


STRESSES OF COMMUNITY PSYCHIATRY

at other times it merely reinforces the disinclination of
some residents to participate in community mental
health. Other residents, of course, readily accept the chal-
lenges of community psychiatry.

1. From the Safety of the Office to the
Dangers of the Community

In most training programs the resident is introduced to
the central task of individual psychotherapy in a quiet of-
fice. In general, this office is his “turf,” a haven for him
alone to explore the intricacies of a patient’s inner life.
Here is seclusion, a place in which to conceptualize and
feel, a potential retreat from the demands of patients, su-
pervisors, and administrators.

Upon entering the community, the resident is stripped
of this haven and must see people in busy, public, uncom-
fortable surroundings—the open marketplace. The set-
ting is no longer of his choosing but is “theirs”—the alien
turf of the community, where he is a guest. No longer can
the resident sit back and wait for his patient to knock at
his office door. Instead, he must initiate contact with
people, in their domain, and with unclear goals. This
change is, we believe, one of the important and under-
recognized anxieties and sources of alienation in begin-
ning community work (6).

These settings may include the large state hospital with
its barren wards and disturbing inmates, the living room
in home visits made to the families of patients, street con-
sultations with adolescents and gangs, discussions with
community leaders in cars while driving to a meeting, etc.
This experience, it seems to us, leads not infrequently to a
projection of the resident’s own hostility at being ejected
from his safe office. In this projection the responsibility is
shifted from the resident’s feelings on finding himself in
an alien setting to questions of “‘treatability” of the
patient. It is not the fact that the resident is frightened to
be in the living room of a lower-class home that makes it
difficult for him to treat patients, but rather that the
patient is too sick or *‘too primitive.”

2. From Receptivity to Activity

There are several facets to this particular point. Not
only is the resident stripped of the protection of the of-
fice, but the comfort of having a patient request help is
also gone. Much of community psychiatry is involved not
with patients but with populations at risk, consumers,
and ordinary citizens. To a certain degree, beginning resi-
dents learn to define themselves in terms of their role as
“not patient” or helper, and for this self-definition the
presence of a patient is essential. When this role does not
apply, as is the case in much community work, psychiat-
ric residents are confronted with a role diffusion of their
own. Also, patients whom the resident is asked to see
may differ sharply {rom those seen in clinics or on in-
patient services. He may be confronted with a wildly ag-
gressive family; the whole unit may be defined as the
patient. The “‘patient” may be a dissatisfied group of
community residents demonstrating for better health
care.

These are situations with which the supervisor, to
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whom the resident turns in fright, may himself be unfa-
miliar. The supervisor can provide support, but the resi-
dent himself must frequently muddle through the.situ-
ation as best he can, relying on his own judgment and
developing expertise as he goes along. The need for self-
reliance provokes considerable anxiety in the beginning
resident, but it may also help him free himself from the
infantilizing quality of supervisory relationships. The
resident may choose to respond to the patient in a way
other than as therapist. He may find a conflict between
the role of clinician and consultant and may choose to
help other workers serve as primary care givers. This role
of consultant is new to the beginning psychotherapist.

Related to the switch in orientations necessitated by
community psychiatric work is the matter of professional
identity. There is frequently a conflict between seeing
oneself as a screen reflecting the patient’s projections and
using oneself as-a reactive person interacting with other
real people in the community. As a function of super-
vision that necessarily teaches beginning residents to be
more objective, scientific, and not quite so “giving” to
their patients as they would ordinarily be, they learn a
professional persona that is detached and aloof from
patients. The neophyte resident may become like the fa-
miliar caricature of a psychiatrist, who responds to ques-
tions with more questions rather than with appropriate
answers.

In contrast, the resident entering the communitly must
learn to use his psychiatric skills with a persona that is
more like ordinary social behavior. He is called upon to
be a “regular guy” who meets agency staff and con-
sumers openly and with respect. Can he be a real person
and at the same time maintain his identity as a psychia-
trist? The community experience can enhance a maturing
process in which the resident learns to be real, available,
and open in the formation of working alliances with com-
munity stafl and patients alike.

However, this challenge can also cause turmoil in the
beginning therapist. Not only is he confronted with the
absence of the “patient” role, but his role definition as
physician is undermined. He is demoted from the lead-
ership position familiar in the hospital team, inherent in
the primacy of the medical model. As psychiatric thera-
pist, he determined the course of treatment and medica-
tion for his patients. In the community, however, he must
interact as a peer with people from various professional
backgrounds and frequently must take directions from a
superior who lacks medical training—the agency director
or community leader. This new set of role relationships is
a blow to the resident’s hard-earned status and self-
esteem; residents’ reactions to this loss vary widely, but it
is a challenge to them all.

3. Role Counflicts in the Community

In this context we refer to the tendency, implied ear-
lier, toward “‘either-or” thinking with regard to profes-
sional commitments. Because of the difficulty in learning
intensive individual psychotherapy, many residents view
psychoanalytic training as the pinnacle of their profes-
sional career. Others perceive the commitment to dy-














