics, 

and neurotics. It was here that activities known to be of value to the 

mentally ill were planned, organized, and put into practice under medi

cal control; that is, a large occupational therapy department with 

skilled craft workers was established: recreation therapy, inqoor and 

outdoor, as well as active therapy in vogue at that time--for example, 

insulin and electro-convulsive therapy. 

Marwick stated that nursing was a problem. Few nurses were 

released from civilian mental hospitals because of the acute shortage 

there, and general nurses train~d in South Africa had no psychiatric 

experience. In-service training programs were commenced. When, 

however, the first contingent of Canadian nurses came into the country,. 

it was found that many had had three months I psychiatric experience in 

their basic training; others had done a six months I post-basic course. 
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Many of the latter were drafted to the Potchefstroom Military Hospital 

and became the strength in a very weak nursing unit. 

A large psychiatric unit was also established in the Military 

Hospital in Pietermaritzburg, Natal, for the non-South African, 

mainly British patients. · This hospital suffered even more acutely 

than the South African Hospital. The matron from Potchefstroom 

reorganized the nursing aspect and gave an in-service training course 

to nurses and orderlies {Marwick, 1963 ). 

The influence of war on South African psychiatry and psychia

tric nursing was marked. It led directly to the establishment of the 

first psychiatric hospital--Tara Hospital--under the control of a Pro

vincial Authority which administers general hospital services_ and 

nurse training {Marwick, 1963, p. 4). Tara The H. Morass Center 

was originally a private house which belonged to a Mr. Tille_tt, a 

building contractor who . built, among other places, the Orlando Town

ship. He was o.f Irish extraction, and the name Tara was given to the 

house by him. The name is _taken from the old Irish ballad, "The 

Harp that once in Tara's Halls. 11 

The house was sold to the Department of Defense for Inland 

Command Headquarters for R 70,000; subsequently it was loaned to the 

Red Cross as a military hospital for plastic surgery. From December, 
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1945, the Red Cross admitted military psychiatric patients and contin

ued to do so until September, 1946, when Tara was taken over by the 

Transvaal Provincial Administration as the neuro-psychiatric unit of 

the Johannesburg Hospital. 

its _own Hospital Board. 

In 1953 it became a separate hospital with 

· The grounds within the brick walls, _which incidentally were 

built before the original house was erected, consist of approximately 

thirteen hectares (thirty-three acres)'. The Nurses I Residence has 

been built on part of the additional thirteen hectares (thirty-three 

acres}, available for future expansion. 

In addition to its neurological and psychiatric services which 

are its principal function, the hospttal runs an out-patient service, as 

well as a clinic in the Randburg area. Tara is a hospital for both 

organic and functional nervous diseases. Tara The H. Moross Center 

has 150 beds, and many of the staff have been used to develop the even 

more important Community Service. 

Tara admits patients who are mentally ill but may .not admit 

those who need to be controlled by the laws governing State mental 

hospitals. In . addition, it may not admit those whose behavior may be 

unduly conspicuous or those who are_ alcoholics or drug addicts. 

There is a list for patients· ~waiting admission to Tara; there are no 
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direct admissions. Patients from the local area are usually seen at 

the Johannesburg Hospital Out-Patient Department and assessed 

suitability for admission. 

Each year thirty thousand out-patients attend Tara The H. 

Moross Center as well as between eight thousand and ten thousand 

attendances at the Johannesburg Hospital Psychiatric -Out-Patient 

Department. In addition, clinics are also held at ·the Johannesburg 

Non-European Hospital. Patients from outlying areas are required to 

submit a report from their doctor before admission is considered. 

Since 1957 a Community Service has been developed. This 

aims to keep patients from in-patient admission where possibl.e. The 

Service includes the Out-Patient Departments, Children's Clinic, Day 

Hospital for forty patients, and Home Visiting Services. These ser-

vices help to maintain the family as a unit, enable many patients to 

continue working and aid in rehabilitation while making treatment possi

ble and while giving support and help to the patient and his family. 

Because of the acute shortage of psychiatric personnel in the 

country, Tara The H. Moross Center has assumed responsibility !or 

training. This training is offered to doctors, nurses, occupational 

therapists, and clinical psychologists. Training of non-psychiatric 

professional people is also important and courses are offered to 

doctors, e.g. , general pra.ctitioners; medical students; nurses, 
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matrons, ward sisters and health visitors, etc.; social workers; 

educationalists; marriage guidance counsellors; persons in charge of 

institutions for children, etc. ; and clergy. Mental Health Education 

is carried out constantly by means of Mental Health Week Programs, 

talks to any interested bodies, and the reception of visitors at the hos

pital, etc. 

The return of the patients, if possible, as a useful working 

member of society is a hospital refponsibility. The hospital social 

workers play an important part in this service as does the Department 

of Labor with which Tara has a direct liaison (TH/320, 1972). 

The South African Mental Institutions are of moderate to 

small size as far as the number of patients housed in them is .concerned. 

Taking everything into consideration, anything between fifteen hundred 

and two thousand beds is probably the optim.um size. But apart from 

the question of size, the. degree of overcrowding is important in these 

institutions (Minde, 1953 ). 

The public is aware of the difficult situation in South African 

mental hospitals, and the newspapers have in recent years taken care 

to keep them informed on this matter, at times with scare headlines 

such as 11Shocking Conditions in South African Mental Hospitals Cause 

Alarm" The Commissioner for Mental Hygiene admitted ~n his annual 
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report for 1950 that "in Mental Hospitals and Institutions for Defec

tives the lack of accommodation is desperately serious'' (Report, 1950). 

The last report of the Commissioner for Mental Hygiene for the year 

ending December 31, 195 7, states: 

The work of the hospitals has been hampered by shortages · 
of medical and female nursing staff. The position is 
deteriorating- -a solution with the problem of the shortage 
of personnel is a matter of urgency and this question 
should be given first priority. There is no point in 
building new premises or planning further developments 
if the necessary personnel could not be recruited 
(P· 7). 

The overcrowding of White patients is approximately eight 

hundred, and of non-Whites five thousand. Vacancies for European 

male nurses are ninety-six. The 983 posts for female nurses were 

held by eighty-six permanent registered nurses, 203 temporary mental 

nurses, 113 student nurses, 104 temporary students, and 280 

temporary nursing assistants, leaving 197 vacancies. These figures 

need no elaboration except to say that recognition should be given to 

the vital part played by the 203 temporary staff members who are 

nearly all married by granting them permanent status to enable them 

to share with others the responsible posts at present denied them.· It 

says much for the devoted staff in the mental hospitals that the dis - . 

charge rate is more than 70 per cent of direct admissions. This · 

figure could undoubtedly be improved, and more services could be 
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planned if the overcrowding could be reduced and the recruitment of 

doctors and nurses· improved. 

Note should also be made of the · l, 266 cri~inal patients 

detained in the State mental hospitals and institutions for mental defec-

tives. No hospital is free of them. The presence of such patients 

in wards with non-criminal cases tends to delay the development of the 

Community Mental Hospital, a feature of which is the freedom granted 

to patients. 

The number of voluntary patients in a mental hospital is indica

tive of the prejudice and stigma against mental illness in the community. 

The report referred to gives a daily average of 75. 1 such pers_ons, an 

improvement on the previous year of 25. 6. This is a small percentage 

of the twenty thousand patients resident in mental hospitals and does not 

compare with some countries where the number of voluntary patients in 

some hospitals is as high as 90 per cent. These things are achieved 
, . 

only as the public becomes better informed and as the service in the 

hospitals is improved which will be when all nurses in the country accept 

a respon:sibHity toward the mentally ill and demand training to enable 

· them to recognize mental breakdown in its early stages and to give 

adequate help within their competence as midwives, health visitors, 

and general nurses in the community, in schools, industry and 
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hospitals. A 11 nurses in assuming responsibility for health teaching 

should include mental health so that the stigma may be removed and 

the rehabilitation of the mentally ill by the community may be accepted. 

In·l962 for the first time in the history of South Africa, there 

were enough beds for White persons in mental hospitals of the country. 

Non-Whites, however, remained crowded, there being a shortage of 

five thousand beds. The difficulties occurred because the hospitals 

were not located where they ought to be--in the areas of heavy African 

population. A further difficulty resulted {rom the complete lack of 

non-White psychiatrists to work in hospitals in African rural areas. 

Further, training for African nurses in mental defective work was lack-· 

ing since no state hospitals existed for such cases. The first priority 

was seen as the reduction of overcrowding in mental hospitals (Mar

wick, 1963). 

During 1963 the.re were three State institutions for White 

mental defectives and one for Coloreds. Marwick stated that the 

ability of Africans to tolerate _mental illness within the community 

pointed the way in which services should develop in the future - -the 

development of psychiatric community services. The South African 

Mental Hospital Services provided a high level of custodial care; much 

active -therapy was done, but the "community mental hospital, 11 as 
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spelled out' in the Third WHO Expert Committee Mental Health Report, 

has not been firmly establi~hed at this stage. 

B othma ( 1973) described the tremendous- change mental hos -

pitals in South Africa have undergone in the last decade. Because of 

m~ny factors such as the time factor, inflexibility, inadequacy of 

treatment methods, and old fashioned trainii:g facilities, the emphasis 

was on the isolation of patients. The personnel were too often stock

taking, cleaning, and feeding orientated, and the patient was looked 

upon as a number with a diagnosis. Btit since the advent of chemo

therapy in the 1950 1s and the milieu-therapy concept in the 1960 1s, 

South Africa entered a new era in psychiatry. The mental hospital 

became a fountain of effervescent yitality. 

In 1960, however, Pienaar (1960) wrote. that there was still 

a great lack of understanding and perception of the emotionally ill among 

the public. Insanity was looked upon as a shame, something incurable 

that should be hidden and avoided as far as possible. During this 

time there were ten hospitals for the insane and three institutions for 

the mentally defective in South Africa. Another hospital was in the 

course of construction. Apart from that, there were twenty-one 

licensed private institutions , under tp.e control of the Lunacy Act. The 
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total patients numbered 21,000 at this time. Approximately two

thirds of this total were non-European patients. 

Constituent societies of the South African National Council 

for Mental Health, a voluntary organization, ran mental health clinics 

and carried out an aftercare service for patients discharged from 

mental hos pita ls. These services provided the nucleus of community-

care service. No nurses wer·e used in this service (Marwick, 1963, 

p. 4); rather, social workers were utilized at the clinics. The Mental 

Health Societies which organized clinics once weekly or once monthly 

by a psychiatrist provided other facilities for community service for 

the mentally ill. 

The development of community psychiatric services in South 

Africa is seriously needed as illustrated by the figares for psychiatric 

patients. Dur:'ing_ 1972, 35, 000 beds were available for institutional 

psychiatric care, whereas 70,000 patients were treated on an outpa- · 

tient and community basis. Doctors and nurses were predominantly 

curative and hospital orientated by virtue of working for so long in iso

lation in large state psychiatric hospitals, thereby forcing educators to 

re-orientate the trained staff to function in the new context of an out

patient and community directed service (Roscher, 1971). 



57 

Since the average stay in hospitals has decreased, patients 

have been discharged while still on drugs, another situation illustrating 

the importance of community care. The discharge rate of psychiatric 

patients from State hospitals in South Africa w~s 85 per cent in 197 I. 

Pati~nts are returned to their homes often ill-equipped to deal with 

family responsibilities, domestic interactions, and work without some 

measure of professional support (Roscher, 1971). 

An important turning point was reached in 1969 when the 

Department of Health was reorganized with a view to providing a com-

prehensive community health service. This dynamic reorganization 

ended the previous pattern of fragmentation in favor of a convincing inte

gration of all health services into an organic whole with a gre~ter stress 

on preventive and community health. 

Examples of models in urban areas where integrated community 

psychiatric servi?es have been implemented are to be found in Johan

nesburg, Durban, and Pietermaritzburg. In these three cities the 

Department of Health, local a.uthorities, and Mental Health Societies 

have pooled their resources and through dose cooperation have estab

lished a network of communjty services consisting of clinics and domi-. 

ciliary visits to patientc 1 homes. 
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On.April 1, 1970, the entire control of health services in the 

Bantu homelands was handed over to the Department of Bantu A dminis-

tration with fully delegated powers to the Department of Health. The 

mission hospitals with their satellite clinics are being incorporated in 

the _comprehensive health service planning. A few of them already 

have a psychiatric unit and offer a psychiatri~ service as an integrated 

part of their community services. 

One of the major criticisms leveled against the Department of 

Health in the past has been its inability to provide a follow-up service 

for the psychiatric patients. The care of the psychiatrically ill, up 

to March, 1971, was confined to the boundaries of the State Hospitals, 

thus relieving the community of its ;r:-ightful responsibility toward the 

care and support of the mentally ill (Eales, 1972) •. 

In March, 1971, the Secretary of Health and the Directres s of 

Nursing Services gave their approval for the launching of a pilot scheme 
, 

for community psychiatric care in Johannesburg. On March 17, this 

scheme was introduced with a full meeting of members from the 

Department of Health, City Health Department, Johannesburg and the 

National Council for Mental Health, the Local Mental Health Society of 

the Witwatersrand and an appointed p_sychiatric nurse to take the lead in 

psychiatric community nursi~g care (Eales, 1972, p. 67). 
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There are eighteen state psychiatric hospitals and four institu

tions for mentally retarded patients in South Africa at present. Future 

planning of general hospitals in the Bantu homelands includes an active 

psychiatric unit in each hospital. . Plans exist for a large ultra-•·modern 

hospital for the Colored people at Matroosfontein, ten miles from Cape 

Town. This hospital will include separate units for the mentally ill and 

mentally retarded patients as well as small active treatment wards 

(Roscher, 1973). The Republic of South Africa has a great need for day 

and night hospitals as well as for weekend hospitals (Roscher, 1973). 

Presently discharged patients attend outpatient clinics at hos

pitals or clinics at mental health societies staffed by psychiatrists, 

psychologists, and social workers. Community psychiatric ~urses 

doing follow-up work are only operating from Tara H. Morass Center 

and the Groote Schuur psychiatric unit. One state hospital has also 

recently started ~uch a ser_vice. The Department of Health plans to 

train a nucleus of psychiatric nurses for community work. Psychia-

tric nurses are shortly to be introduced in all the clinics of the mental 

societies in the various cities--indeed a big step forward (Roscher, 

1972 ). Improved referral systems which will put a dis charged patient 

under the care of his own General Practition.er, the Di.';trict Surgeon, 

or clinic near his home are being implemented. · The DE:partment of 
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Health will play a far greater role in the -future in this important 

sphere of educating the lay pubtic (R oscher, 1972, pp. 7-8 ). 

In South Africa there is a great need for integration of health 

services since fragmentation is costly and less efficient (Roscher, 1973). 

In the whole of South Africa there are 133 psychiatrists: 131 White, 

one Colored in Cape Town, one Indian, and no Bantu. Mental Health 

Services in the Republic of South Africa fall under three main headings: 

( 1) State Department of Health; (2) Provincial Department; and 

(c) voluntary organizations (nationally organized), provisions for 

adults or children, and private and state-aided organizations. The 

Mental Disorders Act of 1916 is outdated and sorely lacking in provi

sions for follow-up services for the care of the psychiatric patients. · 

A new act was promulgated and will take effect in 1975. 

Development of Treatment and Care 

The history of psychiatric nursing bears evidence that social 

attitudes and viewpoints have.always influenced treatment and care of 

the mentally ill. Major scientific advancements, social change, 

medical discoveries, and new theories have created much interest 

and enthusiasm in the development of the treatment and care of the 

mentally ill. 
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United States of America 

Before ·the establishment of institutions, the mentally ill 

were collected together, and someone was paid to watch over them. 

This model developed out of necessity because families could not bear 

the full responsibility of guarding or tending to the mentally ill person. 

The model of custodial care thus developed aI?,d was supported finan

cially by private and community efforts. 

This attitude of the early days· was summarized by Deutch 

(1969, pp. 39-40): 

In accordance with the dominant ideology at home and 
abroad, the sufferings of the handicapped members of 
the community were looked upon as the natural consequence 
of a stern unbending Providence, meting out judgment 
to the wicked and the innately inferior. Contempt, cold 
and narrow, rather than sympathy and understanding, 
characterized the attitudes toward the destitute and depen
dent classes. The individual in need of assistance was 
apt to receive public attention only when his condition was 
looked upon as a social danger or a public nuisance- -
and he was then 11 disposed of 11 rather than helped. These 
general attitudes a11d· conditions were reflected and 
accentuated in provisions for the insane. 

The mentally ill fell into two general social ·classes---private 

and public cases --and two general types--the dangerously and harm

lessly insane. ·persons of wealth or family commonly were kept at 

home and, if they became troubleso~e, were chained and locked in 

strong rooms, cellars, attic~, or outhouses. Being a disgrace· to the 
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families, they were kept out of sight. They were of l~gal concern 

regarding only the protection and disposition ·of their property (Report, 

1961 ). 

The poor and hor.i.'1eless insane were treated, if violent, as 

felons or, if adjudged harmless, simply as paupers "falling on the 

town. 11 Legally, a community was responsible for feeding and housing 

its own poor, but it sometimes treated them so badly that they became 

vagrants (Report, 1961, p. 26 ). 

The Pennsylvania Hospital set the pattern for an enlightened 

program in the care of the mentally ill. Among other things, it was 

established for "cure and treatment of lunatics" (Stone, 1933., p. 629). 

The patients were locked in strong prison-like underground cells. 

Some of them were given beds, but most just received straw. Treat

ments such as bleedings, purging, induced _ vomiting, and blistering 

were carried out. The cell-keeper saw it as his duty to prevent 

escape and subdue violence. For this purpose, cell-keepers carried 

a whip and used it freely on their chained captives. Patients were at 

times exhibited through their cell windows to Sunday afternoon sight

seers who paid an admission fee and perhaps teased and goaded them. 

Considering all these facts, Deutch still describes these early 

days at the Pennsylvania Hospital as the beginning of a therapeutic 
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rather than~ custodial, a medical rather than a penal, approach to 

the care of the mentally ill. Other leaders such as Dr. Rush, Isaac 

Ray, Samuel B. Woodward, John S. Butler, Pliney Earle, and 

Thomas Kirkbride advocated greater understanding of the mentally 

ill _and urged that they be treated with moral consideration. 

The longest struggle was to bring about the abolition of the 

severe mechanical restraints. The Boston State Hospital was prob-

ably the first to abandon them (1942), but their use was continued in 

many institutions down to the close of the nineteenth century (G ·roves, 

1930). 

Dr. Smith, recounting his experiences as State Commis

sioner of Lunacy in New York, gives a picture of conditions .as they 

existed there at that time. When he began his work, 

• • every form of appliance for the restraint of the 
disturbed insane was to be seen in common use. They 
were found in manacles, in "stocks, 11 in dungeons, 
.chained to poles, ,strapped in bed. Although some of 
the insane were properly treated as patients in the state 
hospitals, many were in poorhouses and private institu
tions. In the almshouse a man was daily brought out of a 
stall in an out-building where he had been confined twelve 
years, arms pinioned, and led by his keeper precisely 
as a dangerous animal is treated. In another almshouse 
seven women were found in separate stalls in a barracks 
in a state of indescribable filthiness. Their attendant, 
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a keeper as he was called, was a demented rr1an who 
could scarcely answer a question (Groves, 1930, 
p. 72). 

Just as the gradual extension of female nursing care to male 

psychiatric •patients was accomplished by enlightened psychiatric think-

ing of the nineteenth century, so too was there a developing movement 

to spread competent nursing care over the tw_enty-f our hours of the 

mental hospital day. In the early part of the century, many of the 

asylums had no night nursing supervision at all. The day attendants 

were required to sleep on their floors and to respond to any night 

demands of an emergency nature. Such an arrangement obviously 

produced neither adequate night care nor allowed the undisturbed sleep 

requisite for good day care (Santos_ et al., 1949). 

The next step was to employ a night watchman although even 

this step was protested by some asylum superintendents. At the eighth 

annual meeting of the Association of Medical Superintendents of Ameri-

, 

can Institutions for the Insane in 185 3, it was objected that the 11watch-

-· 
man would keep the house in an uproar and the patients would demand 

of him to see the doctor. 11 In the same meeting it was insisted that 

the day attendants should "discipline themselves to sleep lightly" 

(Proceedings, 1853, p. 17). 
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In 1854 Dr. Kirkbride of Philadelphia suggested that it might be 

a good idea to employ night as well as day attendants. · A few years 

later the Columbus State Hospital in Ohio was employing special night 

attendants for suicidal patients, and the Mount Hope Retreat, a well 

organized system of special night nursing composed of the Sisters of 

Charity was in operation. During the last forty year$ of the century, 

Dr. Kirkbride's suggestion wa·s gradually put into general effect. Con-

comitantly with the practice of as signing regular night attendants to 

duty in the psychiatric hospitals, it became possible to give attendants 

and nurses living quarters off the patients I floors and outside the patients 1 

buildings (Santos, 1949). 

The moral movement of Pinel in France and Tuke in England 

brought moral treatment to-America with the opening of the Friends 

Asylum near Philadelphia in 1817. The movement spread to a score 

of American mental hospitals during the early years of the nineteenth 

century. Although town officia.ls still considered it cheaper to keep 

the bulk of the pauper insane in almshouses and jails or board them 

out at sixty or ninety cents a week, there was much cause for optimism 

as to the future of the care of the mentally ill in America. In this 

regard, Dickens was quoted as saying: "The State Hospital for the 

insane is admirably conducted on those enlightened principles of 
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conciliation and kindness which twenty years ago would have been 

worse than heretical" (Report, 1961 ). 

The progress of psychiatric care in the ni:q.eteenth century was 

also evidenced in the increasing number of attendants employed in the 

mental hospitals. Before 1850 the average ratio of attendants to 

patients was one to fifty. Afterwards, the ratio came in general to be 

about one to fifteen, and in many instances it was much lower. In 

1869 the New York State Lunatic Asylum at Utica employed one attend

ant for every nine male patients and one attendant for every six female 

patients (Santos, 1949). Interestingly, Cheatham stated that in 1860 

the most excellent attendants in the female department at Nashville 

were colored girls owned by that asylum. 

Results from mental hospitals throughout the country were 

compiled and printed collectively until 1860. It shows that 41 per cent 

of the patients were reported cured or markedly improved in 1844 

(Statistical Reports, 1845) and 5 7 per cent in 185 9 (Statistical Reports, 

1861). Subsequently a gradual decline in therapeutic effectiveness 

occurred. By 1880 there was a retreat into custodialism and a break

down of moral therapy. For the five-year period from 1880 to 1884, 

the cure rate at the Worcester State Lunatic Asylum was reduced to 

20 per cent of admissions, a.s compared to 49 per cent forty years 
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previously ·(Earle, 1887). · Earle in 1876 had published his first study 

entitled 11 The Curability of Insanity; 11 in which he carefully reviewed 

the statistical material including the original reports of Burrows, Hall 

and Woodward. He pointed out that in a period of thirty to forty years 

a cc_:mstantly diminishing number of recoveries was reported. Sta tis-

tics for thirty institutions during their first five years of operation, 

as compared with their last five years, revealed that recoveries 

decreased from 48 per cent to 36 per cent. 

Pers onne 1 problems, budgetary difficulties, hos pita 1 over -

crowding, the large proportion of chronic cases, and a dogmatic <leper

s onalized theoretic orientation to insanity led to the growing therapeutic 

nihilism. Psychiatrists spoke of ap. increase in both the incidence and 

severity of illness which seemed to indicate that civilization was prov

ing to be too much for man (Hawkes, 18'57). The great achieve-

ments of early moral therapy and early hospital development were for

gotten. 

During the same time, many of the basic principles of modern 

hospital' care and community organization were emphasized and to 

some extent realized. Patient treatment was individualized, and 

open-door policies, permissiveness,. and patient freedom were 

encouraged · (Dain, 1966 ). 
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In spite of the reforms wrought through the influence of 

leaders previously mentioned, the facilities for the care of the men

tally ill remained pitifully inadequate. Dorothea Dix performed 

remarkable pioneer work during this time, but there still remained 

many problems pertaining to psychiatry and the care and treatment of 

the mentally disabled. There was still but little known as to the causes 

and nature of mental disease, and practically nothing was being done in 

an effort to prevent it. Even in the hospitals that had been established 

through the efforts of Miss Dix, there had been no organized attempt 

to instruct or train those persons charged with the care of the mentally 

ill. 

The interest aroused by Miss Dix's efforts continued for a 

considerable period of time, but treatment failed to disclose a hope for 

improvement and cures, and the enthusiasm gradm.lly declined. The 

care of patients in the public hospitals quickly reverted to the custodial 

le':el, and in some places local" politics crept into the administration 

of these institutions with the inevitable effect of lowering still further 

the standards of medical treatment and nursing. In the thinking of 

the community the welfare of these unfortunate patients again became 

subordinate to the protection of the public. 
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A considerable impetus was given to the improvement of 

care in 1866 by the organization of the Association of Medi ~al Superin

tendents of American Institutions for the Insane (later the American 

Medico-Psychological Association, and now the American Psychiatric 

Association). But the conception still prevailed that the psychiatric 

hospital was ''a madhouse, a bedlam, a place where patients run 

around shrieking and shouting, attacking without provocation anyone 

who gets in their way; that many are tied to beds in straight-jackets, 11 

that there is no such thing as scientific nursing of the mentally ill 

(Bowman, 1923, p. 54), that the only type of care needed was custo

dial and that "size, strength and ferocity are the prerequisites for this 

care" (Snyder, 1927~ p. 372). Gaskell in 1860 stressed the need for 

immediate treatment centers for acute and mild cases in units com-

parable to our current general hospital unlts. 

In 1883. Dr. Smith drew up a bill providing for the gradual:· 

transfer of the insane from_ county institutions to the state asylums. 

It was opposed by the county officials because it would have taken away 

some of their revenues. The opposition was so strong that the bill 

did not become a law until six years later, despite the fact that the con

ditions in the county institutions cried aloud for relief. 
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At the end of the nineteenth century there was another awaken

ing of interest in the treatment of the mentally ill. Through the studies 

and efforts of Meyer, Hoch, Salmon, and White a new concept of the 

origin and treatment of mental illness evolved. As a result of their 

teachings and efforts, the old asylums were gradually transformed into 

hospitals for the reception, treatment, and c°': re of these patients. 

Bockhoven wrote in 1885 that the first step toward raising the 

institutional care of mental patients to the standards of general hospitals 

was that of establishing nursing schools in mental hospitals. Many 

superintendents had long been disturbed on a purely humanitarian basis 

by the effect of ignorant, coarse, and abusive attendants on patients. 

They entertained the hope that young women trained in the spirit of 

Florence Nightingale would have a beneficial effect on the morale of 

patients as well as encourage physicians to develop a systematic clini-

cal psychiatry. 

During the early l 900 1s nobody knew very much about the over

all picture of the mentally ill. There was a general idea o~ the appro

ximate number of mental patients in institutions, probably about 180, 000 

it was thought. But almost nothing was known about costs or about 

11 movement11 of patients such as adn:iissions, re-admissions and dis·

charges. There was no list of institutions in existence and no list of 
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psychiatrists. There was no uniform system of reporting, and indeed 

it would have been impossible at that time because there was no agree

ment or nomenclature. There was no central _repository for informa

tion about mental patients because no agency, either ·voluntary or 

governmental, had yet been charged with the responsibility for collect-. 

ing statistics (Santos, 1949). 

Their vocabulary during this time sounds strange to us today. 

Although some people were waging war on the phrases "lunacy, 11 

"lunatic asylum, 11 and "insane asylum, 11 they were still accepted 

terms. Psychiatrists were still widely called "alienists II because 

they specialized in 11 alienated minds. 11 "Idiot" meant anybody who was 

mentally retarded and "dementia preacox" was long the accepted term 

for schizophrenia. 

The professions of psychiatric social work, occupational 

therapy, and recreational therapy also are products of the twentieth 

century. A 11 of them have been woven into the fabric of the therapeutic 

hospital environment, or milieu therapy. The development of psycho-

somati'c medicine since the 1930 1s and the building of psychiatric divi-: 

sions in general medical hospitals since the 1940 1s has done much to 

bring psychiatry out of its former isolation and to put it into the main 

stream of medical practice. The development of psychotherapy 
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has made psychiatry an outpatient, as well as an inpatient, 

specialty. 

Public interest in psychiatry has been extensive i:n this cen

tury, and various lay organizations have dev·oted their energies to 

improving psychiatric hospital facilities and to increasing public know~ 

ledge of mental hygiene. Foremost among them in the United States 

has been the National Association for Mental Health, founded in 1909 

by Beers. 

During the twentieth century much progress has occurred in 

the field of medications for psychiatric illnesses. The use of penicillin 

for central nervous system syphillis began in the 1940 1s. New physical 

treatments for psychotic illnesses have been developed and have met 

with widespread acceptance in the psychiatric field. Deep sleep 

therapy was introduced in 1930; metrazol shock in 1935, psycho

surgery during 1935-36, insulin coma therapy in 1933, and electro

shock therapy in 1937. Insulin coma therapy was much used until the 

19SO's when it was largely re.placed by phenothiazine therapy. 

The introduction of the phenothiazine anti-psychotic medica

tions and the development of effective anti-depressant medications at 

about the same time have had marked effects on the treatment an:d 

progno_sis of schizophrenia, manic psychoses, and depressions. The 
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medication made more patients amenable to treatment and reduced the 

need for is elation. Patients could no:Vbe treated in settings other than 

locked hospital wards. 

Because of the surprisingly pleasant effects the drugs produced 

on patient-staff relationships, the drugs were described as moral 

treatment in pill form. Robert H. Felix (1960), Director of the National 

Institute of Mental Health, has stated that, 

In the whole of materia medica, I suspect that 
the tranquilizers are the only substances whose responses 
have been measured or observed not only on the persons 
who receive the drugs but also on those who live and work 
in the same surroundings. We have known for some time 
that if mental hospital patients can be made aware of the 
staff's sympathetic perception and high expectations, the 
patients will tend to fit the roles which are set for them. 
It has also been evident that every improvement in the 
patient's behavior tends to enhance the staff's attitudes 
toward him. In the tranquilizers we have found a valuable 
means by which both staff and patients have been able to 
help each other to pe.rform at a higher and more construc
tive level (Report, 1961, p. 39). 

