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Four hundred sixty human beings in the Neuro-Psychiatric Hospital in Asunción, Paraguay, make a cry for justice. This report voices their plea. We write it and submit it to the parties with the deepest respect and hopefulness. We hope that the parties respond to these findings in a spirit of generosity with their ears and hearts sensitive to the voices crying out for bread, a decent home, justice, schooling work, and more active participation in the direction of society.”

In our observations, the hospital presented significant human rights violations, most notably in the form of an almost complete lack of treatment, sub-human living conditions, the extreme use of restraint in the form of locked buildings and prison-cells, and woefully inadequate, even dangerous, staffing patterns. The hospital posed horrendous neglect and sometimes life-threatening harm to the 460 human beings incarcerated there. At best, it represented a major public health hazard; at worst, it stood as a dehumanizing warehouse. In it, voiceless and vulnerable individuals live in a state of physical, political, and social segregation with virtually no regard for their human dignity or mental health needs. They are among the nation’s forgotten ones.

Contrary to its mission to enhance human lives, to prevent harm, and to assure citizens with mental illness the necessary degree of active treatment, the Neuro-Psychiatric Hospital presented significantly negative findings:

· Non-existent active habilitation resulting in a pervasive sense of hopelessness and psychological deterioration;

· Severe physical harm due to sub-human living conditions with open sewage, trash, and garbage present almost everywhere;

· The lack of any minimal hygiene and sanitation with foul smelling and filthy bathrooms and broken showers;

· The ubiquitous presence of holes-in-the-floor for toilets that were invariably clogged and caked with excrement and urine with some patients sleeping on floors next to these excrement filled and crusted hole-in-the-floor toilets;

· The lack of adequate medical, dental, and psychiatric support on an on-going or emergency basis;
· The widespread use of chemical restraint;

· The lack of psychiatric medications upon discharge from the hospital causing a revolving door policy at the hospital that eventually results in long term institutionalization; and,

· A sub-custodial and dangerous level of staffing. 
Immediate Relief for Julio and Ramon

We pre-selected two patients (Julio and Ramon) for immediate relief within thirty days of submission of this report to the parties and their mutual agreement or, if necessary, within 30 days of a judicial order. Because of their on-going abusive and neglectful living conditions, their early childhood abandonment and subsequent detachment from significant others, and their long years of institutional incarceration, we ask the government’s urgent response to reach out to Ramon and Julio. They have suffered long enough. Immediate relief for Julio and Ramon should take the form of: 

· The assignment of an outside monitor to oversee their rights;

· The development of a thorough medical and mental examination with a diagnostic work-up and specific treatment recommendations;

· The assignment and training of 1:1 staffing to implement active treatment goals, the assurance of freedom from further harm and neglect, and the initiation of a process that will guarantee them active treatment, human dignity, and community integration;

· The formulation of treatment goals based on their right to live in dignity and to receive adequate and appropriate psychiatric care and treatment;

· The development and implementation of a daily activity schedule that includes multiple activities in unlocked conditions with supportive caregivers;

· The on-going care of their bodily hygiene, grooming, and dressing throughout each day and zero-tolerance for bodily and environmental filth;

· The availability of an on-going supply of clean sheets, blankets, and 

clothing to help ensure continuous cleanliness; 

· The cleaning and painting of living spaces—floors, walls, beds and toilets;

· The opening up and on-going cleaning of their prison-cells throughout the day;

· The development of a life-story related to each to help caregivers understand these youngsters’ familial, developmental, and psychiatric history; and,

· The development and implementation of a person-centered plan for each as the central dimension for teaching Julio and Ramon to begin to feel safe and secure through on-going and unconditional nurturing. 

Long Term Relief for Julio and Ramon
As immediate relief unfolds, we further urge the government to provide long-term relief for them within one to six months. Every society has its abandoned and vulnerable citizenry. Julio and Ramon symbolize the need for government to reach out and support those who need assistance. This will require governmental leadership and support that should include: 

· Placement of each individual into community-based alternatives within six months; however, the process should start immediately and, hopefully, occur sooner than six months. Alternatives might involve well supported foster homes with foster parents recruited and trained for specifically providing a home for each, small group homes in a family-like setting, or placement into an already existing residential setting capable of assuring each a dignified life and on-going active treatment, e.g., Cotolengo. Any community alternative should have a contractual agreement signed by all parties.

· An independent party should monitor community placement.

· It should assure freedom from restraint, harm, and negligence.