A !though all the~e therapies of the twentieth century varied 

widely in their raticnale and treatm~nt and in their procedural methods, 

they all had several important effects on nursing. New trends in 

treatment facilities during the 1960 1s have included emerge_ncy psychia-

tric services, mental health const1ltations, psychiatric sections in 

general hospitals, open hospitals, interaction prescriptions, member

employee work programs, volunteer services, therapeutic 
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communities, half-way houses, sheltered workshops, and foster care 

programs. A great deal of attention was given to the problems encoun

tered in introducing these programs into traditional institutions which 

often required new wa_ys of thinking about patients and treating them 

(Report, 1961~ p. 169). 

A recent development has been community psychiatry which, 

though its roots go back further, achieved prominence during the 1960 1s. 

This movement, leading to a change in the role of the nurse, has been 

one of social action demanded by public needs and executed through 

legislative means. The movement has been repeatedly hailed as the 

third psychiatric revolution, and millions of dollars --local, st~te, aO:d 

federal--are being expended for its development. In many ways this 

movement is a re-emphasis of the humanitarian tradition introduced 

150 years ago; however, many of its methods, regarded as unique, 

were defined- -although not · realized- -over one hundred years ago 

(Rothman, 1970) • . 

Sweeping changes have occurred in the last twenty years in 

both the theory and the practice of psychiatric therapy. From its 

earliest applications to individual treatment, then to group therapy, 

family therapy, and finally to the full utilization of all staff personnel 
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and the use of the patient 1s own resources, psychiatric therapy is 

still in the process of attaining new skills, techniques, and diagnostic 

criteria. 

The period between 1946 and 1976 can be celebrated for the 

promises fulfilled: care of the mentally ill was brought into the main 

stream of American health care with much of the stigma and isolation 

reduced; innovative patterns of community-based health care; research; 

new insights into man's biological structures and processes, his gene

tic make-up and his process of learning, communicating, and adapting. 

The newest approach has been the development of preventive 

programs in line with the new ideology. The primary tools of these 

programs are mental health consultation and mental health education. 

Based on the assumption that mental illness is more than an internal 

psychological phenomenon, the goal in using these tools. is to treat the 

community as a whole in order to prevent the occurrence of mental 

illness in its individual members. 

R epub lie · of South A fr ica 

The -difficulties in making adequate nursing care to the mentally 

ill which confront this country should be seen against a general historical 

background. In her book The History of Development of Nursing in 
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South Africa, Searle (1965) described in detail the development of 

care during the time of the Dutch East India Company. 

A 11 evidence on the care of the mentally ill points to the fact 

that lunatics were on the whole well treated or were not willfully ill-

treated. Pauper cases were either boarded out with families who were 

selected for the purpose by the Deacons of t~e Dutch Reform Church, 

then the State Church; and the cost was borne by the Church. Families 

who were in poor circumstances but w·ho were otherwise able to care 

for the insane were assisted financially by the Church. Pauper cases 

who became violent were locked in the cells at.the Slave Lodge, and 

the Deacons supervised their care and provided them with the means of 

subsistence. The Church looked after the bodily and spiritual needs 

of the pauper insane, whereas the Orphan Chamber looked after the 

legal interests of all mentally ill or incapacitated persons as regards 

property rights and rights of inheritance. The insane were thus 

, 
regarded as persons with rights and as human beings with souls (Searle, 

1965, p. 109). 

Searle 1s study !"evealed that if a servant of the Company became 

mentally deranged because of the prevalence of pellagra, which was 

common, he was given free accommodation in the Company's hospital. 

If he became violent and constituted a threat to himself or others, he 
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was locked in a windowless room in the hospital. There he was 

attended by the Ba.rber-Surgeons who treated him by bloodletting, 

opiates, and restraints. Chains were never used, but references 

were made to leather belts, wrist straps and canvas restraints. As 

the Binnen and Buiten Commissioners had to visit the wards regu

larly and had to make it their special concern to ge~ patients back 

to productive work as rapidly as possible, unduly long incarceration 

in the hospital was not prevalent. If a man became dangerously 

insane, he was confined in the penal settlement o:i Robben Island 

where he was given freedom of movement. 

The dangerous pauper lunatics who were confined in the 

Slave Lodge experienced the worst conditions. The cells in the Lodge 

were windowless, necessitating the use of a lantern even in the day

time; and the bedding was foul and scanty. The patients were, 

however, visited daily by a Barber-Surgeon who gave them such 

treatment as he was able. During the time of the Batavian Republic 

this system was continued, and there was much active sympathy for 

these unfortunates. 

Searle noted that no definite explanation can be offered for the 

comparatively humane approach at a time when the insane were being 

persecuted beyond measure in the United States. In all probability it 
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was because of the strict interpretation of the R ornan-Dutch law. This 

view is held because all resolutions, proclamations, ordina_nces, and 

acts relating to the mentally ill, up to the present day, have a common 

thread running through them--namely, the concept of protection of the 

rights of the individual who is not able to do so himself. It is this 

concept which is the basis of all good custodial care. Perhaps an 

enlightened legal system and a humane church had much to do with this; 

for even if the medical treatment of the insane was not of a particularly 

high order, it was certainly no worse than the treatment of the patient 

in the general hospital (Searle, 1965, p. 109). 

The British Occupation of the Cape in 1806 saw efforts made 

by the authorities to care for the insane. General hospitals were not 

available for the pauper civilian sick at this time; there was, therefore, 

not even temporary space available for the care of the insane. The 

seriously insan~ were housed with criminals in the local gaol under the 

most unsatisfactory conditions. The treatment of the insane in South 

Africa was at its nadir in this period. 

As the years passed, the Somerset Hospital came to be 

accepted as the lunatic asylum for the Colony. The accommodation 

was inadequate and unsatisfactory, and the mental cases were confined 

in cel_ls with sliding doors for observation and for the supply of food. 
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Eventually a state of gross over-crowding existed. John Montagu, the 

, Colonial Secretary of the Cape, wrote: 

Anything more wretched or inappropriate for its unfor
tunate inmates cannot be imagined than the lunatic wards; 
they are about 50 in number. There is no other lunatic 
asylum in this Colony and lunatics are sent to this one 
from all parts of the Colony. It is quite impossible that 
the present mode of confiniJ.1g and treating these unhappy 
people can be much longer continued (Newman, 1855, 
p. . 72 ). 

Dr. James Barry particularly improved conditions for the 

insane in the Cape. He wrote letters to the government about the 

shocking conditipns under which the pauper civilian sick and insane 

were housed in the early years of the British administration. These 

letters revealed him as a most searching and determined reformer at 

the Cape in the first half of the nineteenth century. At first, all the 

sick poor, lunatics included, were accommodated in the gaols in the 

same apartments as the criminals. It was Barry 1 s unceasing campaign 

to improve the lot of the~e persons that eventually ended the practice 

of keeping the sick poor in the gaols with the criminals. The order 

requiring him to visit these place.s and to report his findings to the 

Governor is dated April 20, 1824 (Searle, 1965), a significant date in 

the treatment of the insane in South Africa. 

The keepers of the gaols, who had not been given any guidance 

in this work, als·o attended to the sick and the insane in these places, 
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and neglect, if not actual cruelty, frequently occurred. Barry dis -

missed all incompetent attendants and promoted those with ability. 

Gradually a pattern of care was built up, and a small core of reasonably 

satisfactory attendants and keepers was formed (Searle, 1965, p. _ 110). 

Living conditions for lunatics left much to be desired. During_ 

1826 many lay without beds or bedding, and there wer~ complaints that 

patients were being tied up and flogged. The Hospital Committee con

ducted an investigation, and its report stated that it was "sensible that 

it was necessary in the treatment of maniacal patients to have recourse 

to means of intimidation for the purpose of getting them under proper 

control11 (Minde, 1974, p. 127_1). Even the press agitated against 

cruelty in the hospital against the destitute state of the lunatics. In 

1834 Dr. Bickersteth was appointed Resident Assistant Surgeon at the 

Somerset Hospital and medical officer to Robben Island in which he 

attended to the lunatics. This appears to have been the first time they 

were provided with a doctor on.the island (Minde, 1974). 

There is only casual mention of the conditions under which the 

patients lived in the old records. As the nineteenth century progress~d, 

there was a noticeable improvement in amenities --much depending on the 

superintendent; but by and large things did improve progressively. 

This affec'ted accommodation, food, facilities for occupation, 
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recreation, and visits by relatives, and treatment of their physical 

ailments also improved. Dr. Minto in 1856 showed concern for the 

conditions under which the patients lived, and he reported that many . 

of the cells had no wooden floors. The water supply was brack but 

wholesome. Improvements recorded included attempts to keep 

patients reasonably clean, to provide knives, forks and spoons for those 

who could safely be trusted with them, to supply sheets on: the beds, 

and even to purchase books. Dr. Minto may thus be regarded as 

an important pioneer in the history of mental services (Minde, 1974). 

Nevertheless, conditions still left much to be desired. Food 

was unsatisfactory; all meat was served boiled; and the staff augmented· 

their income by selling their rations to patients who could affC?rd to buy 

them. Towels and soap were issued in insufficient quantities. When a 

patient misbehaved it was quite usual to stop his dinners for a week. 

The buildings we~e decrepit, overcrowded and verminous. Most of the 

hard and unpleasant work on Robben Island was done by patients, often 

made to work in water up to the waist with the hot sun beating down on 

their bare heads. The length of the usual working day was fourteen 

hours. 

Minde revealed in his study that at this period there were no 

facilities for recreation or games; even vegetables were a scarce luxury. 
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As one report stated, all the patients had to look forward to was an 

occasional visitor who succeeded in smuggling a bottle of brandy to 

them. 

Medical treatment for _physical ailments was naturally much 

the. same as that available to the general population, and the standard 

in the n1neteenth century, especially during fhe early part, was not high. 

The treatment of mental conditions was purely symptomatic, remaining 

so until well into the present century. The drugs then in common use 

sound strange to our modern ears, and sedatives and hypnotics were 

the main standbys. Bromides were extensively prescribed and often 

caused psychoses even when the patient had recovered from the original 

condition. Doctors had an entirely unfounded and irrational faith in the 

virtues of calomel well into the present century and prescribed it in 

huge doses at times enough to cause mercury poisoning. According to 

Minde, it was not unknown for patients in mental hospitals to be given 

this purgative for punitive reasons. 

Because of lack of space, the treatment remained .merely cus

todial and the attendants made very little, if any, contribution to the 

therapeutic needs of the patients (Searle, 1965, p. 113). The Old 

Hospital was at times grossly understaffed, and in 1866 there were only 
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two attendants (male and female) and the steward in charge of 105 

lunatics and other chronic sick patients. 

In 1865 regulations were drawn up for the various categories 

of workers in asylums. These regulations indicated that the medical 

officers concerned had a sound appreciation of the conduct of an asylu~ 

and of the duties of n~rsing personnel. A specific r9le was assigned 

to each category which recognized its contribution as ass itants to the 

medical practitioner and its unique role as observer in the absence of 

the doctor (Searle, 1965). 

Good performance was noted by several medical officers. 

They also noted that the attendants and nurses appeared to remain in· 

the service of the hospital for long periods. Assisting the physician, 

the nursing attendants were the custodians of the mentally ill. Their 

duties were defined and directed in a manner which demanded strict 

observance of the spirit and letter of the law relating to the mentally 

incapable so that the cust'odial ·aspects of the ca .re of the mentally ill 

evolved to a high level. In fact, tw·entieth-century observers who are 

expert's 'in this field find the South African care in this regard superior 

to that found in Western Europe and the Americas. However, over

emphasis on high standards of custodial care eventually retarded the 

development of the therapeutic aspects of care (Searle., 1965). 
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The care of the mentally ill in the primitive cultures was based 

on a belief in spirit possession. The mentally ill were re~ained in the 

community, being treated kindly or harshly in relation to their behavior. 

In more developed communities the mentally ill are seen rriore as a 

nuisance or a danger. Their freedom is restricted, and they are under 

the control of the prisons responsible for the internal security of the 

country (Marwick, 1959). 

Modern discoveries in the treatment of the mentally ill brought 

about the next phase in South African psychiatry. These discoveries 

reawakened interest in and created a more positive attitude toward the 

mentally ill. Insulin therapy was discovered in 1935 and electrostatic· 

treatment followed in 1939; these were put to use in South Africa in 

1945 and 1943 respectively. The first leucotomy was done in 1944, 

and sedatives were used in 1956, followed by the anti-depressive reme

dies in 1961 (Roscher, . 1969). 

There were few' qualifications for the medical and nursing staff 

during the period when mental hospitals applied only humanitarian cus

todial care, but revolutionary changes were caused by the requirements 

of physical treatment. An insulin-coma unit demanded much from the 

medical and nursing staff who had to handle the crises which go with 

this dangerous form of treatment. Only the mnst intelligent and 
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interested of the staff were allow 0 d to work in these units, and gradually 

a high morale developed among them. This form of treatment is sel

dom used now, and many authorities believe that the good results 

achieved by this method could be traced to the personal interest of the 

staff in their patients, as well as staff recognition of patients as indi

viduals in their own right (Roscher, 1969). 

Convulsive treatment with 11 Cardiozal11 also required careful 

organization and orientation of the staff. With the entrance of neuro

surgeons to the field of psychiatry in 1944-1945, leucotomics received 

renewed interest. 

The above discoveries and trends made great demands on the 

medical and nursing staff. They w_ere forced to learn new methods 

and treatments and to gain insight into the dangers of new methods of 

therapy. Far-reaching, stimulating results of the new discoveries 

caused changes in the existing static, pessimistic regimes and offered 

hope even £or the chr oni~ mentally ill. 

The striving toward therapeutic care, however, was still 

hinder~·d by the old ideas of custodial care. Roscher (1971, unpub

lished speech given during 1971) gave an excellent picture of the inside 

of the mental hospital: 
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Each hospital had a refractory ward surrounded 
by a high, thic3:< hedge and a strong fence- -usually 
situated out of sight. Patients were permitted to sit or 
roam the airing court in various stages of undress and 
various degrees of cleanliness. Put out in the morning 
and left to roam and fight and seek their own diversions 
in a state of complete cultural and social deprivation, 
it is not surprising that the staff were frequent targets 
of their aggression. On bath days everybody stripped 
and had their turn often in water that was not changed 
between patients. Standing naked in a group watting your 
turn to be dumped in a bath on a cold winter's day was 
not conducive to the healing of mental illness. Another 
feature of this era was the patients I bundle of clothing. 

The physical structure of thes _e wards lacked all 
the refinements conducive to harmonious living. Windows 
were glazed, curtains were impossible to hang, flower 
pots and vases were useful weapons for patients. For 
eating, a tin plate and one spoon were allowed per patient. 
Table cloths and serviettes were non existent. In spite 
of the efforts of the nurses it was virtually impossible to 
achieve any semblance of order or cleanliness. The 
dormitories, due to the incontinence of patients, the tardy 
condemning of old mattresses and the impregnation of 
the floors with urine and faeces, had a characteristic 
odor while the dining room had another characteristic 
odour. Most of these wards had a battered piano, ample 
single rooms, green painted walls, hard benches, angry 
patients and plentY: -of pa~aldehyde. 

The ·advent of psychotropic drugs has changed the 
picture considerably. It soon became obvious that to 
obtain optimum benefit from these drugs a complete re
orientation and re-disposal of available medical resources 
became necessary. Sheer economic necessity and an 
associated increase in the demand for psychiatric services 
also played a significant role in this metamorphesis. 
The gradual rehumanizing of the longterm patient became 
pos~ible. Psychiatric hospitals were now offering treat
ment and hope to the mentally ill. 
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From conditions such as these, the next stage of the 

11 community11 mental hospital incorporated a recognition that a hospital 

developed as a living community. It should possess an atmosphere 

which in itself is therapeutic; the professional staff work together as · 

a therapeutic team; restraints are relaxed; patients are given much 

freedom; and there is much patient participation in hospital activities 

with opportunities for planning, organizing, and assuming responsibi

lity. Voluntary admissions to a hospital increased, and cases received 

treatment earlier with many showing rapid progress (Marwick, 1959). 

From this time new treatments developed at a faster rate. 

R oscher stated that psychiatry at this time was plagued by pangs of 

guilt for years of mismanagement and over-corrected to ail: age of 

liberalism and optimism. The reaction. was pervasive--first in the 

medical, then in the legal, profession, a ·nd finally to the general public. 

This tatter development took place only in the last few years, 

with most wards being locked and fenced in prior to 1961. This new 

approach had important results. The patients' dignity, inherent pride, 

and self-respect were strengthened. The stigma formerly attached to 

psychiatric hospitals when they were associated with prisons began to 

disappear, and today a patient is admitted to the hospital for treatment 

of an illness just as is any other patient. The open-door system, 
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however, was first viewed with suspicion by the staff, for with 

patients no longer behind locked doors, patients and staff alike had to 

make big adjustments (Roscher, 1971). 

The next steps were the appearance of the occupational thera

pist, the clinical psychologist, the social worker, and the spiritual 

counselor. The former single relationship ~f patient-nurse-doctor 

began now to assume a multi-dimensional nature. 

During this period of change the much discussed Organization 

and Management Report appeared. This report had its virtues, but 

any report recommending patient labor is somewhat suspect. The 

recommendation of patient labor inside rather than outside the hospital 

can be regarded only as a minor r~vision (R oscher, 1971 ). 

In the past the average hospital had its admission ward and a 

series of long-stay wards. Today this pattern has evolved into an 

admission unit for neurotic dis orders, one for psychotic dis orders, 

and another for geriatric' treatment. The long-stay wards have been 

classified according to age, mentaf condition, and physical_ condition of 

the patient. Tp.ere have developed a ser_ies of specialized units organ

ized to function as an integrated whole and to provide a comprehensive 

service. Because many of the long-term patients have become 
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physically infirm, the emphasis on care in some of the long-term 

wards requires the ·services of a person skilled in both general .and 

psychiatric nursing. 

During a symposium held in 1972, Miss Roscher, Chief Nurs

ing Officer of the Department of Health, paid tribute to the very stable . 

and loyal staff of the State hos pita ls and institutions. She stated that 

many members of the senior nursing staff trained in the custodial-care 

era have had to adapt to the much more demanding functions. If 

factors such as long hours, shortages of staff, low scholastic back

grounds, low morale due to difficult working situations, is elated large 

State hospitals, old and unsuitable buildings, lack of sufficient psychia

trists are taken into consideration, the nursing staff has achieved 

results indeed admirable. Dedication, as it existed in the Florence 

Nightingale period and is identified with nursing, is still to be found 

today in the fifteen State psychiatric hospitals and certainly in the four 

institutions for the mentally defective. It was on the foundations ·laid 

by these pioneer individuals that the new structure in psychiatric nurs

ing became pass ible ( 1972, p. 42 ). . 

Modern treatment--namely, community psychiatry--has led 

to a new era in mental health which affects the society as a whole. 

The discharge rate of patients from State hospitals, an average of 85 
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per cent, clearly indicates that psychiatry has moved from custodial 

to therapeutic and community care. The average psychiatr_ic patient 

has a shorter stay in the hospital, averaging roughly three to six 

months since the advent of psychotropic drugs and other modified treat

ments. Early discharge of the patient who in many cases must be 

maintained on drugs, sometimes indefinitely, has led to an increasing 

awareness of the inadequacie:,:; of community care. More people are 

receiving treatment in the community which means that the family as a 

unit and the health visitor are team members of the multi-disciplinary 

team. Presently admissions run as high as 35 to 45 per cent, depend-

ing on the hospital (R oscher, 1972 ). 

A home nursing scheme was developed in 1957 whereby psy

chiatric nurses, under the guidance of a psychiatrist, visited the home 

when a mentally ill person was to be admitted to the hospital. In this 

way, the staff were able to assist the patients in greatest need and to 

arrange for admission as soon as possible. If no bed was available, 

the family was given help and_ support. Many patients for whom accom-

modations were sought could be treated at home, requiring no hospital 

care at all if guidance and support were available from the community 

area. When the patient did require admission, the team could keep in 

touch with the family and prepare them for the return of the patient from 
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the hospital~ . In this way, hospital beds were used with economy; but 

more importantly, members of the community participated in the care 

of the mentally ill within the community, greatly simplifying rehabili

tation (Marwick, 1963 ). 

From its inception in 1946, Tara Hospital, responding to the 

need for the establishment of related services, cooperated with the 

Johannesburg Hospital in the development of out-patient services for 

both diagnosis and treatment. The establishment of a child guidance 

service at Tara Hospital has become part of the present family unit; 

the establishment and development of a day hospital service with forty 

patients per day helps mentally and emotionally ill people to receive 

active treatment \Vhile maintaining their place in the family and commu

nity. A further development has been the establishment of a social club 

to act as a transition for patients between the hospital and full social 

integration; one section of the club meets the needs of those persons 

who are chronically ill a'nd need support over a long period. Commu

nity care in South Africa, though, has not yet been developed sufficiently 

to provide preventive and supportive care for discharged patients 

(Ros cher, 1972 ). 

Marwick noted in 1959 that yarious sections of South Africa 

Were still in every stage of ~evelopment described in this study". Vast 
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areas of the country have no psychiatric services whatsoever, e.g., 

from Bloemfontein to the South West Coast, and from Cape Town to the 

A ng o la border. It is inevitable that primitive cultures in such areas 

have no proper psychiatric care. Much as it is deplored, Marwick 

stated, cases of mental illness are admitted to police cells because of 

the paucity of mental hospital accommodations, pend~ng transfer to . 

mental hospitals. South Africa at large, however, accordirig to Mar

wick, gives a high level of custodial and therapeutic care to the mentally 

ill. 

The cultural differences are important and must be dealt with 

in the psychiatric field in South Africa. To illustrate this, Roscher · 

explains the difference in symptomatology between Whites and Africans, 

determined by cultural background. Auditory hallucinations, for 

example, when occurring in White patients, commonly represent the 

voice of God, whereas a rural African is likely to interpret such pheno

mena as the voices of his ancestors and an urban African, depending 

on his assimilation of Western culture, may interpret hallucinations 

either ·way. Hallucinations and delusions of rural Africans are alway~ 

related to their own culture, home, and problems even though the under

lying disease remains the same. 
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Roscher (1972) further quotes Benedict, who writes, 

The White man knows little of ·any ways of life but his . 
own. Knowing the language of the African patient is 
essential; but being a.ble to speak it grammatically and 
fluently is not enough. Africans employ idiomatically 
rich and complex espressions so often that, unless one 
knows their idiom, there can still be a failure of commu- . 
nication. 

Despite developments in community services, the trend in 

some places is still hampered by controversy. Morass (1972) stated 

that it is difficult to overcome traditional attitudes on the part of policy 

makers and legislators; too, political and economic factors impede 

acceptance; finally, psychiatrists themselves have opposite viewpoints • 

. Role Development 

A long with the rather extensive developments that have 

reached far outside the confines of the State hospital, there have been 

equally significant changes within. History offers us an opportunity to 

trace cause and effect in the achievement or failure of psychiatric role 

development, which has been _seen hy nurses as a process of struggle, 

of challenge, and of respons--e. Almost any incident, influence, 

progress, or change that has affected general history is reflected in 

psychiatric nursing history. 
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United States of America 

For a long time nurses have been dissatisfied with the lack of 

psychological techniques available to them. In many of the hospitals 

where descriptive psychiatry was practiced, nurses were dismayed 

and- discouraged by the belief that mental illness was incurable. 

Stewart (1929) wrote that many nurses were also _overwhelmed by the 

large numbers of patients which made individualization of patient care 

impossible, by the severity of psychotic behavior demonstrated by 

patients, and by the nmnber of patients whose illness was of many 

years I duration. This was essentially the picture of psychiatric 

nursing during the period from 1880 to 1930. 

Stewart (1929, p. 16) reported for the period 1870-1890 that, 

The -?'omen who had thus brought nursing reform through 
what we may call its first phase were a strong, deter
mined, and intrepid set of workers, full of energy and 
the uncompromizing spirit of the reformer. Their work 
was largely housecleaning on an extended scale. They 
warred against phy~ical dirt and disorder, against irre
sponsibility, political corruption and every form of oppo
sition and hostility. They regenerated the moral atmos -
phere and banished coarseness and vulgarity, · neglect and 
ind,ifference. They were often stern, often severe, some
times hard, but no one can realize what they did, who 
knows nothing of the conditions they grappled with. 

At the same time, Peplau (1964) stated that psychiatric hospitals today 

could benefit from the work of nurses with some of the pioneer zeal of 

the earlier women of nursing. 
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The earliest role of the nurse was thus seen in terms of 

"mother surrogate" activities. Today the professional nur-se still 

performs such ''mothering" acts as bathing, feeding, dressing, 

warming, protecting, disciplining, supporting, persuading, reassur

ing, and comforting a patient. Although these activities are often help

ful, they are not in and of themselves psychotherapeutic (Peplau, 1957). 

Santos and Stainbrooh ( 1949) wrote that there was evidence 

by the end of the nineteenth century of the growing appreciation of the 

therapeutic role of the psychiatric nurse. Even though she had very 

few psychological nursing skills at her command, she was concerned 

with II good attitudes" - -that is, kindly, tolerant, humane behavior 

toward the patient. Much was written about the duties of the nurse 

during this period (Sanborn, 1903; Laird, 1902; Nears, 1967). 

The role of the psychiatric nurse did not change until the 1930 1s. 

It continued to be largely custodial with the primary focus still on the 

general physical needs of the patient according to the -old precept of sane 

mind and sound body. Kalkman (1974) stated that physical nursing 

care was supplemented by a limited number of psychiatric procedures. 

such as 1 hydrotherapy, tube-feeding, and restraint measures. 

The role of the nurse developed as the practice of medicine 

enlarged in scope, as the profession of nursing evolved further, and as 
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more and more tttreatments" and procedures were brought within 

' customary purview of nursing practice. The technical role. of the 

nurse therefore developed side by side with the evolving technology of 

medical men. Fagin (1953) gave an extensive listing of activities 

in her study that relate to this role, leading to a considerable discus

sion on the "work role 11 of the nurse. 

In the 1930 1s American psychiatrists were looking for experi

enced psychiatric nurses to assume responsible positions in psychiatric 

hospitals. At the same time a superintendent of nursing from a state 

hospital said that nursing needs included more nurses, better prepared 

nurses, and cooperation and understanding of the nursing organizations. 

"The time has come when the psychiatric nurse may be a mor_e appre

hending and therefore a more participative associate of the psychiatrist" 

(Noyes, 1933, p. 787). 

Dr. Me~ninger· (1937, p. 36) said in 1937: "From my point 

of view psychiat_ric knowledge seems even more important to the 

nurse than surgery or pediatrics or medicine, for the reason that it is 

fundamental to all of these. 11 

In the course of the evolution of nursing practice, a manager

ial subrole was assumed, particularly for sick patients (Peplau, J '.:· 57). 

Manag~:ment of the patients I environment by the nurse was inevitable 
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in view of the limited time the physician spends with each patient 

and the round-the-clock ministrations of the private-duty or hospital 

nurse. Nurses frequently have bought food for patients, cooked 

meals, cleaned patients' rooms, and even washed sheets as part of 

private practice. These performances by the nurse were needed for 

the well-being of the patient. Nurses have washed walls, arranged 

furniture, determined who may visit and for how long, and even 

dashed to the hospital laundry for fres·h sheets. Hopefully, today, 

many of the housekeeping activities associated with this subrole are 

rapidly being shifted to non-professional and/or non-nursing personnel. 

Nonetheless, the nurse still has a managerial role, and it is even 

more complicated. This role is c .oncerned primarily with overseeing 

the achievement of purposes of nursing care through manipulation of the 

context or situation. Peplau (1957, p. 5) described the role as 

follows: 

Although the mate'rial aspects of the environment--the 
furniture, flowers, food- -are important, the focus in 
the managerial subrole has shifted to concern-with the 
s o~ial situation, the human. context in which persons get 
sick or recover, in which they grow or fail to grow as 
persons. 

Many of the new developments in psychiatry and psychiatri_c 

treatment have profoundly influenced the evolution of the role ~f the 

psychiatric nurse. Although the nurse's contribution did not seem 
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significant either to the psychiatrist or to the psychiatric nurse her

self, her technical skills were in great demand by the psychiatrists 

utilizing these methods. Thus through her professional training and 

her medical-surgical nursing skills, the psychiatric nurse first 

achieved recognition as one having a significant role in psychiatric 

treatment (Kalkman, 1974). The teaching subrole has developed 

considerably since World War I and is discussed under another 

heading. 

Another subrole has developed which consists of a variety of 

activities in which the nurse participates as a socializing agent. 

These activities include conversing with a patient about curr~nt events, 

taking walks with patients, watching television, playing cards, and the 

like. These activities have been studied in part through research pro-

jects (Boyd, 19_54; Galioni, 1954; Greenblatt, 1955 ). The nurse should 

conceptualize in advance the extent of her role as a socializing agent; 

she should have a mental picture of the ramifications and consequences 

of her role so that its limits are clear to her (Kelly, 1956 ). 

The overlap of two or more subroles that a nurse might take 

is often crucial. · The nurse has frequently to shift rapidly from the 

role of socializing agent to that of counselor or nurse therapist 

(Peplau, 1957). The role of the nurse _in psychiatry is extending 



99 

beyond the remedial care of mentally ill patients to include promo

tion of mental health of patients in every type of institution as well 

as in public health services (Shalit, 1949). 