· The placement process should include the development and implementation of a person-centered plan that would encompass active treatment. 

· Each individual should have a psychiatrist assigned to monitor emotional needs and any use of medications, preferably in the home, on a weekly basis. 

· The plan must assure immediate and on-going availability of any prescribed medications.

· Each individual should have a social worker assigned. This individual should make frequent visitations and offer staff support (at least daily at the start and decreasing to no less than once per week as the adolescents progress).

· Clinical supports need to be assured as determined by their interdisciplinary teams, e.g., occupational therapy, communication therapy, physical therapy, and psychological support.

· Due to years of unimaginable neglect, 1:1 staffing should be guaranteed for at least 18-24 months to implement each person-centered plan (i.e., the goals, objectives, and methodology of active treatment), to assure freedom from harm and neglect, and to prevent the use of any form of restraint or physical management. This care giving needs to provide high intensity nurturing and unconditionally loving interactions as reflected in warm tenderness, words of encouragement, embraces, kisses to the cheek, and other forms of nurturing. It also should focus on engagement in a highly structured, yet flexible, day of activities and interactions. This care giving needs  also needs to provide on-going personal hygiene and grooming whenever needed throughout the day.

· Nourishing meals and drink, given unconditionally, throughout the day should be part of a nurturing setting. The question of “spoiling” the youngsters needs to be viewed as nurturing. Nurturing is the most central initial expression of care giving. It forms the most basic condition of human development, i.e., a trusting and loving relationship. However, from the start, the care giving process also involves the delicate imposition and internalization of a flexible structure throughout the day such as slowing down eating and drinking, turn taking, and sharing. As time passes, the youngster will learn it is good to be with their caregivers, then it is good to do activities with them, and eventually it is good to do things for their caregivers and others.

· All caregivers must avoid any grabbing or physical management because these types of interactions will contradict the internalization of the message that the youngsters are safe and loved.

· Each individual should have a caregiver assigned to assure the unfolding of self-care and socialization skills. This will involve activities such as sitting with the individual when eating or drink, helping to avoid gulping food or drink, and encouraging pro-social interactions. It will also involve ensuring that each learns to wear clothing or accept a cloak over the body when naked. Special nurturing focus should eventually help each individual to learn stay dressed or, at least, cloaked. This will require keeping available a stock of fresh clothing, blankets and sheets.

· Their plans should be divided into 15-30 minute time modules with activities and interactions scheduled with flexibility built in, e.g., sitting or walking peacefully with their caregivers, eating and snacking with their caregivers, bathing, toileting, playing games, and a host of other simple activities. Within these, the treatment purpose should be to continue to teach a sense of trust, security, and affection.  This treatment “schedule” should be designed to continuously remind each that he is safe and loved as well as to teach each to be as actively engaged as possible in his life-project;

· This on-going engagement with caregivers is a way for each to internalize a daily structure and purpose. This should evolve into an increasingly complex daily routine, schedule, and interactions with an ever-widening circle of significant others; and,

· These activities should assure a variety of in-the-home and out-of-the home activities. Every activity should assure that each is protected from harm, confusion, and frustration.

Immediate Relief for All Patients
Besides these recommendations for Ramon and Julio, we urge immediate relief for all patients to protect them from persistent and severe physical and psychological harm, abuse, and neglect. These men and women are among Paraguay’s most voiceless and vulnerable citizens. They call on us for justice and compassion. Immediate relief should be accomplished within sixty days of the parties mutual agreement and should involve: 

· The establishment of a National Council on the Community Integration of Citizens with Mental Illness appointed at the highest possible level of government to oversee the immediate and long term relief provided to citizens with chronic mental illness with all necessary power to effect needed changes.

· The banning of all locked cells with concurrent increases in staffing to ensure protection and avoid harm and, at the same time, guarantee a strong foundation for active treatment.

· The facility should be cleaned up and brought to humanizing environmental conditions that would include on-going daily cleaning of all living and activity spaces, toileting areas, outside areas around each pavilion, mattresses, and bed coverings. This cleanliness campaign could include activities such as the arrangement of daily work crews to plant and care for outside flowers, trees, and fruits.

· The hospital should place chairs and tables in shady courtyard areas or outside areas for on-going use by patients.

· Administrators should initiate at least one group activity focused on group treatment needs for 10-20 minutes every hour during daytime shifts.

· The hospital should orient all staff in creating more humanizing and dignifying living conditions. 