By 1940 nurses had attempted to define their nursing role 

within psychiatric hospitals. An editorial in the American Journal of 

Nursing of that year describes conflicts arising between nurses and 

doctors as the professional·nurses attempted to carry out what they 

felt was appropriate nursing care for the psychiatric patient. A 

number of conferences by the National League of Nursing Education in 

the 1940 1s attempted to delineate what it was that a psychiatric nurse 

should do and what she should know in order to do it. In spj.te of 

all these conferences, no specific definition of roles was forth

coming. 

New activities continued to be required from the nurse. In 

1953 the National League for Nurses published A Study of Desirable 

Functions and Qualifications for Psychiatric Nurses in which the obser

vation and collection of data in the ward setting were emphasized. 

Foote, Nelson, Cottrell, and Leonard (1955) urged the sampl-ing of· 

the interpersonal atmosphere in the ward and family situation in order 

to identify the principal themes and patterns that are ope rating. 
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Still yet another indirect role which nurses have been 

developing since 1950 is that of consultant. The nursing organiza

tions have developed statements of functions and qualifications for 

nurses as mental health consultants (National Organization for Public 

Health, 1950). 

Indirect services, for example educational training, have 

become the responsibility of the nurse. In 1951 the American Psy

chiatric Association and the National Association for Mental Health 

met to attempt clarification of the problems inherent in training non

professional persons. In 1953 the ANA-NLN Coordinating Council 

accepted the recommendation that the nursing profession assume the 

responsibility for leadership in the training of all nursing personnel 

rendering care to psychiatric patients (Delaughery, 1971). Not only 

in psychiatric institutions but also in the community, professional 

nurses have begt1;n to train non-professional personnel. 

For many settings nurses have made contributions to the 

developing treatment modalities. - One experiment made possible by 

the development of drugs was the unlocking of hospital doors and the 

creation of the open ward, with emphasis on the effect of the environ

ment itself on the patients. As the nurse has accepted herself as 

part of_the therapeutic milieu, she has had to deal with the 
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consequences of her behavior upon the patient. Holmes and Werner 

(1966) present a theoretical framework for the nurse who finds herself 

working in this kind of setting. 

The advent of psychotropic drugs has had a ~ignificant impact 

on the development of psychiatric nursing. As more patients have 

become ·amenable to treatment, it has been n.ecessary to involve more 

personnel in providing the necessary services. Since 1951 nurses at 

Boston State Hospital have been involved in the development of nursing 

therapies for schizophrenic patients (M~llow, 1968). A question which 

arose at that time and which is still under scrutiny is whether the acti

vities of nurses should be considered as "therapeutic" or can rightly 

be called "therapy" (Robinson, 19.55). Coupled with these significant 

developments was the publication of Jnterpers onal Relations in Nursing 

by Hildegard Peplau in 1952. This book set forth basic premises upon 

which the psychiatric nurse could build her skills and base her activi

ties. 

During the 1950 1s the psychiatric nurse continued to be con

cerned about defining her role. The psychiatric nurse felt somewhat 

handicapped in the role of a psychotherapeutic agent. She was not 

considered qualified to utilize any of the then current forms of psycho-
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therapy which could have provided a theoretical framework on which 

to base her practice (Kalkman, 197 3 ). 

In 1952 relationship therapy was developed and was accepted 

as a method of psychotherapy. Many articles which describe the use 

of this method in nursing have appeared in the literature (Tudor, 

1952; Levine, 1952 ). 

The role of the psychiatric nurse specialist developed in the 

latter part of the 1950 1s. Kalkman referred to a report that delineated 

the function of the nurse specialized as a therapist in groups, with 

families, and in the milieu setting. Such functions included the 

assumption of primary responsibility for the nursing care of t1:e psy

chiatric patient, the ability to make effective interventions in the treat

ment situation, the utilization of relevant theories as a basis for 

clinical practice, the acquisition of personal clinical expertise before 

the teaching and supervision of others, and the ability to practice psy

chiatric nursing in whatever setting the need for psychiatric services 

existed (Fujiki et a.I. , 196 7). 

Since the early 1960 1s, nursing has been engaged in an intro-. 

spective contemplation of its role and functions. Hutchingson (1960) 

commented on this as follows: 
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In the heroic effort to define the nursing process we have 
been often on the defense because of the difficulty experi
enced in defining what nursing is. Perhaps the time has 
come when we should worry less about the ultimate defini
tion. 11 Nursing" is .what nurses do. Our preoccupation 
has produced a spate of words that relate to evolution in 
role. Role extension, role enrichment, role expansion 
and role exchange surface in the literature. Each 
enlarges the area of nursing function. The time has 
come to take a long hard look at the process involved in 
releasing certain traditional aspects of the nursing role, 
as simultaneously we seek to add to its dimensions. 

Currently, the nursing role is still evolving. With the intro

duction of the therapeutic community concepts in psychiatry and the 

consequent humanizing effects in large state mental institutions, as 

well as in other types of mental hospitals, the nurse concerns herself 

largely with group interaction in the care of patients and families. 

Practice, as well as theoretical factors, has contributed to this change 

in role: the shortage of nurses for one-to-one nurse-patient relation-

ship therapy, the shortage of psychiatrists and other personnel in these 

instituti_ons, and the questic:>ning of the efficacy of individual psycho

therapy as the tr~atment of choice for a large segment of individuals 

in our society (Evans, 1968 ). 

In a study conducted in 1963, Guttenberg described the diverse 

roles of psychiatdc nurses in out-patient clinics: acting as liaison 

between clinic and community and between clinic and referring agency; 

assistirig w1th physical treatment; interviewing; working as therapist 
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and/ or co-therapist to patient, family, and group; keeping records; 

and visiting patients and their families in the home. 

As therapeutic groups became a more common treatment 

approach, nurses began working as co-therapists and .observers. · 

Today it is not uncommon to find nurses functioning as group leaders 

(Armstrong and Rouslin, 1963). Two receI_1t publications in which 

_1:,:u~ses presented theoretical formulations appeared: one in 1966 by 

Lego and one in 1968 by Sweeney et al. It is likely that as nurses 

continue to move into this area as they demonstrate competence, the 

other mental health professionals may become more accepting of 

nurses as group therapists. 

Family therapy is one of _the newer approaches to treatment, 

and nurses have adopted this method fairly rapidly. Although nurses 

have readily recognized the need for concern about the total patient 

and his problems, they have expressed some feelings of hesitancy 

because of the seemingly overwhelming responsibility of the family 

therapists I role (Rolide, 1968). ~ 

Crisis intervention and suicide prevention are currently enjoy-

ing popularity as practical methods for providing assistance and pos

sibly for preventing long-term mei:ital disorder (Wallace, 1967). The 

early w _riters about crisis _intervention recognized that nurses were 
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frequently the professionals available at times of crisis and thus the 

appropriate ones to intervene (Caplan, 1964). Several nurses have 

been active in delineating the theoretical framework on which crisis 

intervention is based (De Young, 1968; Gebbie, 1968). 

There is the possibility that the psychiatric nursing specialist 

prepared at the master's level will develop into an independent practi

tioner. Such an eventuality has been expressed by nurses and also by 

Dr. Glover, a psychiatrist,in 1966.· He felt that the effective role of 

the nurse should be carried directly to the level of a complete therapist 

in the full sense of the word (American Jou·rnal of Nursing, 1966 }. 

The nursing role as delineated in the literature has by now 

grown in various directions. There are various definitions of role: 

job description, subrole, clinical role, and functional role (Butler, 

1961; Croley, 1962; Huber, 1962; Maloney, 1962}. 

Nurses have pointed out that social change affects nursing 

(Johns on, 1965 ). Psychiatrists are a pt to speak of the potential clini

cal or therapeutic aspects of social change (Barton., 1950; Sabshin, 

1962; Eyde, 1957). Sociologists who have studied the problem of 

nursing role describe the nurse as a potentially therapeutic person but 

point out the dilemma which confronts nurses in the hierarchy of hospi

tal social systems (Benn.e, 1957; Brown, 1956; Smith, 1964). 
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While the concept of the therapeutic community was gaining 

acceptance in the United States, a number · of methods for treating psy

chiatric patients by influencing them through their social milieu were 

being introduced. The open-door policy, patient government, group 

psychotherapy, mental hygiene clinics, patient social clubs, therapeutic 

clubs, half-way houses, the trend toward smaller hospitals, and the 

division of large mental hospitals into smaller autonomous units. All 

these methods demand that the psychiatric nurse change her focus from 

medical treatment of the patient within the four walls of the hospital to 

social treatment oriented toward reintegration of the patient into the 

community. 

"Still evolving" and "widely variable" would be two accurate 

ways of describing the present status of nursing roles and functions in the 

field of community mental health. Many factors are responsible; among 

the more obvious are differences in philosophy, objectives, opera-

tion of community menta'l health centers, and diversity in educational 

experience and personal philosophy of members in community mental 

health care. Evidence of role fusion and blurring as indicated by Topf. 

and Byers ( 1969) and other authors would seem to support the value 

of the mult~-disciplinary team approach in providing patient-centered 

community mental health service.s .. 
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The frequency of job descriptions related to the psychiatrist, 

psychologist, social worker and the nurse, manifested in the literature, 

was used as a measure of the extent of role fusion in the community 

mental health multi-disciplinary area in the study Top£ and Byers con

ducted. Content analyses revealed that the four mental health positions 

studied shared a wide range of functions. Statistical analyses showed 

that the four disciplines shared participation in such areas as individual 

therapy, group therapy, supervision, mental health education, consulta

tion, casework program planning and evaluation, administration, 

research aftercare, and family therapy. The functions of home visits 

and liaison are attributed mostly to the nurse. 

Baker and Kramer found in 1970 that the literature on the clini

cal specialist indicated the existence of va_ried roles. They felt that 

unless others know what to expect and how· to respond, they will find the 

role unsatisfact(?ry. Num· erous studies were found in the literature 

that related to the role~£ the nurse (Simmons et al., 1957; Butler, 

1959; Fischelis et al., 1968; Bulbutyan, 1969; Zahoureh, 1971; De Youn~, 

1971; Howard and Baker, 1970). A universal concept of the role of 

the psychiatric nurse has not yet emerged. 

· The role of the psychiatric nurse has been further expanded 

by the_ concept of "generic worker" which was developed by the 
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Maimorides Community Mental Health Center. This generic role 

requires the nurse to be psychotherapist, mental health consultant, 

mental health community worker, mental health teacher and counselor, 

psychiatric practitioner in in-service units, mental health administrator, 

an~ supervisor for students of one.1 s own discipline and also of other 

disciplines (Stokes, 1969) • . 

Because the field of psychiatry has broadened to such a great 

extent, it has become necessary for the psychiatric nurse to specialize 

in some particular content or functional area and develop a level of 

expertise. KaJkman (1974) lists the following areas in which psychia

tric nurses function as specialists: child psychiatry, emotionally dis -

turbed ad oles cents, geriatric nursi_ng. Other content areas include 

specialists in a particular method of therapy such as crisis therapy, 

drug therapy, family therapy, gestalt therapy. There is also the area 

involving patients with a particular dis order or disability, such as the 

renal dialysis patient, nonverbal patients, autistic children, the mentally 

retarded, the chronically ill, and the neurologically disabled patients 

with emotional problems. Functional SJ_)ecialists include psychiatric 

nurse consultants to schools, to public health agencies, or to police 

departments; psychotherapists and c_ounselors in a wide variety of 

. settings; and researchers,· ~acilitators, educators, administrators, 
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social activists, specialists in primary prevention of mental dis orders, 

and specialists in rehabilitation. Many more are being added to this 

number yearly. 

By 1970 the growing number of doctoral programs in nursing 

macle it possible for psychiatric nurses to obtain the necessary theore

tical and supervised clinical experience with patients which would enable 

them to attain expertise in advanced clinical practice and, in addition, 

would provide them with the opportunity to acquire much-needed 

research skills (Kalkman, 1974). 

"One of the most recent developments ·in the changing role of 

the psychiatric nurse is that of the independent practitioner- -the last 

step in the long journey from 1hand.maid of the physician 1 to self

determination" (KaTu:man, 1974). Nursing cannot consider itself truly 

a profession when a doctor may still write orders that prescribe what 

a nurse may discuss with a patient (Norris, 1970, p. 1010). Several 

articles on the nurse as 'a primary practitioner, however, have been 

published (J_o r dan and Schipp, 1971; Avey, 1973) and a number of 

psychiatric nurses have set themselves up in private practice (Kal'k

man, 1974; Kinlein, 1972 ). 

Ka:Jkman referred to group nursing practice which was proposed 

by Murray in 1972 as the mqst recent development in psychiatric nurs

ing practice. A group of nursing specialists in San Francisco are in 
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the process of developing a private group practice. The members will 

be nurses with graduate degrees and· advanced clinical practice with 

specialized clinical interests such as child psychiatry, cardiopulmonary : 

problems, community mental health, crisis intervention, and family 

and group therapy. There will also be a generalist who will function 

primarily as a consultant. They will maintain a suite with offices and 

treatment rooms. Kalkman concluded that the project will be financed 

by patient fees but that there are still many problems to be worked out 

regarding both individual and group nursing practice. 

Republic of South Africa 

The development of-the role of the psychiatric nurse in South 

Africa has paralleled somewhat its development in the United States. 

Such a role, however, has not developed to the extent that it has in the 

United States. In the era of custodial care the nurse's role was a very 

mundane if a simple and hazardous . one. Marwick ( 1964) referred to 
, . 

the Records in the Archives of the Natal Government in 1890 which 

indicate that the first superintendent of the Natal Asylum made a trip 

to the Cape Colony to recruit nurses without success. As the people of 

Natal at the time were reluctant to permit their daughters to be a nurse, 

nurses had to be recruited from. Scotland. These nurses trained in 
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Scotland introduced their experience and concepts of nursing care to 

South Africa. Under the circumstances, according to Marwick, they 

rendered a dedicated and valuable service to psychiatry. With a few 

exceptions their activities were entirely hospital centered; their contact 

with and responsibility for the patient started on admission and ceased 

on discharge. 

As recently as the early 19401s the role of the South African 

nurse was well defined. Marwick wrote that she functioned according 

to a book of rules initially published by the Departr.c1ent of Interior. 

This book allowed the nurse very little discretion in the performance of 

her duties. Even her private life was controlled by these regulations. 

One of the rules, although not applied after 1940, was that the nurse had 

to obtain the permission of the Medical Superintendent for marriage. 

The nurse's competence was assessed by her ability to control 

the difficult pati~nt and·her ability to keep her ward and patients in a 

reasonable state of clea~liness and in reasonable physical health. 

Roscher (1968) wrote of her set ~outine--bath days, shaving days, 

days for clean clothes, and green sheet ~tores and stocktaking days. 

Marwick (1964) noted that a good relationship with the matron was also 

helpful when it came to ward allocation and promotion. . The talented 

ones were taken off the wards and put in charge of the occupational 



112 

therapy departments or put to building walls and roads. These activi-

ties were usually performed in groups with very little attention to the 

needs of the individual patients. Other ,nurses were chosen for promo-

tion because of their even tempers and physical powers, being placed in 

the refractory wards (R oscher, 1964). The rehabilitation and return 

of patients to the community was in most cases not r~garded as a serious 

possibility. The psychiatric· hospital was assessed as good or bad by 

what their patients were capable of producing in their 11workshops" and 

by the neatness of the hospital grounds. Marwick said that nurses 

spent their time training their patients to be good patients, not good citi-

zens. 

The nurse knew exactly what was expected of her. According 

to R oscher ( 1964), the number of psychiatric casualties among the 

nursing staff was minimal by today's standards. Not being permitted 

to deviate from this narrow care of the patient, psychiatric nursing was 

, . 
often confined to enforcing discipline and teaching patients how to con-

form to the ward routine. She also noted that there was always a place 

for the less capable nurse in this setting. This was a problem in the. 

modern hospital, for promotion came with s ·ervice; and the two-day-on, 

one-off provided ample opportunity for the cultivation of outside busi-

ness interests. 
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The evolution of psychiatry in South Africa did not occur 

without its incidents. The development of the psychiatric team and the 

crystallization of the function of each discipline was a gradual and pains-

taking process (Marwick, 1964). Instead of relieving the burden 

pla~ed on the nursing staff, according to Roscher it became obvious 

that the hidden or unseen functions of and de1):1ands on the nurse increased. 

Although the function of each of the individual disciplines became clearly 

defined, the psychiatric nurse still had to find herself in this perplexing 

and sometimes bewildering situation. 

Many of the changes resulted directly ·from changes in medical 

practice. Nursing has been tied to medicine, and the role of each is 

fundamentally the same--the welfar.e of the patient. It is therefore to 

be expected that any marked change in the one group will affect the 

other (Marwick, 1958). 

There was criticism about some of the new functions performed 

by nurses from many doctors as well as from nurses of the older genera

tions. They were trained to do some of the technical functions formerly 

considered to be the prerogative of doctors. Some believed that such 

assignments prevented them from carrying out their first responsibility 

which was nursing, the meeting of the human and basic needs of 

patients. Commenting on ·this antagonistic attitude, Marwick ~aised 
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the question in 1958 (Unpublished talk, p. 2): "If the nurse does not 

meet these needs, who will? None of the other professional members 

of the health team has shown any desire to do so, probably because 

they call for a 24-hour service. 11 

Such an attitude indicated the need for nursing to be freed 

from its traditionally close tie to medicine. Marwick wrote that 

nurses needed to define their new role more clearly and to accept pro

fessional responsibility within that role. Nurses accepted duties that 

called for technical skills, but they did not accept responsibility for 

tapping their inner resources to meet human emotional needs. Because 

nurses were not sure of their role, they had a false feeling of importance 

when they performed a task previously carried out by the doctor (Mar

wick, 1958, p. 684). 

The nurse, being the one constant factor in the ward, is placed 

in a central and vulnerable ·position. Roscher {1964) states that 

beside the usual organization oi ward activities and domestic affairs 

and care of drugs and physical treatments, the nurse is expected to 

make at least four major changes a day •. First, a well-run ward starts 

off with a meeting between the nurse, occupational therapist, and psy

chologist. Thereafter, it is left to the nurse to see that her patients 

are at the right place at the right time. At that time she usually has 
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her own groups with participation in diversion therapy. The third 

change is the daily visit of the Matron. · The final change comes from 

the visit of the doctor and diverse phone calls from patients I relatives. 

Similarly, each day of the week has its special purpose or activities to 

be organized. 

The considerabl·e changes in the role of the .nurse have resulted 

in anxiety to nurses, doctors·., and allied professions. Recognition of 

these changes and their direction is necessary so that they do not unduly 

disrupt the developing health programs of the country (Marwick, 1958). 

In State psychiatric hospitals these developments must be seen 

against a background of greater patient involvement in treatment and the 

introduction of democratic attitudes and therapeutic community concepts. 

It is not surprising therefore, according to Marwick, that the nurse in 

psychiatric hospitals has been overwhelmed. Snch a. ccndition has 

manifested itself in an increased psychiatric morbidity rate. 

Associated with these .changes was the need to introduce spe

cialized units into the hospitals: the neurosis unit, geriatric unit, the 

forensic psychiatry unit., separate admission facilities for psychiatric · 

patients, the rehabilitation unit., th_e ad oles cent unit, the out-patient 

department., and the child guidance clinic. These specialized units 

required nurses to have special skills, most of which have been 

acquired by course attendarice and in-service training (Marwick, 1970). 
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The development of the psychotropic drugs and changing com

munity attitudes caused still other tasks and competencies for the 

psychiatric nurses. Patients were being placed outside of the hospital, 

and problems arising in areas other than the hospital had to be confronted. 

Up ~ntil this point, the only facilities were those described else~here: 

the out-patient clinics which existed in the general hospital and the 

department of health clinics of the mental societies. Follow-up and 

support of the patients in the community was performed by social workers. 

Obvious gaps existed, such as the inability of the social workers to cope 

with the patient I s psychological and medical needs. It was felt further 

that the break in continuity of care influenced the patient's health nega

tively. Nurses had to be trained to cope with the demands of.the patients 

in the community to provide continuity of care (Marwick, 1970). 

A domiciliary service was started 'in an effort to provide com

munity care. Specially. selected nurses formed part of a team with the 

specific mandate to introduce themselves to the patient, familiarize 

themselves with the patient's problems, and to inform the patient that 

on discharge they would be visited by them. The community nurse 

soon learned that the demands made upon her were often of a non

nursing nature. The patient's problems with the family, the community, 

the employer, the church,. etc. , could no longer be imme~iately referred 
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to other members of the team. In many cases instant solutions to 

problems had to be found, and assessments of a generali.zed nature had 

to be made. Matters such as the patient's diet, his medication, and 

assessment of the other members of the household soon became part 

of her routine work. It also became obvious to the other members of 

the team that the community service was very much a nurse-oriented 

focus (Marwick, 1970). 

The nurse I s routine now became one of calling at her office in 

the morning and dealing with messages. This is followed by a meeting 

with the rest of the team with a report back on.the previous day's acti-

vities and information on new patients. The nurse then plans her day 

and sets off on her calls. On certain days of the week she has routine 

chores such as clinic attendencies and administrative duties which 

must be coped with (Marwick, 1970). Marwick described a case 

report to clarify some of the roles of the psychiatric nurse. In this 

particular case the community nurse, by deciding that the patient was 

certifiable, acted as a district surgeon, and by rem·oving the patient 

to the hospital she acted as magistrate. Further, by deciding the 

patient could no longer remain in the community, she played the role 

of the psychiatrist. These roles w~re thrust upon the nurse by accident 
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of circumstances, but such incidents added urgency to the problem of_ 

broader and more intensive training for the community nurse. 

Hospitals in South Africa, according to Roscher, have reported i 

that domiciliary services are valuable. Workers are based at the hos

pital or in the out.:..patient department. They are psychiatrically 

trained and experienced nurses, and they must have _a high sense of 

responsibility and integrity s·ince they are on their own and are dealing 

with vulnerable people. In addition to giving ·services in the community 

to the psychiatric patients, they must learn to work with the existing 

community welfare services. 

R oscher writes that apart from the community nurse, nurses 

in special units, e.g., child guidance and family units, will be asked to 

visit the child's home to assess family relationships there. The com

munity nurse must be experienced in working with disturbed children 

and must be able to submit a useful report to the psychiatric team. 

She may even be asked 'to bring mother and family to the hospital, for 

transport services are often inadequate. 

Such a service is offered at Tara, a Provincial Hospital; and. 

day centers are open with a view to having the patient partly in the 

hospital and part~y in the community. Patients in these centers may 

receive electrical treatment and psycho- or chemo-therapy. Staff 
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members from these centers may visit patients at home under 

certain circumstances: (1) when a patient has been under treatment 

and the team wishes to learn from relatives or friends whether the 

patient is better; (2) when a patient fails to appear at the center and 

doe_s not notify the staff; (3) when a patient phones and sounds 

depressed, threatens suicide, or the like; and (4) when a patient needs 

to be accompanied to an interview situation or even to work. Such 

visits often help the community psychiatric nurse whose load can be 

heavy. 

Community psychiatric nurses work in the following areas: 

(1) home visit to patients on waiting list for admission; (2) follow-up 

of discharged patients at the request of the Medical Officer; (3) visit 

to assess home conditions, relatives I attitudes, etc., of patients who 

are not intended for admission; (4) home visit while patients are still 

in the hospital; (5) visit if patient fails to keep appointment at out

patient department; (6) home visit if patient does not attend hospital 

groups regularly or mainta·in drugs or therapy; and (7) home visit 

to patient having physical treatment be£ ore and after hospital stay. 

These are only a few reasons for home visits. The nurse 

always reports back to the multi-disciplinary team and makes detailed 

records of all these visits. She may be asked to remain with a patient 
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prior to certification. Any one of the other community workers in 

the promotive and preventive field who is from time to time presented 

with disturbed patients who must be certified or hospitalized may seek 

her advice, and she can make an appointment for any such patient to be 

seen by a psychiatrist at the out-patient department. She is frequently 

in touch with community workers who work from a common-base 

hospital, and, in fact, she visits wards of the general hospital to see 

patients who await admission. 

Such community workers she meets include: ( 1) district 

nurses and midwives, (2) public health visitors, (3) child welfare 

and social welfare department, ( 4) magistrate 1 s courts, (5) mental 

health clinics, (6) Vanon 1s benevolent societies, (7) South African 

National Council for Alcoholics and Drug Dependents, and (8) Suicides 

Anonymous. She greatly reduces the ground work which must be done 

by the short-staffed social services department of the hospital, often 

, 

acting as the liaison officer· between relative, employer, doctor, and 

patient (Roscher, 1973). 

Community nurses such as district midwives or nurses, public 

health visitors, orthopaedic and industrial nurses, although not speci

fically trained in psychiatry, are having to deal with more and more 

psychiatric patients in their daily routine. The public health nurse in 
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particular is in an ideal position to help overcome the problem of 

mental ill-health. As the main health educator, she is the one who is 

well aware of this problem. . She is the person who often sees the 

gradual development of mental ill-health. Patients know her and con-

fide in her; and if she is alert and has a good rapport with the person 

needing help she can be the means of preventing prolonged hospitaliza

tion by speedy referral of the patient to the psychiatric out-patient 

department. Midwives and district nurses are also in an ideal position 

as health educators and can play a major role in the early detection 

of psychiatric disturbance, e.g., puerperal psychosis. They all work 

closely with the psychiatric community nurse. 

Ideally all community workers should have psychiatric experi

ence. Public health visitors and district nurses in training visit mental 

health clinics and child guidance and family clinics as well as receive 

lectures with heavy emphasis on the social sciences. They also visit 

a psychiatric hospital for two o~ three weeks to learn how to handle the 

psychiatric patient, discussing and dealing with case histories. They 

meet the young drug addict, the difficult adolescent, the depressed 

mother, and the alcoholic, and they have an opportunity to share their 

problems. 
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State subsidized mental health clinics run by the National Coun

cil for Mental Health now have psychiatric nurses attached;. so far there 

are about five placed in the larger cities. They are able to share the 

social worker's field; they will also be able to train young nurses should 

it be possible for them to go out into the community in their training. 

They will be able to support, supervise, and refer. R oscher said that 

by increasing the number of psychiatric nurses in the community, better 

support will be given to discharged patients or patients being maintained 

with effort at home. Many patients sit in a hospital waiting to see a 

social worker about accommodations and employment.. Such activities 

could be taken over by the nurse; she could also see relatives and pass 

information on to social workers, thus reducing the patient 1s. stay in the 

hospital. 

Ros cher wrote that mental health clinics are staffed mainly 

by psychiatrists _from State hospitals --experienced people who would be 

only too willing to help 'train the young psychiatric student nurse in the 

techniques of interviewing, handling, counseling, and home care. The 

more field workers available in the · community, the quicker and easier 

it will be for the public to become accustomed to them and tc;, recognize 

psychiatric symptoms early and come for treatment (Roscher, 1973). 
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A n:other development in psychiatry is the recognition of the 

importance of the family in the genesis and treatment of psychiatric ill-

ness. The community nurse is now becoming more involved in intra-

familial dynamics and in problems occurring in family life. Her know-

led_ge and experience gained in diverse in-patient units enable her to gain 

an understanding of the problems in family ltfe (Marwick, 1970). 

During a symposium held in 1972, Roscher said that the psy-

chiatric nurse must still prove that she can be accepted as a team mem

ber on equal footing with other members. She must define, communi

cate, and develop her own role. She should be able to serve as a co

leader in group therapy, be able to do psychotherapy under the guidance 

of a psychiatrist, and be able to pr_ovide consultation to community agen

cies, hospitals, and local authorities. R oscher feels that the nurse 

is a logical and appropriate participant in the development of new and 

necessary forms of psychiatric treatment and that her role is limited 

only by her interest and capabilities. 

In view of the above, Roscher (1972, p. 44) described the role 

of the psychiatric nurse of tomorrow: 

The community mental health movement requires inno
vative methods, techniques and practices in order to 
achieve its goals. This applies not only to patient ser
vices but also to organizational and administrative con
cepts and practices. · . The emerging role of the 
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psychiatric community nurse is approaching my concept 
of the nursing consultant in mental health. Liaison, refer
ral, consultation, teaching and therapy must be the objec -
tives set forth for the person in the newly created posi
tions of psychiatric community nurses in large city areas. 

R obbertze ( 1973) also stressed the importance of the fact that the 

psychiatric nurse should be trained to do psychotherapy. He wrote that 

because of their background and availability, they can deliver an even 

more significant service to the mental health field in this respect. 

It is thus vital to take the next step to prepare psychiatric 

nurses at post-basic levels to fulfill their ever-expanding and demanding 

roles. Roscher (1972, p. 44) stressed the importance of this fact 

with the following words: 

We must be realistic and evaluate the increasing· needs 
on the one hand and the available well trained manpower 
on the other. It is, the ref ore, imperative to prepare 
psychiatric nurses to alleviate the burden of the few 
psychiatrists and other mental health workers in this 
country. 

The aim is to e.stablish satellite hospitals in homelands where 
, . 

the psychiatric community nurse will be in charge. She will be respon

sible for referrals and to ensure that patients attend regularly and take 

maintenance drugs. She will go out to meet her patient in the commu

nity as well. 
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Finally of great significance and importance is the 
introduction of the integrated training for nurses. One 
hopes that the end-product- -indeed the end product must 
be a better educator.. But with her comprehensive and 
progressive training she should be in a strong position 
to help the public recognize the early symptoms of mental 
ill-health and thus help keep them in the community 
(Roscher, 1973). 

Psychiatric nursing in South Africa, according to R oscher 

(1974), is in its embryonic stage of development and unless the country 

can provide more skilled psychiatric nurse practitioners, nursing will 

cease to fulfill the public's future demands in mental health. 

Training and Education 

At the same tim•e that nursing roles -have been changing, there 

has been a concomitant change in the patterns of learning and nursing 

education. These changes have occurred in the location, the method, 

and the content of instruction. The difference in the cultural and econo-

mic development of co,untries has influenced the structure and function 

of the nursing profession and th~ systems of nursing education. 

United States of America 

Originally women learned nursing in the home, caring for sick 

family members and friends. As hospitals became more prevalent 

and rnore accepted, nurses became a part of them; and the education of 



126 

new nurses took place in hospital wards. Gradually classrooms 

were added to hospitals so that some learning could take place away 

from the patient's bedside. In all of these cases teachers were prac- · 

titioners who shared their experiences with the learners, and fre-

qu~ntly doctors taught nurses in these settings (Deloughery et al., 

1971 ). 

Initially, training of nurses in hospitals developed more as a 

means of exploiting the students than from any concern with their train

ing. They worked long hours in uncomfortable and deprived physical 

conditions and were required to do a great deal of menial labor. In 

the history of nursing training achievement of the distinction between 

training and nursing service was a .major accomplishment (Roberts, 

1963 ). 

The origin of the speciality of psychiatric nursing began with 

the lessened use of physical restraints in the care of the institutional

ized mental patients in the nineteenth century, focusing attention on the 

role of the nursing personnel available to care for them: 

Freed from restraints, the mentally ill person had to 
be dealt with as a personality •• · •. It thus became neces
sary to enter with increasing awareness into a psycho
logical relationship with the patient. The progressively 
expanding concern over the psychological and therapeu-
tic meaning and importance of this relationship constitutes 
the major development in psychiatric nursing during the · 
last hundred years (Santos et al. , 1949, p. 56 ). 
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The development of formal instruction in psychiatric nursing 

took place in the United States within the last twenty years of the nine

teenth century, although informal courses of instruction had been given 

to attendants rather regularly from the latter part of the eighteenth cen

tury onward. In New York Hospital, Dr. Seaman was giving such a 

course in 1798 (Raynor, 1927). 

The agenda of the first meeting of the Association of Medical 

Superintendents for American Institutions of the Insane, held in 1843, 

contained the subject of a manual for attendants. This manual was 

prepared by Dr. Curwen in 1851, and no other significant handbooks 

or texts on psychiatric nursing appeared until after 1885. Then a 

manual by Dr. Granger of the Buffalo State Asylum, which was printed 

in 1886, reflected the progress in instruction associated with the 

training-school programs. 

The first three American ·nursing schools were opened in· 

New York., Boston, arid New Haven in the early 1870 1s. In the follow-

ing years nursing schools were organized in many other American 

cities. Cleanliness, good hygiene, and systematic order in the care 

of the patients were stressed. Careful observation of· patients, dig

nified professional status for nurses, and the direction of nursing 

. . 

departments of hospitals by experienced nurses were emphasized (Hurd, 

1916 ). 
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In spite of the growing concern about the education of the 

psychiatric nursing staff, there was still in 1880 no systematically 

organized training school°for nurses 1n any asylum (Proceedings of 

the Association of Medical Superintendents of American Institutions 

for the Insane, 1886 ). The first permanent training school for nurses 

in an American institution for the insane was established by Dr. Cowles 

at the McClean Hospital in Waverley, Massachusetts, in 1882. Miss 

Lucia Woodward was the first superintendent of nurses, and the course 

was two years in length. 

A similar school was inaugurated at the Buffalo State Hospital 

the following year, and the training school idea spread slowly to other · 

institutions during the next decade. Dr. Cowles, who was responsible 

for many progressive innovations in America, was also the first to 

introduce the use of female nurses in male wards. By 1886 certifi

cates were given to students at McClean Hospital upon completion of 

the course, and shorHy .afterwards in 1888 the Buffalo State Hospital 

graduated its first class of t~ained psychiatric nurses. 

One institution after another followed suit until many, both 

private and public, had schools of nursing; nursing leaders grew so 

powerful that they could dictate rules. The indigenous standards of 

the many mental hospitals varied greatly, but in some institutions every 
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ward employee was required to take the nursing course. If the 

employee was valuable, failure to get a passing mark and a diploma 

was unlikely {Hamilton, 1944). 

Meanwhile, by 1886 the McClean Hospital had arranged a 

general hospital training affiliation with the Massachusetts General 

Hospital. The entrance requirement to the McClean Hospital training 

school was at least a good common school education and the course 

originally extended over two years. Students received $ 12 monthly 

the first year and $ 15 the second year. By 1890 McClean had graduated 

about ninety trained nurses, male and femaie. Training courses were 

instituted in other psychiatric hospitals, notably those under the guidance 

of the nursing pioneers in this field--Linda Richards, Sara Parsons, 

:Miss Cleland, and Mary May. Linda Richards was the first profes -

sionally trained nurse in the United States, having graduated from the 

nursing school of New England Hospital for Women and Children in 

, 

Boston in 1873. She spent a significant part of her career developing 

better nursing care in psychiatric hos pita ls, and· she is sometimes 

referred to as "the first American. psychiatric nurse" (Almeida et al. , . 

1972, p. 7 ). 

The American Nurses Association was organized in 1893. 

Leaders of this organization as early as 1894 discussed the need for 
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nursing students to have preparation in all clinical areas, including 

psychiatric nursing. In 1897, nursing leaders were growing seriously 

aware of the problems inherent in having nurses who were prepared in 

such limited settings. Specialized hospitals frequently ran training 

prqgrams to prepare nursing personnel to care for their particular type 

of patient. Mrs. Hampton Robb was quoted .as saying, 

Training schools in connection with hospitals for the insane 
are as yet few in number, but the tendency to increase 
them is growing and undoubtedly in this class of patients, 
there is room for much improvement. But can these 
hospitals, any more than any special hospital, offer 
sufficient variety in nursing to produce all around trained 
nurses" (Peplau, 1956, p. 14)? 

On the other hand, dating from the same period of time and later, 

people observed that student nurses trained in general hospitals had an 

extremely limited understanding of the problems of psychiatric patients 

and were unable to cope with them (."News, 11 AJN, 1930). 

At the close of the century, about thirty-five training schools 

throughout the United St~tes were attached to institutions for the mentally 

ill, and about ten others were giving instruction to nurses without a 

regularly organized school. By this time, too, trained hospital 

nurses were replacing t~e time-honored lay matron who throughout the 

century had been the sometimes honest and humane, but more frequently 

the harassing and ignorant,· 9 upervis or of the psychiatric nursing staff. 
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It was made compulsory in the State of New York in 1908 that every 

state hospital have a superintendent for nurses. 

The hundred years of the nineteenth century thus encompass 

the development of much contemporary psychiatric nursing. Paralleling 

the growth of psychiatric thought, psychiatric nursing by 1900 had 

become an organized discipline with its own body of k,nowledge and tech

niques. In 1906 standardization of training began with the report of a 

committee of the American Medico-Psychological Association which was 

appointed to prescribe a minimum course of instruction for training 

schools for nurses in hospitals for the insane (Zilboorg, 1941). 

From the mid-nineteenth century there has been a sl<?W move 

of the site of nursing education toward the university. The first univer

sity school of nursing in the United States was at the University of 

Minnesota, which accepted its first students in 1909. 

At the 1910 conve·ntion of the National League for Nursing 

Education, the difficulty of getting the nurse involved in the prevention 

of mental dis order was attributed to the fact that nurses received their 

early training in wards where there has not been sufficient time to 

consider patients as individuals, at least not to the extent necessary 

to fit them for this particular work {NLNE Proceedings, 1910). 
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The adoption of psychiatric nursing instruction and the provi

sion of experience for nursing students in general hospital -~chools was 

a long time in evolving and frequently discussed in the literature 

(Russell, 1907; Barnes, 1908; May, 1908; Purcell, 1911; Sinclear, 

1912; Anstead, 1916; Tucker, 1916). By 1915 there were some efforts 

toward including psychiatric concepts in the nursing curriculum in some 

schools. Part of the original interest in this area was stimulated by the 

need to have more well prepared nurses who could work in psychiatric 

institutions. At the same time it was seen that all nurses needed to 

have psychiatric content in order to practice in any area. Since the 

19SO's, a school has had to provide experience in psychiatric nursing 

in order to be accredited by the National League for Nursing (Peplau, 

1956 ). 

During this period (1915) two highly significant reports-

Nursing Care of the Insane--were presented to the American Nurses 

Association by Katherine Tucker. It was found that forty-one mental 

institut~ons were operating training schools for n1.1rses. Standards of 

administration and teaching and for admission to the schools were, in 

general, much lower than those for schools in general hospitals. In 

many of the state hospitals, the superintendent of nurses had so little 

authority that the schools were operated, to all intents, by the non-
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nurse super'intendents. In some of the schools, students were eligible 

to sit £or state board examinations; in some they were not. Living con-

ditions were usually poor. "Speaking generally, 11 Tucker (1916, 

p. 119) said, "neither doctors, nurses, nor the public have felt the 

need for nurses in this branch of medical work. 11 The American 

Psychiatric Association had inaugurated a pr_ogram for standardization 

of nursing schools in mental hospitals in 1906, but no evidence has been 

found of collaborative efforts between that association and the nursing 

organization until a later date. 

The American Nurses Association in 1917 published its first 

Standard Curriculum for Schools of Nursing. Included was a twenty- . 

hour course in "Mental and Nervous Diseases." World War I gener

ated much interest in better preparation for psychiatric nursing in both 

undergraduate and post-graduate courses. In 1926 it was proposed 

that the undergraduate curriculum for nurses include thirty hours of 

lectu:~e in p~ychology a~d thirty hours of lecture in psychiatry, as well 

as two months of clinical experience. Less than one-half of the 

general hospital schools of nursing included such lectures in their cur

riculum. 

During 1922-1923 the Veterans Bureau through its central 

office organized courses in ~europsychiatry, as well as post-graduate 
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courses for staff nurses. 

These are among the places where the teaching of nurses 
is taken seriously and where a definite effort is being 
made to supply that minimum of psychiatric training that 
is deemed so essential to the well-rounded preparation 
of the nurse. Many other places, some of the state hos -
pitals particularly., are struggling under the inhibiting 
weight of the tradition of custodial care. • • • The uni
versity schools have taken the cry of the mental patient 
so seriously that their courses are being definitely influ
enced (quoted from American Journal of Nursing, 1930, 
p. 788). 

Dr. Bryson stated in 1936 (p. 248) that, 

The traditional manner of conducting schools of nursing 
in these hospitals has been to hire attendants, place them 
on the wards in positions of responsibility, and give them 
formal education after their duties as attendants have 
been fulfilled. There has been little or not separation 
of education from ward service. Classes for nurses 
have often been conducted jointly with those for attendants. 

Bailey concurs (1928, p. 505): 

• • • a lack of differentiation between the attendant group 
and the student-nurse group tends to minimize the type of 
work that can be rendered by nurses., and when students 
are paid salaries as attendants, they are not students, but 
employees. 

The increase of psychiatric nursing literature is worthy of 

note. The first texts used in psychiatric nursing education were 

written by physicians. Examples . are Psychology and Mental Disease 

by G. B. Burr, M.D., first published in 1898; and Outline of Psychiatry 

by William A. White, published in 1912. The first text written by a 
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nurse was Nursing Mental Diseases by Harriet Bailey, published in 

1921, which was used in most nursing education programs _during the 

1920 1s and 1930 1s. The emphasis was on the description of symptoms 

and Kraeplin 1s classification of mental illness. The nursing-care 

aspects dealt largely with the physical management and care of 

patients. Relationships were covered from a humane, ethical, and 

professional point of view with little consideration being given to the 

behavior dynamics of the therapeutic effects involved (Stevens, 1966). 

During the 1930 1 s other nurses, including Dorothy Deming and Made

line Ingram, had psychiatric nursing texts published. 

It was in 1930 at Yale that Goodrich made a significant attempt 

to deal with the problem of prevention by altering the underg_raduate 

curriculum so that it consistently included concepts of prevention in 

all areas of nursing ("News," AJN, 1930). Kennedy wrote in 1937 

that nursing education is incomplete unless the mental and emotional 

aspects of illness are g,iven due consideration. Stevenson, in 

reporting the results of a survey conducted by the Committee on 

Psychiatric Nursing of the American Psychiatric Association, revealed 

that in 1937, 288 general hospital training schools in the United States 

were providing actual experience in this field. In 1938 Bigler (p. 

449) reported: 
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Of the 1802 schools of nursing recognized as meeting 
the minimum requirements of the NLNE, 201 schools 
in general and psychiatric hospitals reported courses 
in psychiatric nursing. On the other hand, students· 
were being graduated from nearly 1300 schools without 
any instruction in theoretical and practical phases of 
psychiatric nursing. 

The first independent school of nursing at a graduate level 

was organized at Vanderbilt University in 1930 ("News, A JN, 1930), 

although graduate courses had been offered to nurses at Teachers 

Gollege, Columbia University since 1899. The academic classroom 

became the site of learning, whereas the hospital or patient-care 

facility served as a laboratory where theories were put into practice. 

The move of nursing education to the universities led to the inclusion 

of more theoretical material., primarily dealing with ward manage

ment and hospital economics. The liberal arts were introduced to 

provide a broader base on which to build nursing knowledge. 

The period from 1920-1940 witnessed the development of the 

post-graduate course in psychiatric nursing. Post-graduate courses 

were developed "ostensibly to supplement inadequate basic training 

or add pew specialities, but actually in most cases to supply low cost 

services to hospitals without schools 11 (Steward, 1944, p. 99). 

Stewart further commented (p. 169) that., 
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. • • when the idea of clinical specialities began to 
develop in the nineties, the level of preparation was little 
if any higher.than that of the undergraduate course but 
a longer period of practical experience usually resulted 
in greater technical expertness ·. 

According to Stevens on ( 1938) twenty-six mental hospitals 

were offering post-graduate courses in psychiatric nursing, but there 

was little attempt to standardize objectives, content, and length of 

these courses. In 1943, thr·ee universities instituted programs in 

graduate-level preparation for the specialist in psychiatric nursing, 

and by 1957 there were twenty-seven such programs (Peplau, 1959). 

As the emphasis on mental-health nursing declined, so did 

the number of basic programs within mental hospitals. The late 

awakening of nursing educat"ors I interest in psychiatric nursing did not 

result in a revolutionary reorientation of psychiatric nursing practice. 

Noyes' book published in 1927 defined some of the content for psychia-

tric nursing textbooks for the next three decades. 

World War II also had profound influence in shaping the future 

of psychiatric nursing. Returning service nurses were eligible under 

the G. L Bill to fulfill their advanced educational aspirations. Accord

ing to Sills ( 1973 ), this development, along with the Cadet Nursing 

Program, stimulated many students to undertake post-graduate study. 
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Advanced psychiatric nursing education in the United States 

had its beginning in 1943 with the work of the National League for 

Nursing Education's Committee on Postgraduate Clinical Courses 

and of a subcommittee on psychiatric nursing (Garrison, 1959). 

Parpphlets were prepared and published by these committees in _ 1945 

to formulate basic assumptions and guiding principles for advanced 

courses. In this same period three university schools of nursing 

established advanced psychiatric nursing programs, and by 194 7, 

four more were in existence (Schmidt, 1949). 

Delineation of standards for a national system of accreditation 

of nursing training programs was an outgrowth of a study by the 

National League for Nursing Education, supported by the National 

Institute for Mental Health in the first yea!s of its training-grant pro

gram { 1948-1949). This effort ultimately had a great impact on all of 

nursing in the U~ited States in terms of developing new models and 

dimensions in nursing education and of establishing educational stand

ards in psychiatric nursing that led all other clinical specialities in 

nursing to follow suit {Schmitt, 1949) • 

. In 1948 Brown recommended the elimination of basic schools 

or nursing in mental hospitals. Rather, affiliated programs for 

undergraduate students and advanced courses of instruction for 
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graduate nurse specialists in the psychiatric field were recommended 

as types of educational programs to be conducted in the mental hospital. 

Following World War II the nursing profession elicited the 

assistance of social scientists in doing extensive research in the 

soc;ial and psychological aspects of nursing. Notable among these 

were Dr. Esther Lucille Brown, who made a tho_rough study of the 

nursing profession. 

At this time, in addition to the American Journal of Nursing, 

two new professional journals--Nursing Outlook and Nursing 

Research--appeared. A 11 three published a continuously increasing 

amount of literature relating to psychiatric and mental health nursing. 

Many nurses since 1950 have published texts on the social, psychologi

cal, and psychiatric aspects of nursing. Among these are Hildegard 

E. Peplau, Marion E. Kalkman, Olga Weiss, Helena W. Render, 

Madeline Ingram, Dorothy Mereness, Joyce S. Hays, Kenneth Larson, 

Theresa Muller, Katherine Steele, and Marguerite Manfreda. .Two 

periodicals first published in 1962· are The Journal of Psychiatric 

Nursing and Perspectives in Psychiatric Care. 

Early speciality education in psychiatric nursing was offered 

largely at the baccalaureate level. . Because teachers and supervisors 

were in such short supply,· the emphasis was on preparation of persons 
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in these categories. Baccalaureate programs offering a speciality 

in psychiatric nurs.ing grew in number, served their purpose for a 

brief period; and were discontinued by 1956 as content for graduate 

programs became clearly delineated, and as basic training in psychia-

tric nursing was required as an integral part of all baccalaureate 

programs (Gregg, 1966). 

The nurse 1s role as ·teacher has developed considerably since 

World War I. In general, the teaching can be categorized in two 

forms: Instructional teaching has to do with organized or planned 

teaching and consists largely in giving information, facts, or needed 

know-how to the patient or family members through telling, showing, 

reading and the like (Peplau, 195 7). Most teacher-training institu-

tions suggest that a 11 good 11 plan will include such elements as pur-

pose, objectives, overview, units of instruction, tests to be used, and 

the like (Burton, 1944; Mittler, 1955). Experiential teaching is the 

second form of teaching that is relatively new. It has to do with using 

the experience of the learner as a basis from which learning products 

are d~veloped. The learning products are formulated as . nurse and 

patient evaluate together the experience of the patient. This form of 

teaching requires the understanding and use of counseling techniques 

and other 'still-to-be-defined methods (Fuerst, 1955; Tatum, 1953). 

I 
• • I 
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It can be said without equivocation that the impetus to the 

development of a curative psychiatric nursing service came largely 

from the passage of the Mental Health Act of 1946. Funds were pro-

vided for the development of programs in advanced psychiatric nursing 

in universities and for support of students--first at the undergr~duate 

level and since 1956 at the graduate levels. The programs have amply 

demonstrated that there is no shortage of brainpower in nursing, given 

a firm groundwork in basic and humanistic sciences, to improve the 

psychosocial content of all nursing curricula. As a result, Henderson 

(p. 99) was able to say ten years later in 1956: 

In addition, interaction between nurses and patients is 
under investigation in _many psychiatric hospitals. . Judg
ing by the number and excellence of such studies, it would 
seem that psychiatric nurses, · more than those in any 
other field, are learning how to study nursing care. 

In 1952 the National League for Nursing was organized. The 

league organize<? a Mental Health and Psychiatric Advisory Service 

under the supervision o(Miss Kathleen Black, its first director. 

Repres_entatives of the Mental Health and Psychiatric Advisory Service 

travel throughout the country upon request to consult on nursing educa

tion and service problems. The Interdivisional Council of Psychiatric 

Nursing, later renamed the Council on Psychiatric and Mental Health 

Nursif?-g, was organized. Miss Laverne Frey served as its first 
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chairman. In addition to the national council, several of the state 

leagues have organized councils. Meetings of council members are 

held on national, regional, state, and local levels. The purposes of 

the councils are to confer on matters concerned with psychiatric and 

me.ntal health nursing, to present problems in psychiatric and mental 

health riursing requiring action to the National League for Nursing 

board of directors, and to assist with the development of the National 

League for Nursing program as it relates to psychiatric and mental 

health nursing. 

The year 1956 marked the end of a decade of financial 

assistance under the Mental Health Act which stimulated the develop

ment and expansion of programs in- psychiatric nursing at the graduate 

level in universities. In 1945 there had been only three such programs. 

In 1956 there were thirty programs in advanced psychiatric nursing 

and in mental health-public nursing. 

During 1956 the National League for Nursing Education con

ducted a series of regional conferences which culminated in a national 

conference on graduate education in psychiatric nursing. This was the 

fifth of such conferences held by the National League for Nursing with 

financial assistance under the Mental Health A ct (Peplau, 1958 ). 
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The Conference Group on Psychiatric Nursing of the American 

Nurses Association was established during 1958. A statement of 

psychiatric nursing practice has now been prepared by this Conference 

Group with psychiatric nurses from all the states participating in its 

formulation. The Conference is represented on the Committee on 

Nursing of the American Medical Association and on .the National Pro

fessional Advisory Council of the National Association for Mental 

Health. At state levels, the Conference Groups on Psychiatric Nurs

ing develop working relationships with allied professional groups, and 

conferences, workshops and educational materials are in great demand. 

The 1966 reorganization of the American Nurses Association ;resulted 

in a Division on Practice of Psychiatric and Mental Health Nursing 

(Evans, 1968 ). 

The National League for Nursing since its inception in 1952 

has been seriously concerned with the problem of educating for psy-

chiatric nursing. In 19'53, the National League for Nursing Board of 

Directors stated that, 

The basic program of education for professional nursing 
should prepar_e nurses for beginning positions in the care 
of psychiatric patients just as it prepares them in the 
care of medical-surgical, obstetric, and pediatric 
patients (Nursing Outlook, 1953, . p. 67). 
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This was the ,first official statement by a nursing organization relative 

to the responsibility of pre-service nursing programs to p:r;epare 

beginning first-level practitioners in psychiatric nursing. 

In keeping with this interest and expressed philosophy, the 

Nat.ional League for Nursing has conducted a number of project~ in 

the past, with generous assistance from the National Institute of 

Mental Health, on baccalaureate education in psychiatric nursing, on 

graduate education in psychiatric nursing, and on in-service education 

for professional nurses and psychiatric aides. Prior to a project 

conducted in 1969, the areas of diploma and associate-degree nursing 

programs and their psychiatric conponents had not been investigated. 

Action for Mental Health, the report of the Joint Commission 

on Mental Illness and Health, indicated that although all the psychiatric 

disciplines had serious manpower shortages, nursing felt the most 

acute need. The report stated, 

The mental health professions need to launch a national 
manpower. recruitment and training program, expanding 
on and extending present efforts and seeking to stimulate 
the interest of American youth in mental health as a career. 
This program should include all categories of mental 
health personnel. The program should emphasize not 
only professional training but also short courses and 
on-the-job training in the subprofessions and upgrading 
for partially trained persons ( 1961, p. 252 ). 
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It was in keeping with the i-ntent of the recommendations that 

in 1969 the National League for Nursing proposed the project "An 

Approach to the Teaching of Psychiatric Nursing in Diploma and 

Associate Degree Programs. 11 Nursing has a great potential for pos

s_ible mental health manpower which in the past, however, has been 

largely an untapped reservoir for a diversity of persons. Seventy

five per cent, or 26,278, of the 35, 125 nursing students graduated 

from schools of nursing in 1965-196.6 were from 822 diploma-nursing 

programs; in addition, 3,349 students were graduated from 218 

associate-degree programs. These 29,627 .graduates are a vast 

potential resource for psychiatric nursing (National League for 

Nursing, 1967, p. 106). 

An importar,t factor underlying the recruitment problem in 

psychiatric nursing is concerned with the students I first introduction 

to the field during her basic program. Studies have shown that, in 

diploma programs esp·ecially, this introduction may be entirely frus

trating, even traumatic, to the student since she is not provided with 

the expert guidance needed to develop a satisfying, therapeutic rela

tionship with patients. In addition, it might be expected that those 

who ultimately select psychiatric nursing as a career would already 
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have had a basic learning experie nee in which clinical expertness 

might have been built through further education and experience (National 

League for Nursing, 196 9). 

Enrollment in graduate programs has progressively increased 

ov~r the past twenty years. The number of M.A. and M. S. degrees 

awarded in 1965 was nearly double the numb~r awarded in 1959. 

The advent of opportunity for advanced study heightened the 

recognition of the significance of the nurse-patient relationship and 

its potential for therapeutic interaction as opposed to the traditional 

or former custodial approach. It also became apparent that there was 

too little opportunity for clinical work in the advanced programs and 

that there was need to incorporate ~dditional content from the social 

and behavioral sciences in order to define and understand the clinical 

process in psychiatric nursing. 

Early advanced curricula tended to follow the pat
tern of schools of education, and some of the problems 
of education as w,ell as the benefits were borrowed in 
this association. Initially programs were inclined to 
be sketchy in the areas of the clinical major and sciences 
and richer in administratio:ri theory, educational philo
sophy, teaching methods, curriculum building, and teach
ing and administrative practicums. In recent years . 
the clinical emphasis in the programs has been streng
thened, and some ·programs offer a clinical major 
without formal education in tec3:ching and administration 
(Gregg, 1966, p. 18). 
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There has been a continued trend toward integration of psy

chiatric nursing knowledge and social and behavioral science content 

in the undergraduate curriculum. A 11 collegiate schools of nursing 

now include the teaching of psychiatric-mental health nursing and 

beh<ii,vioral science and provide clinical learning experiences geared to 

orientation and preparation of the nurse for therapeutic nursing care. 

Clinical psychiatric nursing experience is now required in all diploma 

programs and in an increasing number of associate-degree programs. 

As of 1967, there were about forty-four graduate programs 

in psychiatric nursing which train clinical specialists, teachers, 

supervisors, administrators, concultants., and research personnel at 

the master's and doctoral levels. An additional number of such pro

grams are in the developmental stage. Seven of the existing pro

grams have a major in child psychiatric nursing as differentiated 

from general or adult psychiatric nursing., and all but four of the 

existing graduate programs participate in the National Institute for 

Mental Health training program for nurses. 

Graduate curricula have been altered in response to the 

increased interest in extended care and the growing awareness of the 

need for preventive measures in psychiatry. Acknowledging the 

new focus and the changes i'n .treatment that had been occurring, 
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many schools expanded their title from psychiatric nursing to , 

psychiatric-mental health nursing in the 1960's. This change meant 

that the theoretical basis of psychiatric nursing had moved from 

intensive study of psychopathology and the dyadic process involved in 

the nurse-patient relationship to a broader concept of human inter

action (Lars on, 1973 ). 

Today a pressing issue in psychiatric nursing education is, 

as indeed it is in all of the mental health disciplines, the incorporation 

of instruction for functioning in comprehensive community mental 

health settings. Between 1956-1963 graduate psychiatric nursing was 

primarily concerned with the development of basic clinical skills. 

During this period most master's programs were extended from one 

year to one and one-half to two years and provided increasingly inten

sive training for psychotherapeutic nursing. In 1963 when the Commu

nity Mental Heal~h Act was passed, psychiatric nursing educators 

became concerned with the need for incorporating additional training 

specifically geared toward preparing nurses for community health 

services, such as training ~n community organization and action, 

program planning, program developments, and development of new 

approaches to clinical care. 
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Five years later, psychiatric nursing in the United States 

was well on its way toward incorporating these goals. Community 

mental health content is rapidly being incorporated in all master's 

programs in psychiatric-mental health programs. 

Current emphasis in university schools of nursing, espe
cially at the masters and doctoral levels, indicates that 
nurses are accepting this necessary adjunct to membership 
in an academic community and curricula which are being 
altered in this direction (Hassenplug, 1970, p. 101). 

As of 1967 fifteen hundred nurses held master's or doctoral 

degrees in psychiatric nursing and thirty-three university graduate 

programs were preparing an increasing number every day (Peplau, 

1967). 

The Maimonides Community Mental Health Center training 

project provided its students with course content on the theoretical 

foundations and principles basic to the practice of community mental 

health. This content included: normal growth and development; 

dynamics of human behavior, family dynamics; psychopathology; 

epidemiology of mental illness; group dynamics; and social sciences 

with emphasis on sociology, role theory, and social psychology. 

Williams ( 1969) regarded this theoretical background as essential 

for clinical practice in community mental health programs. The 

importance of good clinica1 .supervis on and the availability of 
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consultation when needed was also stressed. As nursing practition

ers, the students were also expected to develop the following skills: 

identification and analysis of the psycho-bio-s ociological factors that 

influence behavior; participation in therapy and community groups as 

leader, co-leader, or peer; decision making with patients, prof~s -

sionals, and non-professionals; identification of essential factors in 

the creation and maintenance of a therapeutic milieu; clinical super

vision; mental health consultation; institutional planning and organiza

tion, community mental health administration; and community organiza

tion (Davidiles and Williams, 1969). 

There has been some confusion regarding the role of the psy

chiatric nurse, and this confusion has been manifested in the. more 

than two dozen graduate programs in psychiatric nursing and mental 

health being offered in the universities of the United States. A short 

time ago the instigators of all these programs asserted that they were 

preparing psychiatric,nurses to function as teachers, supervisors, 

administrators, and consulta.nts .in response to the urgent need for per-. 

sons to fill these positions. Then some far sighted leaders began to 

realize that the crux of the problem lay in the "grass roots"--dnthe 

things that happened every day between the patients and the ward per

sonnel. This has been illustrated in the many studies which have been 
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conducted fn psychiatric hospitals by sociologists and anthropologists 

(Stanton and Schwartz, 1956; Caudill, 1958). The result of this 

insight has been the development in some universities of programs to 

prepare clinical specialists in psychiatric nursing. Preparation as 

a ~linical specialist should be the first prerequisite for any of the 

functional positions in teaching, supervision_, administration, and 

consultation. 

Nonetheless, many universities continue to take inexperienced 

nurses into functional programs, trying to make teachers or s upervi-

sors of them in a year or two of graduate study. "We are in a period 

of tremendous shortage of qualified clinicians, but as long as these 

inexperienced people are de.pended. on for leadership, so long will the 

problem be compounded" (Blackmore, 1963, p. 10). 

The trend in graduate education in psychiatric nursing is 

toward greater emphasis on providing a solid core of content in psy

chiatric nursing, inchiding work with psychiatric patients. But the 

basic problem remains- -the lac~ of clear understanding of .the role of 

the psychiatric nurse and of a clear understanding of what psychiatric 

nursing is. 

"Progress in any professio.n comes from within" (Koos, 1947, 

p. 306) ! The responsibility for improvement rests squarely on the 
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nursing profession itself. This is not to imply that the profession 

has tried to avoid this responsibility. On the contrary, the stacks of 

reports and papers, both published and unpublished, from the confer

ences of the past few years refute such ~n avoidance. 

Programs were developed, leading to master's degrees and 

doctorates in nursing, with special work in psychiatry. The advanced · 

education of psychiatric nurses has enabled them to function as fully 

informed colleagues of psychiatrists, cHnical psychologists, psychia

tric social workers, and other mental health workers, thus contribut

ing to the multi-disciplinary team approach in psychiatric work. The 

higher educatirn of psychiatric nurses, enabling them to assu~e wide·r 

responsibility in both in-patient and out:..patient mental health work, 

continues to expand at the present time. 

At the beginning of the 1972-1973 academic year, forty-two 

programs in colleges and universities provided preparation for nurses to 

function in leadership ,positions· as clinical specialists, teachers, 

supervisors, consultants, administrators, and researchers; and three 

unive,rsities offer doctoral preparation in this area. As a result of 

these efforts, increasing numbers of nurses prepared in the academic 

setting are providing more dynamic, imaginative, and creative psy

chiatric-mental health nursing care (Listori, 1973). 
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Leininger (1973) listed the fonowing areas in which nurse 

educators made specific contributions: development of the . theory and 

process of nurse-patient interpersonal relationships, the operationaliza

tion, the therapeutic use of the self in patient care, development of 

spe_cial techniques and methods to study patient-nurse behaviors, the 

initiation of independent and collaborative therapeutic nursing therapy 

practices, the development and refinement of the s upe rvis ory process 

of nursing therapy, exploration of the verbal and non-verbal modes of 

patient communication, the study and application of nurse-patient 

interventions, the conceptualization and application of the role of the 

psychiatric nurse as a clinical specialist (in the late 1940 1s), and the 

explication of behavioral concepts for nursing practice such as with

drawal, . distrust, grief, anxiety, aggression, body image, and denial. 

Academic institutions have also assumed leadership roles in the 

advancement and facilitation of sound educational practices. These 

contributions and mal}y others have helped to advance the whole field 

of nursing. 

Today, prevention has moved into the arena of social action 

to effect change within the community, and this demands knowledge and 

skills that go beyond nursing' s traditional practices. As the scene 

has changed in psychiatric nursing, so have the nurses specializing 
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in this field. 

This new identity has extended the theor·etical basis of 
psychiatric and mental health nursing beyond the para
meters of intra- and interpersonal relationships and 
family dynamics. We now see the links between emo
tional disturbances and economic, political, and cultural 
forces in the individuals I environment as major areas 
of concern. A multi-causal model of maladaptive beha
viors demands the development of changing intervention 
strategies, as well as interventions at. multiple levels. 
This in turn requires curricular changes (Larson, 1973, 
p. 522). 

Because the professional nur.se practitioners will be the nurs

ing leaders of the future, their educational programs should prepare 

them fully for leadership roles in psychiatric-·mental health nursing 

as well as for graduate study. 

The identification ·of conte.nt in psychiatric nursing is of 

tremendous importance. Changing methods and concepts of treatment 

of the psychiatric patient--including day-care centers, after-care 

clinics, the follow-up care of discharged psychiatric patients and 

their families, new tr,eatment programs in mental hospitals, the 

emphasis on prevention of menta,l and emotional dis orders ~-have 

created the need for fundamental changes in course offerings in psy-

chiatric nursing. 

The characteristics of graduate education include specializa

tion, a research framework, independent study, and critical under-
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standing and mastery of the subject matter. The programs are organ

ized into a sequenc·e of courses, or areas of study, that culminate in the 

awarding of a master's or doctoral degree. The graduate programs 

in psychiatric-mental health nursing at the master's and doctoral 

levels reflect the nature and philosophy of graduate education in nurs - . 

ing set forth by the Council of Baccalaureate and Higtier Degree Pro

grams of the National League for Nursing (Liston, 1973 ). 

Opportunities for continuing education for nurses will have 

to be provided for those with master's degrees and post-graduate 

preparation. · There remains a need for workshops, institutes, and 

seminars sponsored by colleges and universities designed to ~ssist 

nurses in practice to develop their clinical and research skills further 

(Liston, 1973 ). 

Republic of South.Africa 

There is nothing :strange in the fact that trained nurses were 

not to be found ear_ly in South Africa because, as is well known, the 

profession had its origin in the Crimean War and the pioneer work of 

Florence Nightingale. In the absence of nurses, the part played by 

slaves in helping to look after the sick has already been referred to 

in an earlier part of this study.. The first hospital nurses appointed 

in South Africa were slaves-..;both men and women--who had to pay 
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every attention to the comfort of the sick by moving and lifting them, 

making their beds, cleaning and washing the mattresses an_d blankets, 

and generally helping the invalids (De Kock, 1950). 

There was an interesting link between Florence Nightingale 

and_ South Africa .in the form of the Rev. Middleton Wilshire, who was 

a chaplain on Robben Island for several years prior to 1880. He had 

met Florence Nightingale in the Crimea and conducted correspondence 

with her while at the Cape (Laidler, 1939). It was she whQ suggested 

to him that specially trained sisters might be used to nurse the insane, 

and he mentioned this in the annual report on Robben Island for 1878. 

This was considered a novel and daring suggestion at that time becaus~ 

no decent woman was considered capable of working in a hospital or 

lunatic asylum in those days because of th~ number of patients who 

suffered from the effects of excessive drinking or venereal disease. 

Conditions under which. the nurses lived in the hospitals were very 

bad, and it was quite -q.s-ual for the staff to have their sleeping quarters 

in a partitioned-off portion of a \Yard. Such a state of affairs contin

ued i_n seve:::-al mental hospitals up to comparatively recent times; in 

some general hospitals this was the case in the last quarter of the 

nineteenth century and even later. Thus Laidler says, "At the Grey 

Hospital nurses slept in portions of th~ ward partitioned off in order 
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to be ready at any call from the sick. There was no special night 

staff" (1939, p. 24). In 1876 the Anglican Sisterhood began to do 

nursing at the Kimberley Hospital, and in 1885 the first trained nurses 

were appointed there. Religious orders were the first to staff hospi

ta~s in Fort Salisbury and Fort Victoria in Southern Rhodesia and in 

Johannesburg. 

In 1893 Lady Mitchell's trained nurses first appeared on the 

scene in Durban, and in 1895 Dr. Joh·n Van Niekerk was sent to Eng

land to recruit thirty qualified staff members for the Johannesburg 

Hospital. The ~ystem of training nurses locally was begun at the 

New Somerset Hospital, Cape Town, in 1886. The Medical and 

Pharmacy A ct of 1891 in the Cape Colony was the earliest act to pro

vide for the registration of nurses (Laidler, 193 9). 

In 1891 Dr. Greenlees, the surgeon-superintendent of the 

Grahamstown Lunatic Asylum, started a course of training for his 

nurses and attendants/. · By 1892 Dr. Greenlees had included a course 

of first-aid in the training of mental nurses and was advocating that all 

general hospital nurses should follow a short course in nursing the 

mentally ill. On February 18, ~895, Amelia Frazer of the Gr.ahams

town Asylum was awarded the first certificate to be granted in the 

Cape. On July 24, 1895, ·Robert Walters, a male attendant, also 
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obtained a certificate. This launched the training of mental nurses 

in South Africa (Minde, 1953 ). 

In the year 1891, Section 30 of Act No. 34 first made provi

sion for the registration of trained nurses. Regulations were made 

in 1901 for the granting of certificates and for the registration of 

mental nurses as a class of trained nurse. The Cape Colony, and 

later Natal, were in the lead ·in this regard, since no other country 

had yet made provision for the registration of mental nurses. The 

first mental nurses to register with the Colonial :Medical Council and, 

there£ ore, the first in the world to register were two sisters: Ivy 

Whitfield and Rose Whitfield. Both had received training at t.he 

Grahamstown Lunatic Asylum (Searle, 1965 ). 

There existed a serious staffing situation in Natal. Dr. Hys

lop, the superintendent of the Pietermaritzburg Asylum, therefore, 

consulted with his colleagues in the Cape A sylurn to obtain details of 

Grahamstown Asylum~s. trainirig course. He realized that the only 

means of overcoming the shorta~e was to provide training for local 

persons and toward the end of 1891 started lectures for a few attend

ants and nurses (Searle, 1965). Mental nursing in Natal was cast 

in the mold of the Cape mental nursing service, but it took many years 

before it attained the same high level of efficiency. 
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In Transvaal, on-the-job training was provided by the Dutch 

nurses who had been brought from Holland as supervisors._ As had 

the Cape and Natal, the medical superintendent in 1897 introduced a 

formal course of instruction for mental nurses. Before the first 

co~rse was completed, however, the South African War. had sta:1-"ted, 

causing all such activities to come to a standstill. 

In contrast, no formal instruction appears to have been pro

vided for the nursing staff in the Orange Free State. Skill had to be 

acquired by experience. 

In general, the staff of mental hospitals were in the early 

stages quite untrained. The male staff were usually referred to as 

lunatic keepers, and the women as female attendants. At the head of 

the latter was the matron who, in the very early days, was often the 

head keeper's wife (Searle, 1965). 

A !though there was little trouble in obtaining male attend

ants, the women staff,were obtai~ed only with great difficulty and 

were constantly resigning. .So l?ad was the position in the Pieter

maritzburg Asylum, for example, that for many years native male 

attendants looked after female native patients. It was only in 1888 

that it was decided to use female attendants in the female native 

wards. The native women did not take kindly to this type of work, 
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and in 1889 ·some Indian women were engaged. But they walked out 

in a body the day after beginning work (Minde, 1953). Eventually 

some experienced women had to be imported from England, and in 

1889 five duly arrived. 

In Pretoria the Mental Hospital was first opened in 1892. 

The staff for that year were described as hoq.semasters and caretakers. 11 

Here, too, no local nurses could be obtained, and in 1894 two were 

recruited in Holland (Minde, 1953 )·. ·By 1896 Pretoria had a full-time 

resident Doctor-Director, Dr. H. A. E. Smeenk, a Hollander, and in 

his first annual report he deplored the fact that" the staff received no 

training at all. He would have liked some of them to have some know

ledge of trades so that they could keep the patients usefully occupied. 

In a report in 1897, the Board members of the College van Curatoren 

thought that the training of the staff might be looked upon as a reflec-

tion of the ms elves. The obvious person to do this training was the 

Doctor-Director (Min9e, 1953 ). 

In Pietermaritzburg Asylum, Dr. Pringle was the first medi

cal officer to give a course of systematic lectures to nurses. In 

1905 ten nurses received the Natal Medical Council's certificate of 

compentency as mental nurses. In Pretoria, too, a beginning was made 
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at the same time. A course of lectures was given by Dr. Egerton

Brown, and in November, 1905, eight of the Asylum staff who had 

been prepared for the examination for proficiency in mental nursing 

by Dr. Brown were examined by Dr. Hyslop, the Medical Superinten

dent of the Natal Government Asylum. Seven successfully passed 

the test. Every candidate who obtained the Certificate of the Medico

Psychological Ass ociatiori received an extra £ 5 per annum (Minde, 

1953 ). 

This test was begun by the Medico-Psychological Association 

of Great Britain and Ireland in 1891 and its purpose was "to institute 

a system of training attendants in asylums; to establish examipations 

in order to test the proficiency of candidates; to grant certificates to 

those who are successful at the examinations" (Searle, 1965 ). It 

remained the standard examination taken by mental nurses for many years. 

The examination was both written and oral; the written papers had to 

be sent to England for, marking, but the oral parts were done locally 

in all parts of' the British Empir_e. It thus took many months before a 

candidate knew whether she had passed or failed. The Royal Medico- · 

Psychological Association issued a special Handbook for nurses which 

covered the whole syllabus very adequately, and many senior members 
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of the nursing staff still speak affectionately of the old 11 R ed B ook11 

from which they learned their job (Searle, 1965). 

These examinations continued to be taken by mental nurses 

up to the end of 1931, but for some years before that it had been felt 

that South Africa should conduct its own examinations. One of the 

gravest defects of the Medico-Psychological examination was that it 

had to be taken in English, thereby working a hardship on the Afrikaans -

speaking nurse. In 1928 the Medical, Dental and Pharmacy Act accord

ingly established a South African Medical Council examination leading 

to registration of mental nurses in South Africa (Searle, 1965 ). 

This A ct laid down rules for the training and examination of mental 

nurses and for nurses for mental defectives. The first examinations 

under the new regulations were held in April, 1932, and during that 

year 113 student nurses passed the preliminary examination; I 03 

passed the final examination for mental nurses, and eleven the final 

examination for mental defectives (Report, 1934). 

When the South African Nursing Council was constituted 

under the Nursing Act of 1944, however, this body took over the 

examinations for mental nurses and has conducted them since that 

time. The South African Nursing C.ouncil has laid down regulations 

governing the educational st<;1,ndards of student nurses, the quality of 
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training they are to receive, the syllabus of instruction, length of 

training, registration, and the like. To begin with, the Council 

insisted on raising the educational level of entrants to Standard 8 

(ten years of schooling) in comm_on with candidates for training as 

general nurses. Minde indicated that as a result the number of 

entrants fell catastrophically fo the period of general . labor shortage at 

the end of World War II, forcing the Council to go back to the earlier 

Standard 6 (eight years of schooling) level. 

The regression, however, was regarded as a temporary expe

dient, and plans were to return to the Standard 8 entrance level eventu

ally, while at the same time establishing a class of auxiliary nurse at 

a lower educational level who would be given a special diploma on 

qualification. Another aim was to abolish the distinct final examina-

tions for mental nurses and for nurses for mental defectives. The idea 

was eventually to have a single common final qualifying examination to 

cover both aspects. This, of course, meant that every nurse before 

taking her final examination had to spend part of her training period in 

a mental hospital and part in an institution for mental defectives. 

The grave shortage of staff members in all institutions, how

ever, severely hampered the fulfillment of both these objectives. It 

frequently.happened that a matron or sister who possessed only the 

mental nursing qualification· had to be transferred to an institution for 
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Mental Defectives for administrative reasons, or vice versa. In 

these cases the Nursing Council insisted that the person transferred 

should sit for the other examination within a year of her transfer, 

holding that a person without the necessary examination qualifications 

could not adequately fill a post in such an Institution, even a pur_ely 

administrative post such as that of matron (Minde, 1953). 

Such a practice raised considerable difficulties in the case of 

women no longer young who found it hard to settle down to study for 

examinations after maybe thirty years of service. Some of these 

simply refused to try, and the Department of Mental Hygiene then had 

no option but to transfer them to another institution where they were 

qualified to serve. Minde stated that in a period of grave staff short-

ages this practice caused serious difficulties at times in the staffing of 

institutions and did not increase the popula.rity of the Nursing Council 

in certain quart~rs. 

A problem which has exercised the minds of the authorities, 

both in the Department of Mental Hygiene and in the Nursing Council, 

was the question of training non-Europeans as mental nurses. During 

1953 no non-European mental nurses were trained in South Africa, 

and there was a shortage of European staff members. Many hospitals 

were· able to carry on only by engaging non-European staff to fill the 
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gaps. A c ·onsiderable number of nursing assistants, both male and 

female, were therefore used in South African mental hospitals. These 

non-Europeans in European wards did primarily the domestic part of 

the nurses' work and did not, except in emergencies, come in direct 

nu3:s ing relationship with patients. Even so there were at times out-

cries against the use of non-Europeans from_ the more "apartheid"-

minded patients and relatives. These complainers appeared to forget 

that in their own homes they did not object to non-Europeans caring for 

their children and doing other intimate domestic services for them 
\. 

I 

(Minde, 1953 ). 

In the non-European wards extensive use was made of non-

European nursing assistants • . La~ge native wards holding anything up 

to two hundred patients frequently had to be run by a European sister and 

two or three European nurses with the help of a number of native nurs

ing assistants. 

The female nursi_ng assistants did not need to take qualifying 

tests, but the males took two elementary oral tests of a very low 

standard. These amounted only to a knowledge of elementary first 

aid and hygiene, and the ability to cope with some common emergencies. 

On the clinical side the ability to COl;lnt the pulse rate and read a thermo-

meter is about all that was ~xpected from the candidates. Instruction 
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was given by European staff members, and candidates were tested by 

senior medical staff members. If successful, they obtained a raise 

in pay. 

Minde predicted that it would be a long time before staff short

ages in South African mental hospitals would be overcome and that a 

reservoir of trained and qualified non-European staf~ who could nurse 

patients of their own race would help materially to solve this problem 

(Minde, 1953 ). Successive governments have recognized this and · 

accepted in principle the desirability of training non-European mental 

nurses. The Report of the Mental Hospitals Departmental Committee 

in 1937 recommended that ''an organized endeavor be made tC? obtain 

educated non-European males and fem~les for training in the care of 

mental patients" (Report, 1937). Since 1940 the South African 

Trained Nurses I Association has concurred in this recommendation; 

and according to Searle the South African Nursing Council added its 

approval in 1944. 

In 1949 Dr. Gale, the Secretary for Health, reaffirmed pub

licly that it was still the policy of the Department of Health to train 

non-European mental nurses, but the 1952 Conference of Physician

Superintendents decided "that it is not desirable at .this stage to under

take the fraining of Bantu nurses, but the possibility of training Cape 
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Coloureds should be investigated" (Report, 1937). There was nothing 

in the Nursing A ct of 1944 or its later amendments preventing non

Europeans from coming onto the register of mental nurses, and the 

Nursing Council was quite prepared to admit them if they satisfied the 

necessary requirements. 

Minde, however, underlined a number of serious obstacles to 

be overcome before such registration could come to pass. The first 

was the educational standards of entrants - -Standard 6 for Europeans, 

and Standard 8 at the lowest for non-Europeans. This would mean 

differentiation and raise difficulties. 

But even if this difficulty were to be overcome, the actual 

training would raise others. Training could be carried out in a non

European institution only if such differentiation were to be observed. 

A mixed hospital would necessitate double homes for nurses and double 

sets of lectures. The -duty lists would be highly complicated; there 

would be clashes in the s~ ocial sphere, difficulties in arranging adequate 

recreational facilities for the staff, and endless other administrative 

difficulties. 

Such a policy leaves only the Tower Hospital at Fort Beaufort 

and the Kowie Hospital at Port Alfred as possible training schools for 

non-E1:1ropean nurses. The objection to the former is that it is too 
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large, with close to 2,500 patients. This would require too many 

non-European student nurses to commence with if the whole institution 

were to go over to the new system. If it were begun in only a few 

wards, then the situation would be exactly the same as it is presently 

in ~ "mixed 11 institution. 

· Prior to June, 193 7, the training of both mental nurses and 

nurses for mental defectives lasted three years. After 1937 the 

courses lasted three and a half years. In 1959 the course for nurses 

for· mental defectives was reduced to three years and students were 

required to undergo practical training for at least forty hours per week. 

Since 1961 the course in mental nursing has also been reduced to three 

years 1_ duration. 

Fr om the inception of a training scheme until the end of the 

last century, the training of mental nurses and nurses for mental defec

tives has been merely an incidental activity in the management of hos -

pitals for the mentally ,ill. According to Searle, the South African 

Trained Nurses 1 Association and its successor, as well as the South 

African Nursing Council, have made recommendations to the controling 

authorities of the Mental Service that a registered nurse should be 

designated, in terms of the Council's rules, as the person in charge of 

training schools for mental nurses and for nurses for mental defectives, 
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as is the case with general nurses. To date the physician-

superintendent of the hospital concerned has always been designated 

as the person in charge of such a school, and the concept of placing a 

nurse in charge of the training of nurses has been vigorously opposed 

by these medical practitioners. They have argued that nurses in the 

mental nursing service were not competent to perform such an admin

istrative function and that such a step would detract from the status and 

authority of the physician-superintendent (1965, p. 314). 

A common handbook for the preliminary examinat,ion and a 

handbook for the final examination constituted the sum total of the litera

ture available to students unless they were e·nterprising enough to 

purchase additional reference books. Modern methods of teaching and 

administration of a nursing education center were non-existent, since 

none of the persons concerned with the teaching program have had any 

preparation in the theory and method of teaching, in nursing school 

administration, or in t1;-e principles a.nd practices of nursing education. 

The system of training was purely an apprenticeship. No posts for 

student nurses as such existed, and students were appointed against 

vacant posts of mental nurses. As a r ·es ult, the nurse might be in the 

hospital for month~ before a sufficient number of students was gathered 

to form a' class (Searle, 1965, p. 316). 
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In he.r study Searle revealed the fact that many school gradu

ates with a good education bypassed the mental nursing service as a 

career. The standard of admission to training which had been set by 

the South African Medical Council at Standard 7 (nine years of school

ing) was accordingly lower to Standard 6. Even this did not serve to 

retain nurses in the service. 

The few student mental nurses who were registered with the 

South African Nursing Council during 1952-1960 had a low educational 

level. In fact, the majority of the White student nurses had an educa

tional level below Standard 8; the percentage of persons with the Standard 

10 qualification or better was insignificant. From this small group of 

Stan.dard 10 student nurses came the future matrons and sister tutors 

for the mental nursing service. The number, however, was totally 

insufficient to meet staffing needs and could not possibly provide for 

the expanding services .which were a feature of the 1960 period (Searle, 

196 5 ). 

In April, 1954, the South African Nursing Council promulgated 

regulations for the training of psychiatric nurses. This course com

bined the training of mental nurses and nurses for mental defectives. 

The curriculum was much more comprehensive than that of the existing 
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courses, and due emphasis was given to the social sciences which 

are basic to a proper understanding of psychiatric nursing. 

The twentieth century has seen no progress in psychiatric 

nursing education. On the contrary, the general standard of educa-

tion of entrants since the 1900's has deteriorated, there being, how-

ever, slight signs of improvement in recent .years. During the last 

decade the South African Nursing Council has continuously pointed out 

/ 

the low standard of education of entrants to the profession to responsi-

ble authorities. It has decried such things as the student's inability 

to study without proper guidance, the student's· inability to write, the 

student's failure to receive strong teaching leadership, and the 

student's need for trained sister tutors (Searle, 1965). 

The Council has recommended the establishment of a central 

training college for mental nurses, the training of auxiliary personnel 

for custodial duties, the creation of a senior nursing post in the Depart-

ment of Health to promo~e the training of mental nurses, the provision 

of bursaries and other study facilities to enable registered -mental 

nurses to equip themselves for more advanced levels of service, par

ticularly in the nursing education, nursing administration, and domici

liary mental health fields. Searle wrote, however, that no progress 

has been made up until 1965 .• 
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With the -increased number of patients needing psychiatric

assistance outside the mental hospital, general nurses need to have 

some knowledge of providing nursing care for non-certifiable psychia

tric conditions and for neurological disorders. In 1952 the South 

African Nursing Council prescribed a one-year course of training lead-:-

ing to a certificate in psychiatric and neurological n~rsing. This cer-

tificate is now recognized as an additional qualification. The course 

was pioneered at Tara Hospital, Johannesburg, and is the . only one of 

its kind in South Africa. 

In additio·n to the contribution which nurses holding the quali

fication have made in the field of mental health, it has served to make 

general nurses aware of their responsibilities in the mental health 

field. This has been because of the leadership of the matron of Tara 

Hospital, Miss Marwick, and the patient-health education techniques 

of the Superintendent, Dr. Moross. 

Other than a few_ general nurses who were also registered as 

mental nurses and who held qualifications as general sister tutors, 

there were no mental nurses qualified as a sister tutor in mental nurs~ 

ing in 1965. To meet this deficiency, the University of Pretoria had 

instituted a Diplom~ in Mental Nursing Course in 1953; but up until 

1965 no mental nurse had taken the course, perhaps because the 
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overall educational standard of mental nurses was too low for admis -

sion to/ such a course (Searle, 1965). 

Local authorities realized that mental health should become 

an integral part of public health. Qualified health visitors in one area 

(Johannesburg) have a forty-eight-hour course to fit them more_ ade

quately to meet the problems in social and mental health with which 

they deal in their daily work. 

In ari article published in 1959, Marwick ind_icated that of the 

ten mental hospitals in South Africa, only one was not used for nurse 

training. One hospital--Fort Beaufort--had only non-White patients, 

and student nurses were required to have six months' experience in 

nursing White patients before- they could take their final exan:iination. 

The remaining eight mental hospitals had White and non-White patients. 

The training of nurses for the care of mentally deficient patients was 

with White patients only, ·for there are no beds available for non-White 

mental defectives. 

Apart from the post.-basic course in psychiatric and neurolo

gical nursing previously mentioned, Tara Hospital offers nurse training 

as follows: 

1. a three-month affiliation for student general nurses, 

2. post-certificate experience for heatth visitors, 
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3. a course in human relations and a two-weeks 1 experience 

for students for the Diploma in Hospital Administration, and 

4. two weeks 1 experience for students for the Certificate of 

Clinical Administration and Instruction as well as in-service training 

groups. 

Training for registration as mental nurses, nurses for mental 

defectives, and psychiatric and neurological nursing is available to 

male and fen1ale White nurses. The training of Colored mental nurses 

was commenced at the Valkenberg Hospital in the Cape Province in 

1958, and training of native mental nurses commenced in 1959. 

Marwick felt that the training of non-White mental nurses would 

reduce the serious shortage by relieving the White nurses employed at 

that time for the twelve thousand odd non-White patients accommodated 

in South African mental hospitals. She felt also that it was important 

for mentally ill persons to be cared for by professional staff with an 

understanding of the la1:guage and of the cultural background of the 

patient; for such reasons the need for the training of non-White mental 

nurses \.Vas urgent. The training of non-White nurses to care for 

mental defectives could not be considered until accommodation was 

made available for non-White defective persons. 
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The shortage of nurses is a national and an international 

problem; the shortage of nurses for the mentally ill has been the most 

acute, and the reasons for this need to be considered if the situation 

is to be improved. Marwick wrote that the shortage is associated with 

the prejudice and stigma associated with mental illness throughout the 

ages. Only very slowly is this prejudice being redu~ed in the face of 

modern psychiatry which results in many of the mentally ill returning 

as useful working members of the community. The practice of build

ing large (one thousand to two thousand beds) mental hospitals some 

distance from the community has isolated not only the patients, but 

also the staff, from the community and has made recruitment_of nurses 

difficult. The lack of facilities for training non-White nurses has been 

stated. The lack of avenues for promotion and the hospital rules which 

made it impossible for some married women to continue work have all 

played their part. One fa·ctor has had a profound effect on the shortage, 

producing a situation in which the status needs of the nurses could not , 

be met: this was the lowering of the standard of education from Standard 

8 to Standard 6. Whereas previously, the preliminary examination of. 

both groups was considered to be of equal status, full credit on a 

reduction of training being given to mental nurses doing a general 
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training and vice versa, such credit no longer exists for the mental 

trained nurse with a Standard 6' standard of education. 

Marwick clearly indicated that it was the responsibility of the 

Union Department of Health to train nurses to meet the needs of the 

me1:1tal hospitals and the institutions for mental defectives uncle~ their 

care. The training as it existed was probably adequate for that pur

pose; but Marwick felt that unless it was a training which gave status 

and freedom to move into other areas of work and gave opportunities 

for advancement to those with ability and initiative, it was unlikely to 

attract sufficient people of the caliber required to meet the developing 

needs of the mental health services of the country. 

In December, 1962, a post for a senior male and feµiale · 

nurse to work in the State Department of Health was advertised--such 

members to take responsibility for nursing development. It was hoped 

that this would be a means of speeding progress. A departmental 

committee of inqti.iry was held during 1961 and 1962; it resulted partly 
, 

from the concern expressed .by the South African Nursing Council 

regarding the paucity of recruits and the high waste of the students 

recruited for mental nursing and nursing of mental defectives (Mar-

wick, 1963 ). 
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In ·1962, the South African Nursing Council gave credit for the 

Certificate in Psychiatric and Neurological Nursing to the extent that 

a person holding this qualification could do the mental nursing course 

in nine months instead of in eighteen months to two years for the 

ger:ieral trained nurse. The South African Nursing Council agreed also 

that Tara Hospital was competent to offer a psychiatric affiliation 

with three months in the basic nursing training. 

Fortunately much foresight was shown by the South African 

Nursing Council, and a syllabus combining both mental and mental 

defective nursing was instituted to replace the ·previous two courses. 

The "new" psychiatric course promulgated in 1965 placed the training 

of state hospital and institution nur.s es on a par with the standards for 

general nurses for the first time. R oscher (1972) stated that the 

tables had turned with a new era dawning for psychiatric nursing. At 

this stage Miss Marwick was appointed at the Head Office of the Depart

ment of Health as Organizer for Psychiatric Nursing Services. She 

realized that with the introduction of the Psychiatric Nurses I Register 

of the South African Nursing Council and the raising of standards for 

future nurses, something had to be done for the existing trained nursing 

personnel. 
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The South African Nursing Council introduced special short 

courses of ten weeks' duration in mental defective nursing and fourteen 

weeks in mental nursing respectively for nurses who already held the 

Certificate for Mental Nursing or for Mental Defective Nursing. These 

short courses also included social and community aspects and were 

offered at various state hospitals. They wer_e invaluable in up-dating 

the skills of nurses who had trained many years previously; they served 

also to narrow the gap between the already trained nurses and those 

training under the new psychiatric syllabus. With very few exceptions 

the "old" staff nurses became registrable as Psychiatric Nurses with 

the South African Nursing Council (Roscher, 1972). 

The first seven trained tutqrs qualified at Pretoria University 

in 1966. The ranks of the tutors have not been reinforced to meet the 

demands. At present there are sixteen qualified tutors to staff the 

twelve training schools. The Psychiatric Nurse Instructors course 

was introduced in 1967 as _a one-year, post-basic course by the South 

African :Nursing Council for psychiatric nurses. These instructors 

are invaluable at various levels: fourteen of them assist in the lecture 

room; a few have merged as matrons and head nurses; it also serves 

as a preparatory course for the univ~rsity Diploma in Nursing Educa

tion and Diploma in Nursing .Administration courses (Roscher, 1972). 
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Attention was then focused on the head nurses and matrons, 

and in-service courses were introduced in 1968 to equip them for 

their more demanding tasks. Assistance was given also by the educa

tion section of the Public Service Commission, by the State Health 

Head, Office, and by the nursing and administration staff. 

Following this, Roscher cited all the improvements possible 

since the reorganization of the Department of Health in 1969 and the 

appointment of a Directress of Nursing Services and three Senior 

Nursing personnel for psychiatric nursing services and education. 

-The resultant structure was one of the most important improvements: 

more senior posts were created, and the most senior nursing posts in 

the hospitals could not be held by either a male or female dep~nding 

on qualifications and suitability of pers onal_ity. This had a unifying 

effect. 

The ava~lability of nursing courses for psychiatric nurses can 

be seen as another impo
1

rtant step. A decision by the Coordinating 

Council _has made it possible for psychiatric nurses to take their 

general nurse training in Provincial Hospitals while on special 

leave on full salary. The reverse is also possible, with a general 

nurse being given special leave to take her psychiatric training in a 

State H~spital, again on full salary. Many other opportunities for 
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further studies are available to nurses. The following courses can 

be taken on full salary from State Health: 

1. Psychiatric Instructor's Course, 

2. Diploma in Nursing Education, 

3. Diploma in Nursing Administration, and 

4. Ten male student nurses can commence a B. Soc. Sc. 

degree at the University of the Orange Free State annually. 

As an ardent advocate for integration of general and psychia

tric services, Roscher's (1972) basic philosophy is that mental illness 

should be dealt with in the same organizational administrative and pro

fessional framework as is physical illness. There .should be a move 

away from segregation and · toward integration of psychiatric services 

with other medical services. 

The biggest breakthrough and progress in this direction has 

come through the various universities. Several universities are 

incorporating psychia,tric nursing in their degree programs and 

have assisted through this _ venu~ in giving · a status to psychiatric 

nursing. The University of Pretoria has had three groups of 

students qualifying as psychiatric nurses at Weskoppies Hospital. 

According to Roscher, these students went to work in the male wards and 

broke down many barrier's; with many changes taking place since then. 
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The students from the Potchefstroom University affiliat'e with 

Tara H. Morass Center, Sterkfontein Hospital, and Witrand for full 

psychiatric training. . The University of the Orange Free State has 

fully integrated psychiatric nursing in its degree program as well as 

for its diploma students, thus realizing the ideal of a truly fully inte-. 

grated program. The students of Natal University _achieve their inte -

gration by spending two weeks at a nearby State psychiatric hospital. · 

Reflecting on major developments in general nursing education, 

one has to emphasize that the first baccalaureate-degree course in 

nursing in South Africa was introduced by the University of Pretoria in 

1955. The first students enrolled in 1956. Before the establishment 

of Chairs of Nursing, the university courses for nurses were run by the 

faculties of Arts and Science of the universities because other faculties 

did not look upon nursing as an academic discipline (Bauman, 1973 ). 

After ten years of proving itself, the nursing program was transferred 

into the Faculty of Medi~ine, ·and the degree title at the University of 
·~ 

Pretoria was changed from B.A. Nursing to Baccalaureas Curatonis-

in order to designate the healing function of the nurse in full partner-. 

ship with the medical practitioner on the health team (Searle, 1969). 

Between 1966 and 1969, five other universities established 

integrated baccalaureate nursing programs. Of the six programs, 
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two are situated in English-language universities and four in univer

sities that use Afrikaans. All students in any university take one or 

both of these languages. Also unique to the university system of 

South Africa, of which nursing is an integral part, is the requirement 

of two majors for the degree. Following this development, dif~erent 

courses have been introduced at the university level for the psychiatric 

nurse, e.g., the B. Cur. I et a and the Sister Tutor Diploma. These 

courses have been described under the section entitled "Pioneers. 11 

As a result of all these developments the Republic of South 

Africa now has two types of nurses converging on the Master's level: 

one is the nurse with the B. Cur. degree (B.A. or B.Sc. Nursing at 

other universities) who has · a master's in psychiatric nursing or a 

teacher's diploma with emphasis on psych_iatric nursing. The other 

one is the general- or psychiatric-trained ·nurse who has completed 

the B. Cur. I et~ (Searle, 1974). 

The University of Pretoria will enroll the first students for 

the ma$ter 1 s degree in psychiatr~c nursing in 1975. To be eligible, 

a person must be registered for general and psychiatric nursing. It 

is also mandatory that she have a sister tutor diploma. This course 

will be two and a half years in duration, and much of the work in this 

course will be done in the area of clinical psychology (Searle, 1974). 
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The course will entail seminars, lectures, clinical discussions, 

demonstrations, practical training, and observation. Examination 

will be written, and the student will have to write a thesis (Yearbook, 

1974-75). This degree differs slightly from the Master's Degree in 

Psychiatric Nursing at the University of the Orange Free State. The 

first students enrolled in 1973. Students do. not have to have a diploma 

in teaching because the teaching component is integrated in the course. 

The course includes the following: 

1. The major: psychiatric nursing; 

2. Basic subjects; and 

a. Ethics, nursing, including nursing s ·ociology, history . 

of nursing, -and the dynamics of professional practice, 

b. Physiology: Capita Selecta, 

c. Anatomy: Capita Selecta, 

d. Principles of Nursing Administration and Nursing 

education, and 

e. Educational psychology and dydactics of nursing 

education 

3. Thesis. 

According to Profess or Searle, the South African Nursing 

Council has allowed an elective in psychiatric nursing within its general 
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diploma course for years, but only a few of the hospital schools made 

use of this. Profe.ssor Searle feels that psychiatric nursing education 

should be compulsory in these courses but practical problems have 

· prevented it. It would be impossible to give the vast number of 

students the experience in psychiatric nursing. Such a practice is 

further hindered by the distance between schools and hospit_als. 

Bantu mental nurses have been trained only since 1959., and 

the first psychiatric nurse who qualified was from Fort Beaufort in 1966. 

Bantu psychiatric nurse students enrolled in 1973 for the first time at 

the University of Natal and the University of the North, Sowenga, for 

the Diploma in Nursing Education. Bantu matrons, R oscher ~oncluded, 

are functioning well in the two Bantu Homeland hospitals - -Madadeni and 

Bophelong. 

Professor Searle stated that there is no difference whatsoever 

in the training of the Bantu and the Colored in the Republic of South 

Africa. The Universi~y of Western Cape has a B.A. Nursing degree. 

It does not make provision for th~ psychiatric component yet, but it 

will be implemented as an elective. It does, however, have a diploma 

in Nursing Education in which the student can do a depth study in psy

chiatric nursing. 
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The University of the North has a B. Cur. I et a degree wherein 

students can do a depth study in the teaching of the subject in the 

degree, and in the administrati_on of the clinical field. Also offered 

is a diploma in nursing education in which students -can do a depth study 

in th_e elective for teaching of the subject. The universities of Zululand, 

Fort Haire, and Westville will all have integrated programs in 1976. 

The University of Natal has the diploma in Nursing Education where 

students can do a depth study. 

The master's degree has opened the door to the doctoral. 

This will be a pure research degree which entails no course work. 

The student will be examined about the dissertation as well as about all 

other components leading to the subject matter (Yearbook, 1974-75). 

As the first students for the master's degree in Psychiatric Nursing 

have enrolled only in 1973, nobody has yet been eligible for the doc

toral. 

Professor Searle (1974) revealed the fact that because the 

Republi~ ofSotith Africa was slow with the establishment of nursing 

degrees for the registered nurse, nurses were lost to other professions. 

For example, some of the nurses obtained degrees through the 

University of South Africa and went into clinical psychology. 
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Although baccalaureate nursing education is relatively new 

in the Republic of South Africa, it possesses good leadership, well

equipped educational institutions, and for the most part ample clinical 

facilities. The degree programs should appear attractive to many of 

the_ young nurses. As in some other countries, the educational institu

tions must still depend on sister tutors and/ or ward sisters in the 

clinical setting because of the lack of prepared faculty. South Africa 

already has one well-established graduate program in nursing with two 

others in clinical specialty areas in the beginning stages. The ability 

to attract prepared faculty and _students and the sound development of 

nursing curricula at the degree level is encouraging (Bauman, 1973 ). 

Pioneers 

Throughout the history of the ages, as today, there have 

been multitudinous theories of treatment for the mentally ill. But all 

these developments wo':ld have had little influence on the psychiatric 

nursing profession had it not been .for the pioneer work of specific men 

and women who contributed all their zeal and effort to the care of the 

mentally ill. 
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United States of America 

In the United States some splendid names splash brilliantly 

across the pages. Some are known scarcely _at all, such as that. of 

Dr. Zeller, who in 1902 at the Peoria State Hospital in Illinois oper

ated a completely 11 open-door'' hospital (Ridenour, 1902). Other 

names such as Benjamin Rush, Thomas Kirkbride, Clifford Beers, 

and Dorothea Dix have vivid stories behind them. There were other 

admirable leaders in the fight for the mentally ill during the long 

period before the mental hygiene movement began to take place. Their 

fine stories have been supremely well told in The Mentally Ill in 

America by Albert Deutch. 

Dorothea Lynda Dix 

Conditions regarding caring for the mentally ill in America 

deteriorated untii 1840 when a remarkable woman Dorothea Lynda Dix 

( 1802-1887) brought them to the attention of a shocked nation and 

beca1:11e chief crusader for more humane treatment of the mentally ill. 

Miss Dix, a retired school teacher, then thirty-nine years of age, 

consented to conduct a Sunday school class among the women inmates 

of the East Cambridge Jail, Massachusetts. She was shocked to find 

persons locked in unheated cells. Convinced that other jails through~ 

out Massachusetts must also contain many insane who were doubtless 
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neglected and abused, Miss Dix was determined to so arouse public 

opinion that suitable provisions for the mentally ill would b _e made. 

During the next two years she visited every almshouse, workhouse, 

and prison in the state. Based on her observations, she presented a 

sta~ement of the conditions she had found to the Massachusetts Legisla-

ture in 1843. Attached was a petition for their relief. This statement 

now occupies a notable place in the history of the care and treatment of 

mental illness. 

Miss Dix then proceeded to persuade other states to adopt her 

ideals and suggestions. She pressed the State of New Jersey into build

ing a State Insane Asylum at Trenton and then carried her pleas for 

better housing of the insane throughout every state east of the Rocky 

Mountains. She so aroused the public conscience that millions of dol

lars were raised to build suitable hospitals, and twenty states responded 

directly to her appeals. She also played an important role in the found-

ing of St, Elizabeth's Hospital in Washington. 

She did not stop with these accomplishments. Miss Dix 

directed the opening of two large institutions in Canada and completely 

reformed the asylum system in Scotland and several other foreign 

countries. A !though she was not formally trained as a nurse, she 

rounded out a most amazing career by organizing the nursing forces 
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of the Northern armies during the Civil War. A resolution pres'ent
1

ed 

by the United States Congress in 1901 characterized her as "among 

the noblest examples of humanity in all history" (Deutch, 1949; 

Marshall, _ 1937; Manfreda, 1964; Browne, 1969). 

Clifford Beers 

Any survey, even brief, of the history of American Psychiatry 

must include the name of Clifford Beers ( 1876-1943 ). The stimulus 

for promoting mental health, the impetus for what has now become the 

Mental Hygiene Movement, came not from a psychiatrist but from a 

patient. 

In 1900 a young business man, Clifford Beers, a graduate of 

Yale University, suffered a mental breakdown so complete that he spent 

three years in mental hospitals, and thus had an opportunity to experi

ence the brutality practiced against violent and disturbed patients by 

many attendants and condoned by some hospital physicians. 

Beers I manic'-depressive psychosis began in his late teens 

with the obsessive fear that he would develop epilepsy (an older 

brother had been diagnosed as having e_pilepsy but actually died of a 

brain tumor). In his early twenties Beers attempted suicide by drop

ping from his fourth-story-bedroom window and was thereafter 
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institutionalized with the delusion that he had been arrested and was 

being tried for his · 11 crime. 11 

He was choked and throwri about at various times and kept in 

prison-like cells in a painfully uncomfortable straight jacket. He 

spent twenty-one successive nights and parts ·of the intervening days 

thus physically bound. His capacity to provoke and take punishment 

was as incredible as his method for doing so. He was · determined to 

gather evidence about the abuse and neglect that existed in hospitals in 

order to correct such conditions and launch a reform. He informed 

his keepers of his plan and warned them that he would overthrow the 

system and put them in jail. He did succeed ingeniously in eyading · 

censorship and in getting to the Governor of Connecticut a four-thousand

word letter written in India Ink on thirty-two sheets of heavy drawing 

paper. Beers wrote {1908, pp. 198-199), 

I have decided to devote the next few years of my 
life to correcting abuses now in existence in every asylum 
in this country. ~ know ·how these abuses can be corrected 
and I intend--later on when I understand the subject better-
to draw up a Bill of Rights for the Insane. Every state 
in the Union will pass it because it will be founded on the 
Golden Rule. I am desirous of having the cooperation of 

• the Governor of Connecticut, but if my plans do not appeal 
to him, I shall deal directly with his only superior, the 
President of the United States. When Theodore Roose
velt hears my story, his blood will boil. • • • 

Nothing much came of this first wild shot, fired from within a. 

State Hospital; but finally Beers was pardoned and later discharged. 
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He got his Wall Street job back and spent several years writing an 

account of his experiences in the form nf an autobiography A Mind that 

Found Itself. This vivid and convincing record, published in 1908, 

has become a classic in the literature of social reform. 

Taking advantage of the strong surge of sympathy for t}:le men

tally disabled aroused by the publication of his book, Beers, aided by 

William James, Professor of Psychology at Harvard University, by 

Dr. Adolf Meyer of John Hopkins University, and by Dr. William 

Welch, Professor of Pathology at the same university, organized and 

launched a movement for the enlightenment of the public concerning 

mental disabilities and the promotion of mental health which became the 

Mental Hygiene Movement. In 1909 he founded the National Association 

for Mental Health, a nation-wide organization of laymen and professional 

people, for in:proving psychiatric care and for educating the public 

about emotional illness .. 

The preventio~,. early detection, and acceptance of prompt 

psychia_tric care has been advocated. The public has developed a 

greater acceptance of this illness as one of the illnesses of the body 

rather than as an isolated primitive illness of which one is ashamed 

(Beers, 1908; De.b.tsch, 1937; Schneck, 1960; Zilboorg, 1943). 
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Hospital Pioneers 

Benjamin Rush (1745-1813 ), who is considered the father of 

American psychiatry, had been influenced by his early medical training 

in Edinburgh, where he studied before he became a professor of chem

ist.ry and of medicine at the Philadelphia College. As one of the men 

who signed the Declaration of Independence, .Rush was interested in all 

kinds of social reforms. He introduced new methods based on moral 

treatment at the Pennsylvania Hospital. However, in his book 

Medical Inquiries and Observations upon the Diseases of the Mind, 

which was published in 1812 (and remained the only American textbook . 

on psychiatry until the end of the century), Rush reaffirmed his belief 

in the therapeutic efficacy of purgatives, emetics, and bloodletting, 

as well as in the "tranquilizer," a special chair in which agitated 

patients were ., seated, tied down, and then suspended in mid-air. 

More directly dependent on the new moral treatment were a 

number of small private. mental hospitals which were established in this 

country early in the nineteenth century. These included the McClean 

Asylum in lv.tassachusetts, which was founded in 1818 under the super

vision of Rufus Wyman; Bloomingdale Asylum in New York City (1821), 

under Thomas Eddy; and the Hartford Retreat in Connecticut (1824), 

under Eli Todd. Furthertn.ore, during the third and fourth de~ades of 



193 

the century, ten state institutions were opened, the most important of 

which were the State Lunatic Hospital at Worcester~ Massachusetts, in 

1833 under Samuel Woodward; the Pennsylvania Hospital for the Insane 1 

at Frankfurt, Pennsylvania, in 1841, under Thomas Kirkbride; and the 

New York State Hospital at Utica in 1843, under Amariah Brighham. 

These three men, together with ten others, .were the "Original 

Thirteen" who constituted the Association of Medical Superintendents 

of American Institutions for the Insane which was founded in 1844 and, 

as such, represents the oldest medical society in this country. During 

the same year the American Journal of Insanity, currently known as the 

American Journal of Psychiatry, was founded. 

Of the "Original Thirteen," Isaac Ray ( 1807-1881) achieved 

pre-eminence on the basis of his Treatise on Medical Jurisprudence of 

Insanity, published in 1837, which has remained a classic in the field. 

Thomas Kirkbride 1s (1809-1883) fame derived from a manuel he pub

lished in 1854 on the co~structfon and organization of hospitals for the 

insane in which he advocated treatment of a maximum of 250 patients 

at any given time in any· given hospital. In fact, the optimistic view 

of this treatment modality became so prevalent, especially at_the 

Worcester State Hospital, that it gave rise to the s o-c_alled "cult of 

curability," a concept which was strongly opposed by Pliney Earle of 
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the Bloomingdale Asylum (A. P.A., 1944; Dain, 1964; Deutch, 1937; 

Zilboorg, 1941). 

Dr. Hildegard Peplau 

The accomplishments of Dr. Hildegard Peplau are numerous 

- and well known. Her vita indicates that she has been a pioneer · in the 

area of psychiatric-mental health nursing. In addition to having 

obtained her Ed. D. in curriculum development, Dr. Peplau also 

received a Certificate in Psychoanalysis Applied for Teachers from 

the William Alanson White Institute in New York City. She was the 

first psychiatric nurse to enter private practice over thirty-five years . 

ago. From then until the present her pioneering efforts have met with 

national and international acclaim. 

She is perhaps best known for her work in the fie'id of educa

tion. From 1948 to 1953, she was an Instructor and Director of the 

Advanced Program in Psychiatric Nursing and an Instructor in Nursing 

Education at Teacher's College, Columbia University, New York City. 

Following this she was employed ·by the National League for Nursing and 

developed a "blue print study" of the desirable functions and qualifica

tions of psychiatric nursing. From 1954 to date she has been a faculty 

member of the College of Nursing at Rutgers University. She has 

moved· from the rank of instructor to that of professor. At Rutgers 
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she has been Director of the Department and Chairman of the Depart

ment of Psychiatric Nursing. She has been noted for her a}?ility to 

conceptualize behavior, to organize data about it, and to plan interven

tions and evaluations. Through this process she has been a most 

influ_ential person in developing theory in her area of clinical exper-

tise (A.N.A., 1974, p. 7). 

Her publications are numerous. Her book Interpersonal 

Relations in Nursing, published by G. P. Putnam's Sons, New York, 

1952, was a landmark in the field of psychiatric nursing. This and 

other publications identified in her curriculum vita clearly indicate her 

high level of scholarship. From 1942 to 1969, a total of forty-three 

different articles an!l papers were published. In addition she contri

buted to eight other publications and is responsible for seven book 

reviews and i:esearch reports. She has published a total of four com

plete books and pamphlets as well as having ,written the forewords to 

two books. Her editoria,l statements are numerous. · 

Honors have frequently been bestowed upon Dr. Peplau. She 

was elected to Alpha Tau Delta and Sigma Theta Tau, and she received 

the Alumni Achievement Award in Nursing Practice and Nursing 

Education from the Alumni Association of the Department of Nursing 

Education at Teacher's College in 1969. In 1970, she was elected 
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president of the American Nurses I Association, and she was also , 

awarded an honorary Doctor of Science Degree from A 1£red University. 

In 1972 she was given an _honorary Doctor of Science Degree from 

Boston College. In 1973 she was the recipient of the Linda Richard's 

Award from the National League for Nursing. In 1974 she received 

the honorary membership award of the American Nurses I Association 

and also in 1974 the McManus Medal from Teacher's College, Colum

bia University. 

She has conducted numerous psychiatric nursing workshops 

throughout the United States and has been a consultant to the World 

Health Organization, to numerous national committees, to McGill Uni

versity in Montreal, and to the U.S. Air Force. In addition, she has 

been an external examiner for the Department of Nursing at the Uni-

. versity of Ibadan, Nigeria. In 1969, she was temporary advisor to 

the Pan American Health Association Workshop for Psychiatric-Public 

Health Administrators in. Latin American countries. 

She is a member in good standing of the American· Nurses' 

Association. During a period of crisis in the organization, from Sep

tember of 1969 to May of 1970, she served as its Executive Director. 

She has alsu served on numerous ·committees which have advanced psy

chiatric nursing such as being a consultant.to the National Institute of 
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Mental Health Training Committees and numerous other National 

League for Nursing and American Nurses' Association committees. 

. Of special importance are her activities as a member of the 

Division of Psychiatric-Mental Health Nurs_ing· P~actice of the American 

Nurses' Association. She has served as Chairman of the American 

Nurses I Association Committee on Interrelations and as Chairman of 

the American Nurses' Association Division of Psychiatric-Mental 

Nursing Practice, as well as being a member of the American Nurses' 

Association Congress on Nursing Practice. She was also the American 

Nurses' Association consultant to the National Institute of Mental Health 

Advisory Council. In addition to being president of the Amer_ican 

Nurses I Association from 1970 to 1972, she was also second vice-

president of the American Nurses' Association from 1972 to 1974. 

From 1973 to 1977 she has been and will continue to be a member of 

the Board of Directors, International Council of Nurses. 

only a few of her accomp_lishments. 

These list 

Dr. Peplau1s ability to develop theory, to see far beyond 
the present both in terms of 'conceptualizing nursing prac
tice, its implementation and evaluation, have been great 
strengths which she has brought to the profession. She 
currently functions both in national. and inte.rnational arenas, 
which should allow her to continue to make a major con
tribution to the nursing profession. Since her retirement 
is at hand, hopefully even more time can be given to pub
lications and thinking through and working on the numerous 
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problems which confront our profession. · Her past cer
tainly indicates her potential. The Division of Psychiatric
Mental Health '.Nursing has every expectation that the future 
will only enhance the excellent contribution she has made 
in the past {ANA, 1974, p. 9). 

Her vita incidates that she· will have numerous opportunities 

to participate on national and international levels in carving out new 

and innovative dimensions of psychiatric-mental healt~ nursing prac

tice for professional nursing. · 

Republic of South Africa 

. Iris Irene Marwick 

Nursing was the only career Iris Marwick ever contemplated, 

and it was at Grey's Hospital, Pietermaritzburg, that she received her 

basic training and developed the interest in psychiatry which in 1934 

led to her appointment as a sister at the Fort Napier Hospital where 

she qualified as a mental nurse in 1936. She remained at this hospital 

until she was seconded to the South African Military Nursing Service in 

1941. 

Concerning her disillusionment after five years of psychiatric 

nursing, Miss Marwick has written: 

My original interest in psychiatric work was replaced 
by disillusionment, and it was Dr. Fred de Villiers who 
helped to restore my inter~st and enthusiasm in this field 
which could have withered and died. He was a kind under
standing person but with a strength born of gentleness 
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and a deep compassionfor the mentally ill. A man of 
integrity and dedication:--a worthy mentor indeed (Quoted 
from Morass, 1970, p. 4). 

It was he who drew her attention to the importance of occupatlonal 

therapy which resulted in her developing such a department in her hos-

pit?l,l, in her continued interest in the professional training of occupa-

tional therapists, and in her later appointment as the first Chairman 

of the South African Association of Occupational Therapists. 

The decline in mental nursing standards began in 1937, 

demonstrated by a serious shortage of recruits and followed later by a 

reduction in the entry standard of education. It was Miss B. G. A lex

ander who appealed to Miss Marwick to keep the Trained Nurses 1 

Association informed of developing problems, and who alm~st prophe

tically said that mental nursing, lacking leadership, would be unable to 

raise itself within itself but would look to general nursing. The 

appointment of Miss Marwick as the first Organizer of Nursing Ser

vices to the State Depa;rtment of Health in 1964 can be seen as a ful-
, 

fillment of this statement. . 

At the outbreak of World War II, Miss Marwick was appointed 

as matron of 134 Military hospital. Apart from one year (1944-1945) 

when she was in charge of a general hospital unit in Italy, she served 

at 13~ Military hospital (Moross, 1970, p. 4). 
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In the words of Miss Marwick, "it was Miss C.A. Notnard 

who decided I was able for the task of matron and opened the way for 

me to move into the neyv and exciting field of dynamic psychiatry" 

(Moross, 1974, p. 5). It was she too who contributed to the upgrading 

of ~his hospital which (as is common practice) had been graded on its 

small number of beds and not in relation to its special task. 134 

~ 

Military hospital served as the general hospital to meet the needs of 

the camp in the area but was primarily the psychiatric hospital for the 

whole of the Union Defense Force. 

The story of Tara Hospital has been told elsewhere. Its con

tribution to the development of the latent ability of Miss Marwick has 

been great; she herself says that this was her greatest learning experi

ence and enabled her as matron to run the nursing services of the hospi-

tal while contributing to the development of the basic principles of 

modern dynamic psychiatry under the guidance of the medical super

intendent, Dr. H. Moro_ss. The principles of team work, patient par-
, 

ticipation, group work, and rehabilitation--helping ·individuals to reach 

their full potential--were the basis of any success she achieved in local, 

national, or international work. 

During her period as matron at Tara (1946-1964), she was 

involved in many activities-:- -local, national and international: · 
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She inaugurated the S. African Nurs fog Council 
training for "Psychiatric and Neurological Nursing'' 
which provide'd a strong nucleus of nurses well trained 
in dynamic social psychiatry, w_ho were abs orbed into 
hospitals and community services at a national level. 

A grant from the Transvaal Provincial Adminis
tration enabled her to do a Diploma in Psychiatric Nurs
ing at the Royal College of Nursing associated with the 
University of London, in 1948 . . As the only person in 
S. Africa with this qualification she was, when _Organizer 
of Nursing Services for the State Department of Health, 
able to organize the first S. African training for a 
Diploma in Psychiatric Nursing in 1965. 

The development of a psychiatric community service 
based on Tara Hospital in which nurses play a vital role, 
brought her much satisfaction ( Moross, 1970, p. 51 ). 

The International Council of Nurses in its preparation of 

Acceptable Standards of Nursing approached the South African· Nursing 

Association for a standard on psychiatric nursing; this was prepared by 

Miss Marwick and opened the doors for international work. She 

attended the International Council of Nurses' Conference in Brazil in 

1953 a~ one of the South African delegation and was for six years a 

member of the CounciPs· Standing Committee representing psychiatric 

nursing. In 1952 Miss Marwick was recommended to and appointed 

by the International Council of Nurses to the World Federation for 

Mental Health Panel of Consultants, and later to the Executive Board 

of the World Federation for Me~tal Health representing Africa. She 

prepared a multi-professional memorandum on nursing for the World 
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Federation for Mental Health following an intensive study involvfog 

senior medical, nu1:"sing, and paramedical staff gathered fr_om general, 

mental and local authority health staff. 

In 1960 Miss Marwick participated in an international study on 

Psychological Problems in General Hospitals sponsored by the World: 

Federation for Mental Health, the International Council of Nurses, and 

the International Hospital Federation. She was appointed to the World 

Health Organization Expert Panel of Nursing in 1953 which led to her 

attending Expert Committee meetings on psychiatric nursing and mental 

health. Two assignments were carried out in the Far East: one as a 

psychiatric _nurse consultant, and one as a nurse consultant. Her 

invitation to attend the First Pan African Conference on Psychiatry was 

of deep interest. 

Throughout her career Miss Marwick had taken an active part 

in the affairs of the nu~sing profession. In 1942 she presented a 

memorandum on psychi~tric nursing for the Gluckman Commission. 

She was a member of the So~th African Nursing Council from its inau

guration in 1944 until 1965 and was elected vice-chairman in 1953. 

During the early days of the Council she and Mrs. C. Searle {now 

Professor) urged nurse leaders to include psychology applied to 

human relations and sociology in the basic training of nurses. The 
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requirement, proposed by Mrs. Searle as Director of Nursing Services 

for the Transvaal Provincial Administration, that all students for 

advanced courses in nursing attend at Tara Hospital for training did 

much to establish psychiatry's toe-hol,d in the basic training course. 

A seventeen-year struggle to induce the Department of Health 

to train non-White nurses through the South .African National Council 

for Mental Health and the National Council of Women which Miss Mar

wick spearheaded resulted in .the South African Nursing Council's per

suading the government to develop services which had lain stagnant. 

Miss Marwick, on occasion, crossed swords with the Commissioner 

for Mental Health and his superintendents on the matter of comprehen-

sive training for nurses which wou~d include psychiatry. This is now 

operating almost twenty years after it was first suggested. 

In 1949, as Chairman of the Witwatersrand Branch of the 

South African Nursing Association, she organized the non-White nurs

ing groups and trained ~hem in committee procedure. She founded 

the Psychiatric Discussion Group which ran a series of Study Days on 

Social and Mental Health. As a member of the South African Defense 

Nursing Council from 1951 to 1964 and of the Transvaal Public _Hospi

tals Advisory Council, she filled a ~ariety of roles. 
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Apart from her interest in psychiatry, which led her to train

ing, Miss Marwick's interest in the South African mental health move

ment was awakened when the late Mrs. Netta Levine, the pioneer of the 

movement, visited Pietermaritzburg to set up a Mental Health Society 

there. Miss Marwick was elected to the committee. A service dis

rupted by the war was renewed in Johannesburg in 1946 when she was 

elected to the Executive Committee of the South African National Council 

for Mental Health, of which she remained a member until 1967. 

During this period she was vice-chairman in 1965 and chairman in 1966. 

Among her many contributions to the work of the South African 

National Council for Mental Health was her proposal, which was 

accepted, that the Council run courses for health visitors in the mental 

health aspects of their work. This was in accordance with the state

ment of the World Health Organization that the most important long

term plan for mental health was the integration of mental health as an 

integral part of public health. · Tara Hospital conducted the courses 

which were of special significance since they contributed to the change 

in the course of training for public health nurses. The courses orgaI?-

ized for non-White nurses led to a series of Study Days for African pro

fessional people: nurses, social w_orkers, psychologists, teachers, 

and the like. The interest engendered and maintained in mental healt}J. 
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made this a nucleus of informed Africans who are the basis of the 

African section of the Witwate.rsrand Mental Health Society. 

She was granted· the highest honor the South African National 

Council for Mental Health grants its helpers and is an Honorary Life 

President of the Council. Other honors awarded include: The Coro-

nation Medal, 1953; The Florence Nightingale Medal, 196 3; The Tara 

Gold Medal, 1967; and Life Member of the South African Nursing 

Association, 1968. 

In 1964 Miss Marwick retired from the service of the Trans

vaal Provincial Administration and was appointed as the first Organizer 

of Nursing at the State Department of Health where she had a busy thre·e 

and a half years. Following a departmental investigation of_ nursing in 

state mental hospitals and in institutions for mental defectives, the 

awareness that all was not well made it a propitious time for an experi-

enced person to direct the necessary change. Planning new hospitals; 

planning revised cours~s of training, new courses, in-service training, 

and courses for nurse admi~istrators; and group discuss ions - -there was 

much to do. Miss Marwick's paid professional work ended appropri-

ately as matron of a new Bantu Hospital which she had helped to plan, 

proving that it was possible to put into practice--in any environment 

and with any racial group--the basic principles of psychiatry. 
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Her successor, Miss C. I. Roscher, has written as follows 

( 1972, p. 6 ): 

She was truly a pioneer-~the first nurse to be 
appointed at head office level to organize the psychiatric 
nursing services for the Department. While there, she 
initiated and implemented the following courses for nurses 
whereby psychiatric nursing was put on the map. 

Basic course for psychiatric nurses. Miss Mar
wick was a member of the South African Nursing Council 
at that time and made a great contribution to the draft
ing of this course which was implemented and introduced 
in the mental hospitals in 1965. · 

In preparing the existing trained mental and mental 
defective nurses for the psychiatric register and to make 
the new course acceptable, she organize·d special short 
courses at the various centres over the country with the 
authority of the S. African Nursing Council. These courses 
brought about a revitalisation in State hospitals for the 
mental defectives. Member:s of staff who had not received 
any additional training, were exposed to modern thinking 
in psychiatry. 

Diploma in Psychiatric Nursing. Miss Marwick 
initiated this course at head office and assisted in the 
training programme of the first group of students at the 
Pretoria University who became the first trained tutors 
for the mental ho~pital service. 

Psychiatric Nurse Instructors I Course.· On the 
authority of the S. African·_Nursing Council, Miss Mar
wick introduced this course, assisting in teaching the 
first group of 17 from various parts of the country, ~t 
Weskoppies. 

Miss Marwick made treµiendous contributions to 
the psychiatric hospital service as a whole, not only to 
nursing per se. 
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A part from her sterling contribution to psychiatric nursing, 

Miss Marwick played a prominent part in the development of other 

aspects of mental health by organizing various other short courses, 

writing memoranda, and influencing the general policies. In imple-

menting her theories and as a culmination of her nursing career, she 

opened a new large psychiatric hospital for the Zulu at Madadeni, New

castle, under the most trying and primitive conditions in October, 1967. 

She left Madadeni in April, 1968, to retire and left many lasting monu

ments behind her. 

Miss H. Nel, Organizer of District Services of the State 

Health Department, refers to Miss Marwick's effort in organizing a 

Course in Social and Mental Health for Community Workers of the Pre

toria City Healih Department in the following terms: 

During the period Miss I. I. Marwick was employed 
as Organiser of Mental Health Services by the State Health 
Department, she. arranged, in collaboration with the City 
Health Department of Pretoria, a course in Social and 
Mental Health for professional community workers, espe
cially with a view to augmenting the knowledge of public 
health nurses who qualified before 1965. It was felt that 
they were in need of instr\1ction on how to deal with social 
and mental health problems and thereby contribute valu
able services in the promotive area of health education, 
early recognition and referral of cases of illness as part 
of a sound psychiatric community service ( Moross, 1970, 
p. 6 ). 
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Miss Marwick was a person whose dedication and selfless 

elevation to duty revolutionized psychiatric nursing in South Africa and 

whose international status and acceptance has enhanced the country's , 

reputation in world nursing. Hers was one of the most illustrious 

careers in the history of South African nursing. 

Since retirement in England, Miss Marwick was honored by 

the University of Edinburgh, ·being invited to give the Nursing Mirror 

Lecture in 1969. She is an active member of the Norfolk and Norwich 

Health Society where her experience in South Africa still enables her 

to contribute to the field of work she knows best. She now lives 

happily and serenely in Norfolk, England. May her life-work remain 

fresh in the minds of future generations and at the same time encourage 

others in the directions in which s .he herself embarked. May she be 

an inspiration to every nurse (Morass, 1970; Pascoe, 1968). 

Dr. H. Morass 

Dr. H. Morass was born in Bloemfontein in 1904 and was 

educated in Grey College. He qualified in medicine at Durham Univer

sity, -England, in 1926 .and in 1927 set up general practice in Bloemfon

tein where he remained until enlisting in the South African Medical 

Corps in 1940. 
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In 1943 Dr. Moross, who was then Lt. Colonel in the South 

African Medical Corporation, became Commanding Officer of the Pot

chefstroom Military Hospital. This was a five-hundred-bed Military 

General Hospital with a large psychiatric department. It was here 

tha~ Dr. Moross envisaged a new kind of approach to the practi~e of 

psychiatry in South Africa. At the end of 1945, Tara, which was then 

a Red Cross Hospital for Plastic Surgical Cases, was taken over by 

the Transvaal Provincial Administration. The Military Hospital of 

Potchefstroom was transferred to Tara. Dr. Moross found himself in 

an ideal setting for his revolution. Tara was ideal in so many ways: 

it had the space and the beautiful grounds which could provide the per

fect therapeutic setting; and, of course, it was right inside t~e commu

nity. Dr. Moross created a new kind of hospital, and he directed the 

transition from the custodial, institutional.psychiatry to the therapeutic 

approach in South Africa (Levinson, 1972). 

In 1972, Dr. Moross was elected to the Executive Board of 

the World Fede ratio~ of Mental Health. South Africa is thus the only 

State on the African continent to have representation on this Board 

which is associated with UNESCO, WHO, and the UN Children's Fund 

(Medical Journal, 1972). 
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Dr. Moross is well known for his important contributipn-to 

psychiatric work, especially relating to general hospitals. When the 

Johannesburg General Hospital had developed its psychiatric services 

to the point where expansion was vital, Dr. Moross assumed control. 

Until the end of the last war, psychological medicine in South 

Africa was confined to the consulting room o_f individual practitioners 

or, in cases of severe mental breakdown, to the mental hospitals. 

Training facilities in the clinical field were virtually non-existent, and 

in order to specialize doctors had to go overseas for the requisite train

ing and registration. With the advent of Dr. H. Morass as the first 

superintendent of Tara, the inauguration of a program of dynamic 

psychiatry followed which, mainly _through his efforts and a devoted 

band of followers, became the center of a new attitude, not only in the 

treatment of psychiatric dis orders but al~ o in the creation of adequate 

facilities for training. Dr. Moross, from the hospitaP's inception, 

concentrated on creating a climate in which the new ideas emanating 

from Europe and America could be brought to the notice of .all personnel 

operating in the clinical field. In this way he moved from a purely 

administrative role into active interaction with his clinical staff. Out 

of this interaction emerged the Firs.t Diploma in Psychological Medicine 

in collatoration with Witwa~ersrand University; the training of"interns. 
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in Clinical Psychology, which became the model for satisfying the 

requirements of the South African M~dical and Dental Council; the 

creation of a Diploma in Psychiatric Nursing; and. the development of 

facilities for the training of Occupational therapists (Gluckman, 1969). 

His realization that a hospital is not just a statis unit for the 

treatment of pathological conditions but rather an aliye viable organ

ism, a part of the community as a whole, brought a new dimension to 

mental health in South Africa. Although still prevalent, the 11 stigma 11 

of psychological maladjustment was, in this way, ameliorated; and as 

a result the early treatment of these problems is becoming more and 

more acceptable to the lay public. Gluckman wrote that his Chairman-

ship of the South African Mental Health Society for many years was a 

symbol of his preoccupation with bringing the hospital to the community 

and the community to the hospital. This preoccupation was demon-

strated countless times by the giving of courses at the hospital for all 

persons connected with the interpersonal and mental health of our 

society: teachers, doctors, nurses., social workers, psychologists, 

psychiatrists, and industrialists. 

In the management of the patient, Dr. Moross created a new 

look in institutionalized psychiatry, giving to the patient a recognition 

that he was a -person, not just a "sick person," and that he could make 
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a contribution to his own welfare within the hospital. Patients, -

instead of being bedridden or immobilized, were active participants 

in all the activities of Tara. The emphasis was on growth and devel

opment, not merely on treatment and cure (Gluck~an, 1969). 

In his twenty-two years I administration of the hospital, Dr. 

Morass has kept alive and developed these principles, and as a mem

ber for some time of the Executive of the World Federation of Mental 

Health he was able to demonstrate to the outside world that South Africa 

was keeping well in the forefront of the fight against maladjustment 

and breakdown in our society. Administrator and innovator, Dr. 

Moros s, as_ Superintendent of Tara Hospital, has played an integral, 

vital, dynamic part in the development of mental health services in 

South Africa. 

Tara has been renamed "Tara: H. Morass Centre" by the 

Provincial Administration of Transvaal _in honor of Dr. Morass, who 

retired in 1969 (S.A. Medical Journal, 1969). 

Professor Charlotte Searle 

The history of baccalaureate nursing education in South Africa 

is not yet fifteen years old. Bauman wrote that it was not surprising, 

then, that although there have been articles written which pertain to 
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nurs mg, anything dealing specifically with higher education for nurses 

bore the name of Professor Searle. 

Professor Searle is presently Professor and Head of the Depart

ment of Nursing in the Faculty of Medicine of the University of Pretoria. 

The illustrious career of this distinguished woman is based on a broad 

professional service. Professor Searle started as a staff nurse to 

climb the ladder of success. She then became a sister, a sister tutor, 

and later Night Superintendent and Ma·tron in large hospitals in the Cape 

Province, Natal, and Transvaal. During the period 1946-1962 she 

was the Directress of Nursing Services, Department of Hospital Ser

vices, Transvaal. She was also the Education Officer Director for 

the Division of Professional Devel(?pment for the South African Nursing 

Association from 1963-1967. During this time she also lectured post

basic students at both the college and university level. 

She has a long and impressive professional record. She 

was a member of the South African Trained Nurses Association from 

1941-1944. Since ~944 she has been a member of the South African 

Nursing Association. · During this period she was also appointed to the 

first South African Nursing Council and is a member of the Board of 

Examiners of this Council. From .Tanuary, 1954, Professor Searle 

has served on the South African Medical and Dental Council on · 
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appointment by the South African Nursir1:g Council. She is a member 

of the Executive Committee of this Council and also a member of the 

Supplementary Health Services Committee. Professor Searle was 

. elected to the Board of the South African Nursing Association from 

January 16, 1961, to November 30, 1963, and again from 1969 to date. 

She was elected President of this Association during _January, 1972. 

Professor Searle is a member of the International Hospital Federation 

and has attended International Hospital Federation Congresses. She 

is a member of the Expert International Committee of hospital admin-

istration, organization, and management. She has represented the 

South African Nursing Association at an international committee on · 

research in nursing, at international congresses on midwifery and on 

health education, and at the I. C. N. Congress at Frankfurt. She has 

also been a member of the National Florence Nightingale Committee 

of South Africa from 1952-1963. 

Professor Searle has ·undertaken extensive tours in nursing 
,· 

education and hospital administration in Europe, the United States, and 

Canada. She is an active member of the South African Association of 

University Women and a member of the Defense Nursing Council. 

Professor Searle is consultant to the government on Nursing Education 

and Nursing Services and advisory member of the Nurses' Examining . 
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Board for Lesotho, Botswana, and Swaziland. She is also advisor 

to South African universities on the development of nursing education 

at the university level. She attended the International Council of 

Nurses' Congresses in 1957, 1965, 1973 and the Council of National 

Representatives in 1973. 

Since 1942 Professor Searle has been particularly concerned 

with psychiatric nursing education. She revealed in an interview that 

she was pushed into this field because of circumstances, but this is 

where her interest remained. She realized that the education of psy

chiatric nurses was in the hands of doctors who saw psychiatric nursing 

education as just a by-product of hospitalization and who were very 

antagonistic toward any such education for nurses. 

So degraded was the status of psychiatric nurses that Profes -

sor Searle during June, 1942, had to plead at a Nursing Congress for 

the male psychi~tric nurse to be allowed to be a member of the Nursing 

Association. She has played a major role in developing the nursing 

profession in South Africa. . This she has done through the improve

ment of nursing education at both basic and post-basic levels. She has 

worked tremendously to upgrade the socio-economic status of n.urses. 

Through the years Professor Searle has managed to persuade the 

Nursing Council to improve the nursing education in the psychiatric 
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field. The educational level eventually was then upgraded from -

Standard 6 to Standard 10 level. 

That there was confrontation between the general-trained 

and the psychiatric-trained nurse is well established. · The psychia

tri_c nurse was seen as the incompetent member of the profession. 

Professor Searle was responsible for the fir_st breakthrough in this 

idea when she implemented the writing of the Preliminary Examination 

in the old general and midwifery courses. Another major break

through came when she established the first Sister Tutor Diploma and 

a diploma in administration at the University of Pretoria in 195 I. 

This was the first time that psychiatric nurses were admitted to a 

university. Finishing a one-and-a-half-year course, these nurses 

were responsible for improving the education of psychiatric nurses in 

colleges. Gradually more and more general-trained nurses enrolled 

for this course. The first baccalaureate - degree course in nursing 

in South Africa was pio_neered by Professor Searle in 1955 at the Uni

versity of Pretoria. This was the B.A. Nursing course • . 

The first Chair of Nursing in South Africa was established in 

October, 1966, at the University of Pretoria, and the first professor 

appointed to the Chair was Dr. Sear.le as Head of the Department of 

Nursing. This was an hist.oric event for it was the first occasion on 
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which a South African nurse took her seat on th~ Senate of a univ-ersity. 

At the same time the original title of the degree course at the Univer

sity of Pretoria--B.A. Nursing--was changed to B. Cur. (Baccalaureas 1 

Curationis) in order to designate the healing function of the nurse in full 

partnership with the medical practitioner on the health team (Sea.rle, 

1969). Simultaneously added were magister and doctoral degrees in 

nursing. Nursing had come ·to full stature in a relatively short time 

(Bauman, 1973 ). 

Professor Searle was the first nurse to undertake research 

into the nursing field for a Master's Degree in Social Science. Follow-

ing this, Professor Searle obtained her doctorate cum laude for her · 

thesis "The History of the Development of Nursing in South Africa 

1652-1960, 11 which is an excellent source of information and widely 

used as a textbook for nurses. An article written by Professor Searle 

in 1969 traced the movement of nursing into universities. Bauman 

quoted the following pr<?nouncements with which Professor Searle 

aroused her professional peers (1970, p. 23). 

We are too inclined to bolster our courage with 
past achievements and with sentimentalism about our 
role. Cliches about the nobility of nursing will not swell 
the ranks of nurses, nor make up deficiencies in educa
tion •• 
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The restraints of inadequate professional prepara- -
tion, of professional diffidence and insecurity, of lack 
of vision and understanding of nursing's evolving role, 
which time and again retard advancement, can only be 
loosened by dynam1c leadership at every level of nurs
ing. 

For this the leaders of nursing will need courage 
and conviction to stand up to governments, to hospital 
authorities, to the medical profes_sion, and perhaps, 
above all, to members of their own profession •. 

The future is something for which one lays the foun
dation in the present and for which one plans action in · 
such a way that it will become a reality. • • • 

Knowledgeable, dedicated leaders who are thoroughly 
acquainted with the history of their course in their own 
country, who are alert to what is happening to nursing 
in other parts of the world, who present a factual well
reas oned, well-motivated case with dignity and responsi
bility, will secure the progress of nurs.ing in every country 
of the world. 

Professor Searle further implemented the B. Cur. I et a 

course for psychi~tric- and general-trained nurses in 1969. This is 

a post-registration degree for nurses who have a diploma, not a degree, 

in nursing. They take this degree in education, administration, and 

community health, including _the social science subjects. This course 

qualifies for additional registration as a tutor in these fields. In their 

third year of schooling, they can do a depth study in the field they want 

to teach. Before admission to this course, these students have to 

prove. what they know by writing a "challenge examination," deemed 
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necessary to prevent wasted time in reviewing previously learned 

material. This course has opened the door to the diploma nurse and 

has given her the opportunity to further her study on the master's 

level. The first student qualified in 1973. 

Up to 1970 the stigma regarding psychiatric nursing still 

existed among the general nurses. In that year Professor Searle 

decided that nobody would get a degree in Nursing from the University 

of Pretoria unless they did the level of psychiatric nursing which is 

essential for registration purposes. This was the beginning of the 

triple approach at the university level (general, psychiatric, and mid-

wifery). Professor Searle feels that such an approach resulted in an 

overnight change in the attitude of .the general nurse. Other universi-

ties followed soon, and more and more general nurses enrolled for 

psychiatric courses. 

Profess or Searle will enroll her first students for the mas

ter's degree in Psych,iatric Nursing in 1975. She feels students should 

be registered both as general a?d as psychiatric nurses as well as 

being competent teachers, before they can proceed with this degree. 

The Master I s degree will, of course, lead to the doctoral. Profes-

s or Searle implemented the D. Curratonis at Pretoria which is a pure 

research degree entailing no course work. 
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Professor Searle has played a vital role in the establishment 

of the Chair of Nursing at the University of the North and at the Port 

Elizabeth University. In this regard, she is still negotiating with the 

Universities of Zululand, Westville, and Fort Hare. 

ProfessorSearle 1s dedication to nursing services and espe

cially to nursing training in all its phases has enhanGed the stature of 

the riurse in South Africa. By improving_ the status of the nurse, she 

has influenced many to take up nursing as a career and to qualify in 

the various courses that today are readily available. She has served 

her profess ion and her country we 11 and continues to further the nursing 

science and to inspire women to take up .nursing as a career and to 

obtain the highest qualifications within their reach. 

Legislation 

Since the care and treatment of the mentally ill requires a 

measure of compulsion~ it is riot surprising that a considerable body of 

law has grown up dealing with care, custody and commitment. 

Changes in ideology, growth of knowledge, and subsequent public 

demands for changes resulted often in new regulation and legislation 
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United States .of America 

As early as 1850, at the fifth meeting of the Association of 

Medical Superintendents 0£ American Institutions for the Insane, Isaac 

Ray invited the attention of that body to the state of the law as it 

affE!cted the civil rights, condition, and interests of the insane. He 

also stressed the necessity of the law's modification into harmony 

with "the generally accepted doctrines of medical science 11 (quoted 

from American Journal of Insanity, 1850, p. 215). 

Thirteen years later, in 1863, a committee composed of a 

member of each state was appointed to frame a general law after thor-

ough examination of the deficiencies held to be present in the existing 

statutes of the various states. In 1868, the Association went on record 

as follows: 

The Association of Medical Superintendents of Ameri
can Institutions for the Insane, believing that certain rela
tions of the insane should be regulated by statutory enact
ments calculated to secure their rights and also the rights 
of those entruste~ with their care, or connected with them 
by ties of .relati'on or friendship, as well as to promote 
the ends of justice, and enforce the claims of our enlight
ened humanity, for this purpose recommend that the fol

lowing legal provisions be adopted by every state whose 
existing laws do not, already, satisfactorily provide for 
these great ends (Quarterly Journal of Psychiatric 
Medicine, 1869, p. 495). 
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There followed the twenty-one provisions of the "Project of a 

Law" defining the legal status of the insane., surely to be reckoned 

one of the early milestones of America_n literature. The provisions 

were finally adopted unanimously and in toto, not as intended for 

ge~eral adoption by all the states but 

• · •• as expressing the sentiment of the Association 
regarding what would be a proper law for states in which 
no law at present exists on the subject, or for states in 
which existing laws are insufficient, or not in accordance 
with the present status of mental science (Quarterly 
Journal of Psychiatric Medicine., 1869., p. 505. 

T award the close of the eighties, the ·general legal principles 

and procedural details became more or less crystallized. Despite a 

number of variations in details during the states., the problem of safe-

guarding the rights of patients and of protecting the members of the 

profession sufficiently so that they might be able to discharge their 

medical duty without too much outside interference was more or less 

uniformly solved (Zilbpor.g, 1944) • 
., 

Laws in the United States differ widely., and until the publica

tion of Mental Hygiene Laws in Brief (1941), there has been no con

venient source of information concerning legal practices with r .eference 

to the mentally ill in the various commonwealths. 
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The Willard A ct, which was proclaimed in 1865, provided 

for the removal of obviously insane pers ans from county poor-houses 

to state asylums (Zitrin, 1961 ). This event gave further impetus to 

Dorothea Dix's crusade for the creation of large institutions. Thirty 

state asylums were established shortly after this law was enacted 

(Marshall, 1937). Those patients who seemed to show signs of 

improvement were assigned to "colonies, 11 farms, and even foster 

families. A state Commission of Lunacy was established in New York 

in 1873 and later in other states. The term "asylum'' was replaced 

by "hospital. 11 Another important outcome of Dorothea Dix's work 

was that subsequent legislation dealt with the mentally ill in a. manner 

different from its treatment of the criminal elements in society. No 

other significant legislation affecting mental health was promulgated 

during the later 1800 1s. 

A new period of i'egislation related to health in general began 

with the Social Securi,ty Act of 1935. This Act marked the first engry 

of the Federal Government into the health field and established nation

wide goals and standards. More services became available to the 

individual needing them, allowing the public to more clearly define its 

needs. This marked a change in thinking of health care as a right of 

all rather than as a privilege of a few (Deloughery, 1971 ). 
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Significant legislation at the time of World War II was the 

federal funding for education, some of which continues todc1:y. It 

included monies for training in various mental health related fields. 

After World War II the Hill-Burton Act provided funds for the building 

of psychiatric units in general hos pita ls. During the fifties these units 

increased in number. 

The regimentation often seen in mental hospitals of the late 

1940 1s was disappearing. New York passed a Community Mental 

Health Act in 1954. In California money was appropriated for research 

in the State Department of Mental Hygiene for the first t:~me in 1956. 

The Short-Doyle A ct of 1957 provided state funds for communities to 

set up mental health services. 

In 1955 a survey appropriation was made by Congress to fund 

a study of the problem of mental dis order as it affects people in the 

United States, to be conducted by the Joint Commission on Mental Ill- . 

ness and Health. The .report of the Commission was published in 

1961 (~eport, 1961). Congressional authorization was given to the 

National Institute of Mental Health in 1956 for the awarding of special 

Mental Health Project grants for the development of improved methods 

of care, treatment, and rehabilitation of the mentally ill. These 

projects laid the groundwork for community-care approaches, .a concept 
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ultimately embodied in the Community Mental Health Centers Act 

of 1963. 

During the early 1950 1s the states were also beginning to 

attempt to improve their mental health offerings on their own. A 

series of community mental health acts was passed in a number of 

state legislatures to permit the use of state funds by local communities 

for construction of community treatment facilities. 

Another step forward was taken by the American Medical 

Association which established a Council on Mental Illness and Health 

in October, 1962 (AMA, 1962). In 1962 the National Commission of 

Community Health Services, Inc. was formed for the purpose of report

ing on the people I s health needs (Mattis on, 1962 ). The report of this 

commission takes into account the health needs of the nation in 1966-

1976 and suggests ways to meet these needs (Hilleboe, 1966). 

Two major legislative acts provided the pillars on which the 

bridge between theory c;nd practice of social psychiatry is being laid 
.., 

in the United States. The first, the National Menta1 Health A ct of 

1966, recognized the increasing gap between community needs and 

institutional and profes~ional resources. It provided funds for 

research, education, and facilities in state and private institutions. 

It also provided assistance· to the states for the establishment of clinics, 
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hospitals, and treatment centers for diagnosis, prevention, and treat-

ment of mental disorders. The legislation has come to be. viewed as 

the most important single development in the history of the mental 

health movement (Romano, 1967). Based upon this legislation, the 

Nattonal Institute of Mental Health was formally established in 1_949. 

It has developed into the major federal instrumentality for far-ranging 

programs in the areas of mental illness and health. 

The second major act, the Mental Retardation Facilities and 

Community Health Centers Construction A ct of 1963, as amended in 

1965, had its purpose in President Kennedy's words: 

Under this legislation, custodial mental institutions will 
be replaced by the therapeutic centers. · It should be 
possible within a decade or so to reduce the number of . 
patients in mental institutions by 50 per cent or more. 
The new law provides the tools with _which we can accom
plish this -{Evans, 1968, p. 17 ). 

Under these acts a concerted nation-wide effort has been 

made possible through federal, state, and local interaction to attack 

the increasingly. serio'us problem of persons who suffer from mental 

disorder, employing every resource of research, education, and finan-

cial incentive. Additional emphasis on the various aspects of commu

nity involvement in the prevention and care of mental dis order was given 

by the Economic Opportunity A ct and related legislation of 1964. It 

was designed to help the poor and the disadvantaged to reach their full 
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social potential and is a vital part of the revolutionary community 

mental health movement since it places full emphasis upon the preven

tion of mental dis order (Evans, 1968 ). 

Before the Federal Community Mental Health Centers Act was 

passed in 1963, twelve states had already passed acts of their own. 

The first state legislation was passed by New York in 1954, with six 

other states following by 1957: California, Connecticut, Indiana, 

Minnesota, New Jersey, and Vermont. The state laws provide for the 

sharing of costs by state and county administrations, by local people 

with consultation, regional planning, over.all state planning, and legi"s

lation to carry out plans. They provide the administrative framework 

by which local programs are planned and implemented. States also 

require minimum standards from local communities. In 1965 there 

were already two hundred communities that had begun project planning 

applications for community mental health centers (Harris, 1965 ). 

Recognizing the n~ed to provide staffing for these centers, Congress 

passed additional legislation in 1965 that authorized funds to assist in 

staffing the centers. 

Republic of South Africa 

The earliest Lunacy Laws at the Cape were concerned only with 

the property of lunatics. Minde (1974) described briefly the contents 
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of these laws: Ordinance No. 5 of 1833, amended by Ordinance No. 3 

of 1837, dealt with the management of the estates of minors and luna-

tics. Act No. 20 of 1879 provided for the "safe custody of persons 

dangerously insane," and for "care and custody of persons of unsound 

mind. 11 A cc or ding to Minde this A ct was found to be unsatisfactory, 

and in 1891 a greatly improved Lunacy Act was instituted. An 

inspector of Asylums had been appointed in August, 1889, and he com

bined his post with that of superintendent of Valkenberg Hospital. 

The Act of 1891 was again amended by Act No. 1 of 1897, 

which remained in force in the Cape Colony until some time after Union 

in 1910, being eventually replaced by the Mental Disorders Ac;:t No. 38, 

of 1916, valid for the whole Union. The 1897 Act provided for the 

admission of urgent cases for seven days on the application of a rela

tive accompanied by one medical certificate. 'the distinction between 

11 dangerous lunatics 11 and.non-dangerous lunatics was abolished in the 

1891 Act. Provision was also made for the admission of lunatics , 

from neighboring states and for the admission of voluntary boarders to 

the asylums of the Cape Colony. Restrictions on the use of mechanical 

restraints were made. 

Prior to_ 1891 the control of hospitals and asylums was under 

the Colonial Secretary. A special Hospitals Branch of this Department 
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took over the administration of lunatic asylums in 1891. This divi-

sion was the forerunner of a separate health department, and the care 

of the mentally ill was, thus, for the first time placed under the juris

diction of a separate department of state. Searle ( 1965} stated that 

these developments, the expansion of facilities, and the enlightened 

attitude about care of the mentally ill had a profound- effect on the devel-

opment of a competent menta1 nursing service. 

Each Province had its own lunacy laws until 1914 when legis-

lation was introduced making certificate detention orders and other 

documents issued in any Province valid in the others. Finally in 1916, 

the Mental Disorders Act established legal uniformity in all the Pro-

vinces, and the Mental Hospital Service came into being as it is known 

today. 

Dr. A. M. Lamont, Commissioner for Mental Health, com

mented on the fragmentation of services through legislation and on the 

adverse effect thereof qn seriously ill patients (1968). 
,, 

When the South African Act was passed ln 1909, asylums were 

not regarded as hospitals but were placed under the Central Govern

ment (Department of Interior}. General Hospitals we-re made -the 

responsibility of Provincial Administrations .• 
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Chapter 8 of the Original Mental Disorders Act was headed 

"Reception of Patients in General Hospitals and Similar Institutions. 11 

This was a bridge between mental and general hospitals but, unfortu

nate! y, according to Lamont (1968) it was repeated by A ct No. 7 of 

194.4 and substituted under the heading "Temporary Patients an_d Ine-

briates. 11 This closed the door of the general hospital to seriously ill 

psychiatric patients. 

In 1943 the Mental Hospital Service was transferred from the 

Department of Interior to the Department of Health. Transfer to 

Health heralded the complete isolation of this hospital service from 

the mainstream of medical advance which was in the general hospital 

(Lamont, 1968 ). 

Psychiatric wards were then established in general hospitals. 

This was obviously desirable and essentiai; but with the available legis

lative machinery it created an arbitrary separation of cases into 

"certifiable" and 11 no:µ-certifiable." Roscher stated that this is 

merely a legal classification, with more than half of the admissions to 

mental hospitals not being certified anyway. 

Lamont commented on the result of this division of responsi

bility fr om the patients I point of view : 
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The psychiatric units in general hospitals are not geared 
to deal with acutely disturbed patients (who have often 
the best prognosis) and these are sent off to mental hos
pitals where they are nursed cheek by jowl with long-term 
hopeless cases. . The effect on rehabilitation is devastat
ing. In fact, the mental hospital service is, to a certain 
extent, 11 manufacturing11 long-term patients. The trained 
staff are attracted to the general hospitals where work-
ing conditions are better and there are less unattractive 
patients. The net result of this "two stream" develop
n1ent has been luxurious, well staffed psychiatric units 
in general hospitals dealing with less serious cases and 
understaffed mental hospitals trying to cope with an ever 
increasing case load of seriously sick p·eople ( 1968, 
p. 14). 

A step in the progress of Mental Health was made in January, 

1967, when those certified mentally unbalanced were no longer. placed 

in prisons, but were admitted directly to mental hospitals (Roscher, 

1967). A Commission of Inquiry t.o change and modernize the 

Mental Disorders Act of 1916 had been appointed by the State President 

under the chairmanship of Judge van Wyk. The Draft Mental A ct 

modernizes the old Mental Disorders Act in light of present-day 

psychiatric knowledge a:nd is very similar. The Cabinet memoran-
, 

dum stated in Section 77 that the state President ma:y make· regula-

tions inter alia for: 

I. The establishment of maximum security hospital for 

dangerous patients, 

2. The establishment of institutions for psychopaths,' 
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3. The establishment of institutions for the State President 

Decision patients, 

4. The establishment of child guidance clinics and child psy-

chiatric units·, 

5. The observation and treatment of alcoholics and drug 

depend·ents, and 

6. The provision of community psychiatric services, after

care and follow-up services. 

In Section 78 the following definitions are given inter alia: 

{a) 11hospital-prison for psychopaths" . shall mean any 
building or portion of a building, whether part of an 
ordinary prison or not, which has been set aside 
and equipped by the Department of Prisons as an 
institution for the detention of prisoners who have 
been certified as psychopaths; 

{b) "institution" means any State psychiatric hospital 
or a provincial hospital at which provision has been 
made for the detention or treatment of persons who 
are mentally ill, or other place which has been or 
may hereafter be authorised by the Minister or the 
Administrator of th~ Province concerned as an insti
tution or place for the reception or detention of two 
or more persons suffering from mental illness and 
in respect of which a li~ence is granted under this 
Act. 

Such matters, although not entirely new concepts in modern 

psychiatry, are certainly new principles as far as t_he old A ct is con

cerned. In actual fact, some of the new ideas have already been 
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implemented. For example, 

1.. Alcoholics and drug dependents have been admitted and 

treated in State mental hospitals for many years in terms of Section 52 

of the old Act which falls away in the Draft Mental Health Act. Such 

patients can be treated as well in terms of other sections of the new 

Act. 

2. Child guidance clinics and child psychiatric units have 

been established in various centers by mental health societies and other 

bodies, and the psychiatric cover is provided by State psychiatrists 

as a related activity in terms of Section 44 of the old A ct. 

3. The provision of community psychiatric services, after

care, and follow-up services forms an essential part of the out-patient 

services established in terms of Section 44 of the old Act. 

4. A maximum-security ward to accommodate one hundred 

dangerous ,v-bjte_ male' patients has been erected at Weskoppies Hospital 

and will function with effect fr om October I, 1972. 

The new Mental Health Act No. 18 of 1973 to be promulgated 

s'oon will get m~ chinery in motion to develop psychiatric services on 

modern therapeutic lines. This new legislation will spell out to whom 

certain responsibility will be delegated. The various authorities con

cerned will have to decide how narrowly or how broadly ~hey interpret 
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the A ct and develop their psychiatric services. The practical , 

pooling and utilization of existing resources and the judicio_us dove

tailing of them with the formation of new ones can come about only 

because of cooperation between various authorities and welfare organi-

zations and because of the realization that the same goal is shared--

a better,, health care and welfare service for the public {Roscher, 

1973). 

This 11 new 11 A ct is a very positive act and makes 
provision for psychiatric services to develop according 
to modern trends. One is very grateful and trusts that 
this act when promulgated and implemented will do much 
to help remove stereotype outdated ideas about psychiatry 
{Roscher, 1974). 

Summary 

All the pertinent literature regarding the historical develop

ment of psychiatric nursing in the United States of America and in the 

Republic of South Africa was reviewed in this chapter. The major 

trends and developme'nts were described in the following categories: 

the establishment and development of psychiatric hospitals; the 

development of treatment and care; role development; training and 

education; pioneers; and legislation. 



. CHAPTER III 

METHODOLOGY 

. The Method 

Since the purpose of this study was to compare the develop

ment of psychiatric nursing in the United States with that in South 

Africa, thP. historical survey method was used to collect data for this 

c;tucy. A ccordiri.g to Hillsway ( 1956 ), this method of collecting 

anc1 3.nalyzing data can probably be considered the oldest form of true 

rese:3.:t:"cb. The Greek historian Thucydides contributed one of the 

earliest examples of its use when he tried to establish certain princi

ples of human behavior and government by examining closely the 

origins and conduct of the Peloponnesian War. Aristotle also applied 

the method of historical research when he pursued his provocative 

studies in Greek drama and poetry. The method in modern times, 

however, has been greatly refined a·nd thus made far more exact than 

it was when the ancient Greek historians and philosophers first began 

to develop it. 

235 
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Nurses have supported this approach as a_n important type 

of resemrch methodology (Treece et al., 1973). Best (1970, p. 

120) was quoted as saying: "This method involves a clearly defined 

·problem and definite objectives. It requires expert and imaginative 

planning, careful analysis and interpretation of the data gathered and 

logical and skillful reporting of the findings. 11 

Basically historical research consists in putting 
together in a logical way the evidence derived from docu
ments and records, and from that eyidence forming con
clusions which either establish facts hitherto unknown or 
offer sound generalizations with respect to past or present 
events, human, motives, characteristics and thought 
(Hillsway, 1956, p. 130). 

In a study of this nature it is important that all the original 

sources on a topic be critically examined and evaluated. Such work 

consumes a vast amount of tirrie, and only a limited topic can be investi-

gated (Fling, 1920). For this study the researcher was not always 

able to locate original documents and had to rely on secondary informa

tion. In this regard, Hillsway stated that every time a fact or idea 

is transmitted from a primary to a secondary source there is a 

change, error, omission, or wrong interpretation. Treece (1973, 

p. 61), however, justifies the use of secondary information when the 

source was pertin~nt and relevant at the time it was published. 
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Procedure -for Collecting Data 

The data were collected by a systematic program of research 

and reading in the identified problem area. The first step was the 

collection of bibliographical data. Thes::: data identified specific refer

. ence sources relating to the research topic such as Medical Reference 

Works (1967), Bibliography of Medical Reviews (1955), and Current 

Medical References (1959). 

The following works have been selected from the guidebooks 

pertaining to medical and nursing literature: International Nursing 

Index "{l 96 7 -197 4), Cumulative Index to Nursing Literature ( 1961-

1974), Nursing Studies Index (1930-1959), Index Medicus (1960-

1974 ), Excerpta Medica ( 1962-1974 ), and Hospital Literature Index 

(1963-1973). 

Material other than that found in the medical or nursing litera-

ture was also used as background for the study. Literature from 

other fields relating directly or indirectly to psychiatric nursing was 

examined. Most relevant was that in psychology, social work, edu-

cation, and general history. 

The next step was the preparation of a bibliography. A 

file with a sepa.rate three-by-five card identifying each book; journal, 

report or document was established. . The complete citation of each 
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appropriate title found was recorded and filed in alphabetical 

order. 

The nature of the study lent its elf to other sources of 

information, such as Dissertation Abstracts, Research Grants Index, 

and the Monthly Catalog for Government Publications. The researcher 

consulted the American Nurses Association., the National League for 

Nursing, and the South Afican Nursing Association for additional 

references. Historical data regarding the still living pioneers was 

relatively non-existent, and this material was· collected by means of 

correspondence and personal interviews. Bihliographies and 

footnotes in material examined were added to the tentative bibliogra

phy, providing additional articles .in periodicals, newspaper matter, 

citations of government documents, and other miscellaneous sources 

of information. 

During this process the researcher became familiar with the 

broad historical background which served as a setting for the theme • 
. , 

... 

The researcher then proceeded to works relating more specifically 

to the theme per se. The researcher then identified and selected 

the following six categ~ries which appeared to be important indicators 

of the theme: the historical development of hospitals, the history of 

care and treatment, role ·development, training and education, 
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pioneers, and legislation. The researcher then focused on the collec

tion of data relating to the selected categories. 

Procedure for the Treatment of Data 

The major differences and similarities in the historical devel

opment of psychiatric nursing in both countries was presented in chro

nological order under the selected categories. The different bodies 

of control, the various roots of professional nursing education, and 

the major differences in curriculum content were also presented. A 

comparison was drawn upon this information which indicated some 

implications and gave impetus to new questions. 



CHAPTER IV 

COMPARISON 

The Establishment and Development of Hospitals 

The housing of the mentally ill in earlier days, the establish-

ment of asylums, and the · introduction of psychiatric units in general 

hospitals developed through the same stages and encountered similar 

problems in both countries. Although development in South Africa 

was much slower, this did not seem significant until much later when 

the open-door policy and milieu therapy entered American psychiatry. 

Why South Africa did not implement these concepts until twenty years 

later is not clearly indicated in the literature. 

Bbth c0,untries are, however, now at the same stage of 

development regarding the establishment of community mental health 

centers. The services rende~ed, however, are not comparable 

because South Africa 'does not yet provide crisis facilities per se. 

First type of 
institution 

U.S.A. 

The workhouse, poor 
house and house of 
correction; the alm
house from the late 
I 7th century 
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R. S. A. 

The ordinary hospital; 
the slave lodge; the con
vict station on Robben 
Island 



First hospital for 
the insane 

Medical care for 
the insane 

Psychopathic wards 
in general hospitals 

First hospital to 
care for all psy
chiatric dis orders 

Care of children 

Psychiatric units in 
general hospitals 
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Pennsylvania Hospital Somerset Hospital 
l751 1818 

Wi.llard Asylum 1869; 
first medical institu
tion 

11 Insane Pavillion11 
-

Bellevue Hospital -
1857 

"Pavillion F 11 
-

Albany Hospital - 1902 

Dr. Bickerstaff - New 
Somerset Hospital -

1834 

Cottage for insar1e at 
Albany General H~spital -

1870 

State Psychopathic Potchefstroom Military 
Hospital at Michigan - Hospital - 1945 

1907 

1912 

1935 

Treatment. and Care 

1896 

1946 

There is only a slight time difference in the implementation 

of the different treatment modalities in the two countries. It is inter-

esting to note that although insulin-coma therapy was introduced in the 

United States in .1933, South -Africa made use of electro-chock treat-

ment and psychosurgery before they commenced with insulin coma in 

1945. 
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The literature also revealed a much higher level of custodial 

care throughout the years in South Africa. This consequently hin-

de red the development of therapeutic services. The expansion of 

community services in the United States since 1963 clearly indicates 

the major role of legislation in its development. It is understandable 

then why community services in South Africa ar.e inadequate; no law 

has been acted to provide for such development. 

Custodial care era 

Care given by 

Influe nee on 
improvement of 
care 

Firs·t female nurse 

Occupational therapy, 
recreational therapy; 
and social wc;>rk 

Insulin coma 
Electro-shock 
treatment 
Psychotherapy 
Phenothiazine 

Commu~ity services 

U.S.A. R.S.A. 

Until 1930 Until 1940 

Family, cell-keepers ,Family, lunatic keepers, 
watchmen housemasters and 

caretakers 
Attendants - 1850 Attendants - 1838 

Dorothea Dix - 1840 Dr. James Barry - 1824 

1840 

·1900 

1933 

1935 
1935 
1950 

1960 

1832 

1920 1 s 

1945 

1943 
1944 
1956 

Psychiatric home service 
1957 

Comprehensive community 
services - 1969 
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Role Development 

It was in the area of role development that the literature 

underlined the most significant arrearage of nurses in South Africa. The 

role developed throughout the custodial era, and from there it ·pro-

gressed with exceeding slowness. When the ho!Tie-visiting service 

was introduced in 1957, the psychiatric nurse had an unmatched oppor

tunity to study family interactions and develop her role as therapist. 

She faced clinical problems all day long; she was in the midst of 

crises; and yet although she was the key person, the responsibility was 

handed over to the rest of the therapeutic team. 

U.S.A. R.S.A. 

Custodial - mother Until 1930 Until 1940 
surrogate 

Thera.peutic 1930 

Technical 1935 1943 

Managerial 1930 1940 

Teaching 1945 1965 

Socializing agent 1950 

Consultant 1950 1957 

Observation and 1953 1957 
collection of data 



Clinical specialist 

Therapist, individual 
Group 
Family 

Development of 
theoretical frame
work 

Crisis intervention 

Generic worker 

Function specialist 

Independent practice 

1948 

1940 
1955 
1965 

1966 

1966 

1969 

1970 

1940 
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Training and Education 

It is evident that there is a tremendous lag in the education 

of the psychiatric nurse in South Africa. . Apart from the fact that 

graduate studies have been introduced only since 1973, the progress 

has been slow and has not kept up with modern psychiatry. There is 

a big gap between the a .cademic and the clinical education of the gradu-., . 

ate student. · The teaching of the art is divorced from the experience 

of it. Thus there occurs a methodological breakdown in the lines of 

transmission between theory and practice. The greatest need in the 

country at the moment is to have competent psychiatric nursing 

instructors at the university level. 
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In both countries advanced nursing education falls into four 

categories: 

1. Formal graduate study in programs leading to higher 

degrees; 

2. Formal post-basic study at diploma level, as part ofter-

tiary education at institutions of higher learning or vocationally 

directed nursing colleges in conjunction with a hospital or service 

institution; 

3. Short-term courses, often known as "continuing education 

courses" in America; 

4. Independent and informal studies carried out by the prac

titioner herself (Williamson, 197Z). 

First formal instruc
tion 

First trained 
psychiatric nurse 

First registration 

First standardiza
tion of training 

U.S.A. R. S. A. 

1780 1886 

Linda Richards - 1873 Amelia Frazer - 1895 

American Psychiatric 
Association - 1906 

1891 

Medical Psychiatric Ass o
ciation - 1891 



Establishment of 
nursing organiza
tions 

First university 
school 

First text with a 
psychiatric 
focus written by a 
nurse 

Frist graduate 
course at university 
level in psychiatric 
nursing 

First independent 
school of nursing 
at graduate level 

Psychiatric com
ponent in nursing 
program 

Master's and 
doctoral degrees 
in psychiatric 
nursing 

Programs in basic 
nursing education 
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American Nurses 
Association - 1893 
National League for 
Nurses - 1952 . 

Minnesota - 1909 

Bailey - 1921 

Teachers College, 
Columbia - 1899 

South African Nursing 
Council - 1944 

Pretoria - 1955 

Searle - 1965 

University of the · Orange 
Free State - 1972 

Vanderbilt University Pretoria University 
1930 1966 

In diploma program 
1915 

Baccalaureate - 1926 

1956 

1970 

1973 

'Baccalaureate degree Baccalaureate degrees 
programs offered in offered at Universities lead-
senior colleges or ing to registration of a 
universities for 4-5 general nurse, psychiatric 
years nurse or midwife 

Integrated course leading 
to registration in all three 
disciplines: duration -
4-1/2 years 



Registered Nurse 

Licensing system 

Control of nursing 
education 
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Diploma program 
operated by hospital 
schools. Practitioner 
of ,nursing in 3 years 

Associate degree 
programs: two years 
through junior or 
community colleges 

Undiffe re ntia ted 
general nurse training 
is an essential 
requirement for 
registration. Psy
chiatric nursing is 
integrated in basic 
program. Formal 
courses arranged for 
the third year of 
study 

Minimum of 2 years 
nurses I education and 
registered with the 
state Board of Nurses 
in the state where she 
is practicing 

S~ate controlled 

Various State Boards 
of Nursing; Federal 
government legisla
tion; influenced by 
the ANA and the NLN 

Diploma program in each 
discipline: duration 3 years 

Independent basic programs 
for general nursing, psy
chiatric nursing and mid
wifery. Psychiatric 
nursing has been integrated 
in several university 
programs since 1970. At 
some it is an elective; at 
others it is mandatory 

Minimum training of 3 
years. Authorized to 
practice in terms of the 
Nurses Act (Sect 12(1) ) 
and registered with the 
South African Nursing 
Council 

National 

South African Nursing 
Association; South African 
Nursing Council; law 
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Examination 

Post-basic ·nursing 
education 

Master 1s education 
ad_mis s ion require- · 
me nts in ps ychia
tric nursing 

Duration 

Nurse Scientist · 
Graduate Training 
Program 
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State Boards exams 
following graduation 
from nursing pro
gram 

Multiple choice 

Advanced nursing 
education is at 
graduate leve 1 -
master's and doctoral 
degrees 

Baccalaureate degree 
with a major in 
nursing at most 
universities 

One to one and a 
half years 

Aimed to increase the 
'humber of nur·s es 
available for research 
and academic careers 
who are competent in 
the basic sciences. 
These students could 
obtain a Ph.D. in a 
discipline in which 
they may not have had 

Diploma - South African 
Nursing Council or 
university; 
Granting of ·degree from 
university and no exams 
through the nursing 
council 
Essay form 

Post-graduate degrees 
and diplomas in addition 
to the provision of post
basic nursing diplomas 

University of Pretoria: 
Baccalaureate degree in 
~ursing with a major in 
psychology and registered 
as a psychiatric nurse; 
Sister Tutor diploma 

Uni ve rs ity of the Orange 
Free State 
Baccalaureate degree in 
nursing 

Two years 

Post-basic Diploma educa
tion in psychiatric nursing 
Unive·rsity of- Pretoria 
since 1965 - one year 

Diploma in Nursing 
Administration - one 
year 



Short-term courses 
and programs 

Doctoral degrees 

Pre-doctoral 
studies 
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preparation at . B ~ Cur I et a 
undergraduate level, University of Pretoria 
at either first major 
or second major level 
(Program discontinued 
in 1972) 

Offer better prepara
tion for leadership 
positions and should 
promote greater 
competency in 
clinical supervision 
and administration. 
Aimed to enhance the 
education of students 
in other fields 

Ph.D. - advanced 
degree for scientific 
technological and 
professional studies 
directed towards 
specialization in 
research and not 
teaching 

D. Phil. degree -
designed for teaching 
in the basic arts and 
sc;:ience subjects 

Doctor in Science 
degree 

Designed to meet the 
needs of the individual 

. in either functional 
areas or clinical 
special~ties 

Refresher courses, study 
groups, workshops, 
seminars, symposia, 
in-service training, and 
discussion groups 

Research Degree: · 
D. Curr - University of 
Pretoria 
D. Phil - Potchefstroom 
University and The 
University of the 
Witwatersrand 

Honors Degree at the Uni
v~ rs ity of the Orange Free 
State. This program com
pletes the basic multi-
s killed nursing e_ducation 
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with registration as- a 
general nurse, psychia
tric nurse and midwife 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, AND 

RECOMMENDATIONS 

Summary 

Centuries of achievement in any field demand a study of 

the past, an appraisal of the present, and a plan for the future. To 

do so was the main purpose of this study. 

The problem of this study was to compare the profession of 

psychiatric nursing in the United States of America with that in the 

Republic of South Africa. · This was done by means of the historical 

survey method. The foliowing categories and the major historical 

trends were identified: the establishment and development of psy

chiatric hospitals; the development of treatment and care; role 

development; training and ed~cation; pioneers; and legislation. No 

attempt was made to' identify other changes and developments that 

may have influenced the current status of the paychiatr±c nurs-e. 

First, the discernable major stages through which tbe 

mental hospital has passed were identified. Initially, patients were 

cluster~d in poorhouses and slave lodges until asylums -wex,e 

251 
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established. Child guidance clinics, psychiatric units in general 

hospitals, and the day hospital appeared later. This was followed 

by the present era, mark•::!d by the establishment of community mental 

health centers and crisis intervention facilities. These develop-

ments proceeded in the same direction in both the United States and 

South Africa. The development in South Africa began later and, 

although moving in the same direction, is still somewhat behind the 

development in the United States. 

Literature regarding the second category, the development 

of treatment and care, shows the same direction of movement in 

both countries. Initially the treatment and care of the mentally ill 

indicabd tha: ·:he mentally ill were idc~-1tlii:d ·1.7ith other people out-

side the mainstream of society, such as criminals, the old, and the 

poor. Gradually more attention was paid to them, and an era of 

humanitarianism evolved which resulted in the separation of the 

mentally ill from othei,:-s and special hospital placement for them. 
, 

This developme~t of the state hospital system and .humanitarian. 

care was implemented by legislative, economic, and administrative 

arrangements. The progression of treatment and care has now 

moved into an era which can be described as scientific with the 

accompanying research and specific application of knowledge. 
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The developing role of the psychiatric nurse was then -

traced through the years. The way in which it became 0£ increasing 

significance and importance--medically, socially, legally, and 

scientifically- -was illustrated. The practice expanded until the 

b~rrier•s of the asylum walls were broken down, and the nurse_ devel

oped a role in the community. The role of the psychiatric nurse in 

the Republic of South Africa has not as yet followed that in the United 

States in terms of the expansion of the role socially and scientifically. 

As history unrolled the pages of time, knowledge about men

tal illness increased. Thus the need for the education of the psychia

tric nurse was recognized in the next category. From its earliest 

implementation in the hospital ward, the training and educc\tion 

developed through different stages into the university setting. 

Special attention was directed to the development of content and 

curricula. 

The educatio~ of psychiatric nurses in · the Republic of 

South Africa ··reflects the role development described above in 

which education is of a dydactic nature without clinical experience 

or a scientific approach to the problem of mental illness. 

Finally, special attention was paid to the endeavors of 

pion~ers in the mental health field and the important role of 
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legislation in the development of mental health services, especially 

in the United States. 

The most important differences and similarities in the . 

development of psychiatric nursing were then presented in chrono- · 

lpgical chart form, and a comparison was drawn. 

Conclusions 

The Development of Hospitals 

It was evident from the study that the action of certain people 

at certain times was instrumental in improving the facilities of hos -

pitalization of the mentally ill in both countries. Many of the 

changes made came as a result of a change in the public attitude. 

The public had been made aware of the unsatisfactory conditions 

through the different communication media, but the stigma attached 

to mental illness had resulted for a long time in an unwillingness to 

divert money from the taxpayer and therefore handicapped the 
,, 

development .. of provisions for the mentally ill • . 

World War II seemed to have a greater effect on psychia

tric nursing in South Africa than it did in the United States. 

Although Tara Hospital was established during this time, no other 

significant improvements· were noted for a long time following the 
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war. This might have been because the country was subdued -

by the depression., and there was nobody interested enough in the 

welfare of the mentally ill. It necessarily follows that the govern

ment was too involved with survival issues and the economy of the -

country for anyone to divert his attention to the mentally ill. The 

question is raised as to why no legislation was passed to improve 

conditions for the mentally ill; it is possible that people wanted to 

forget them because they were a burden and couldn't contribute to 

the economy of the country. If it is true that history repeats itself., 

one can predict that the mentally ill in the United States will 

receive little attention in the next few years because of the recession 

which will divert money from the needs of the mentally ill. 

The new act which will take effect in The Republic of South 

Africa in 1975 looks promising, but whether there will be a mush

rooming of mental health facilities as indicated, however, remains 

to be seen. 

Treatment and Ca.re 

The lite·rature indicates that the development of treatment 

and care was greatly influenced by social attitudes. New facets of 

treatme?t and care of the mentally ill were generally implemented 

in South Africa two to five years after their implementation in the 
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United States. One exception to this was the open-door system in 

hospitals which took twenty years to move from the United States to 

South Africa. It is likely that the slowness in adopting the open

door policy reflected public opinion, but the change in public opinion 

has been reflected in the increasing number of voluntary admi~sions .. 

History revealed that the development had the same sequence 

in both countries--from custodial to humane to scientific. What the 

next phase of development will be, and when, is an interesting ques

tion. Since the United States is one of the leading countries in this 

field, it is possible that the current recession will hinder further 

developments for some time. 

Development of Role 

Concomitant with the invention <:>f new techniques in treat

ment was the development of the role of the psychiatric nurse in 

the United States. Unfortunately the same was not true in South 

Africa, where the literature indicated a stagnation for the last twenty 

years. It is evident that traditional attitudes and beliefs have hin

dered the psychiatric nurses I acceptance by other psychiatric pro

fessionals as a peer. Other professionals also contribute to this 

by their competition over the patient and confusion regarding 
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overlapping of roles. · The psychiatric nurse in South Africa has 

not yet modified her ideas because it has not been demonstrated that 

she has accepted herself as a __ professional. She has been denied the 

right by members of other professions and by her own profession 

to make decisions which fall in the area of her professional compe

tency. 

Psychiatric nursing in the United States is presently in a 

state of consolidating gains made in role expansion with emphasis 

on formalization and sta.ndardization within the profession with formal 

legal recognition of expanded roles. 

Development of Education 

It is apparent that one reason that psychiatric nurses in the 

United States are involved in role expansion and the newer treatment 

modalities is that the educational programs have taken into account 

and included the skills required in their curricula. The advanced 

educational programs have often b ·een ahead of service requirements. 

The traditional type of nursing education in South Africa 

has not prepared enough nurses to meet the needs of the mentally 

ill. The over-emphasis on formal lectures, outdated methods of 

teaching, and mechanical reproduction by the student explains why 

the student has not developed skills in independent thinking and 
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intellectual curiosity to expand her profession. It is not clear 

whether the poor ·educational opportunities have had an effect on the 

development of the role, or vice versa. 

South African nursing is greatly indebted to the pioneer 

work of Miss Marwick and Professor Searle. It does not seem as 

though there would have been a profession without their endeavors. 

United States psychiatric nursing has had many more indi-

viduals, primarily in educational settings, who have pioneered with 

ideas, publications, and practice to enhance education and conse-

quently the practice of psychiatric nursing. 

Implications 

There are a number of implications which can be drawn 

from the previous data and conclusions. 

The most important finding from the historical data is that 

advancement in the tr~atment of mental illness is directly related 
I 

to legislation which affects policy and practice by defining and 

funding programs. In turn, legislation is affected by a combina

tion of public opinion and scientific advances in knowledge. The 

implications of this finding are as follows: 
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I. . The attitude of the public and consequently their support 

is of major importance in the advancement of mental health programs. 

2. During a time when the economy of a country is in a 

state of flux, little attention is devoted to the mentally ill. A utho

rities can plan ahead to avoid such a situation. 

Another important finding in this study has been that advances 

in treatment of mental illness in South Africa have kept pace with 

those in the United States with the exception of the nurse's role. 

The implications of this finding are as follows: 

1. The prevailing attitude against mental illness includes 

a negative attitude toward the psychiatric nurse who is seen as an 

incompetent and uneducated person--somebody who is not c~pable 

of any other qualifications. It is therefore important for psychiatric 

nurses specifically to involve themselves 'in interpreting their role 

to the public an~ making provisions for their own inclusion in legis

lative efforts. 

2. Since psychiatric nurses in the United States have been 

able to identify their own roles and interpret them to others, nurses 

in the Republic of South Africa can do the same. 

3. Nursing educators must pay attention to the coming 

progr_ams and needs and prepare nurses to fill expanded roles which 
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may be available with the advent of new legislation in the 

Republic of South Africa. This includes identifying their roles and 

ass urning those expanded roles. Specifically, this includes 

clinical practice as well as didactic education. 

4. Educational advancements have kept pace with, and 

often exceeded, clinical practice in service agencies. These 

advancements have. been marked by research and publications rela-

tive to nursing education in the United States. If the Republic of 

South Africa is to catch up, more leaders in psychiatric nursing 

must involve themselves in writing. 

Recommendations 

As a result of this study, the following recommendations 

are offered: 

1. Nurses must involve themselves more in policy-making 

and legislation so that _patients can have the benefit of improved 
,, 

care. Better facilities, better working conditions, more budgeted 

professional nurse positions, and more equitable salaries are all 

issues about which nurses have convictions and should take a stand. 

2. It. will be advantageous for psychological concepts of 

nursing care and human behavior to be woven throughout all nursing 
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for applic~tion in the care of patients rather than for this study t 'o 

be confined to a psychiatric course alone. 

3. To enable the student in South Africa to establish 

meaningful interpersonal relationships, educators should allow 

much more time for clinical experience. When the student can carry 

her own patients and receive adequate guidance by skilled supervi-

sors, she can focus more attention on personal growth, self aware-

ness, and feelings toward the patient. 

4. Flexible graduate programs should meet the differing 

needs of individual students since the diploma student in South Africa 

can now prepare herself to do graduate study. Many have had little 

or no preparation in this speciality at an undergraduate level, but 

they may bring a rich background of clinical experience. Others 

have intuitively practiced good psychiatric nursing for years. 

Flexibility is thus indicated for such a heterogeneous group. 

5. R~search_is much needed in all areas of psychiatric 
,1 

nursing in the Republic of South Africa. Research findings serve 

as the _impetus for change which is obviously necessary in this 

country. 

6. Nurses must work toward getting legislation which will 

provide 'training grants to enable more nurses to study in other 
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countries more advanced in psychiatric nursing _education. 

7. Psychiatric nurses should devote themselves to better 

communication and expansion of their profession by their writings 

and by the establishment of their own psychiatric nursing journal. 

And so throughout the history of the ages, as today, t~ere 

have been theories and schools ·and forms of treatment. The image 

of the psychiatric nursing profession is lighted by the lanters of the 

past as well as by the accomplishments of any prese.nt-day programs. 

Nurses, however, may wish to accept actively the challenge of 

"changing" and, in so doing, create not only a new image but a new 

power for .service. This new power and potential ability might be 

illuminated not only by the light of historical ace omplishment and 

present-day dedication, but by a new manifestation of professional 

insight predicated on the wise use of all human and technical resources 

made available _to nursing service. 

It is important, however, that nurses keep their viewpoint 

clear and focus their attention on the person who is suffering and 

with much common sense and kindness do that which in their know

ledge they believe will help the patient the most. Then their contri

butions will not be in vain. 
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