· The hospital should assure the availability of a large stock of clean clothing and shoes for each patient so that no person has to wear filthy and raggedy clothes.

Long Term Relief for All Patients

A process of long term relief should begin immediately to assure each patient his/her basic human dignity, clean living conditions, freedom from harm, abuse, and neglect, and integration into the mainstream of community life with each assured of adequate and appropriate supports. This relief should begin within six months and should take no more than five years to fulfill. 

The first benchmark of long-term relief should be to develop and implement a community placement plan.  This should take no more than six months and should be accomplished with all due haste, i.e., no more than five years to accomplish. The plan should emphasize the creation of small community-based settings for individuals with chronic mental illness with preference given to the return of patients to their natural families. This integration process must assure adequate and appropriate supportive services in the community.  

In this process, we strongly recommend return to the natural family with support as the alternative of choice. However, if this is not possible, then the government should provide other community alternatives such as supported foster homes (1-2 individuals) and small group homes (3-6 individuals). 

On-going community supports should assure:

· Access to prescribed medications, as well as medical, psychiatric, and dental care;

· Medication monitoring on a monthly basis or as necessary to assure freedom from harm;

· Clinical supports such as language, occupational, and psychological therapy;

· The implementation of person-centered treatment plans for each patient;

· Maximum family involvement or involvement by community advocates through volunteer associations;

· The availability of shoes, clothing, and grooming supplies;

· The availability of day programs such as schooling, vocational training, and job placement when desired and appropriate;

· Social workers assigned at a ratio of 1:24 as support mediators to provide on-going advocacy, monitoring, direct care staff training and support, liaison between each person and service providers, facilitation of person-centered-planning and implementation;

· Staff assigned at a ratio sufficient to provide active treatment and to assure freedom from neglect and harm;

· Staff training and supervision; and,

· The organization and support of a national association of family members, friends, professionals, and self-advocates to provide on-going oversight and advocacy.
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Introduction

On October 1 and 2, 2003, John J. McGee, PhD (JM ) and Gerald Provencal, MSW,  (GP) toured the Neuro-Psychiatric Hospital in Asunción, Paraguay at the request of the Mental Disabilities Rights Institute in New York City (MDRI). This request resulted from a previous visit to the hospital by MDRI attorneys. They concluded that human rights violations were rampant at the facility. In particular, they focused on the plight of two young patients (Julio [JP] and Ramon [GRD]) and highlighted the fact that they had been undergoing extremely cruel and punishing conditions at the hospital since childhood. 

Before our visitation, we participated in a discussion with the Minister of Health of Paraguay who kindly offered his cooperation and collaboration. He provided insightful information and promised to thoughtfully review our findings and recommendations. He permitted us free access to the hospital, its employees, and its patients. 

Although the findings that follow confirm the unfortunate findings in the previous visit by MDRI legal consultants, we are hopeful that the government of Paraguay and its representatives will receive this report in a spirit of collaboration and solidarity. At the same time, we offer our services in the evolution and remediation of the present reality. This report describes an extremely sad situation for the patients at the hospital, but one that evokes hope. We also realize that the present government has inherited this legacy of wretchedness from years of neglect, abuse, and prison-like conditions. 

Our hope is that the newly elected government will take this opportunity to establish human dignity and rights for its chronically mentally ill citizens. For this, we offer any assistance that we might lend. The government of Paraguay has the opportunity to provide leadership in the Americas related to the assurance of rights, dignity, and adequate treatment for its chronically mentally ill citizens.

The purpose of our visitation was to assess:

· Overall living conditions at the hospital,

· The overall quality of psychiatric services provided, including diagnostic and treatment conditions,

· The adequacy of staffing ratios between patients and staff,

· The availability of emergency medical and/or psychiatric care,

· The degree of harm and neglect, if any, presented to patients, 

· The degree of restraint, if any, placed upon patients, 

· The range of community alternatives to long term psychiatric institutionalization, and

· The extent and nature of supports afforded to patients upon discharge.

The central purpose of our on-site visitation was to explore conditions at the psychiatric hospital and offer our findings with concrete immediate and long term   recommendations. We are most grateful for the governmental collaboration that was offered to us in this early justice-based step in what hopefully will become an on-going social change process.

OVERVIEW OF HOSPITAL

In a pre-visitation interview with the hospital’s Director, we were informed of the hospital’s history, current conditions, and future plans. It serves some of the nations most vulnerable and marginalized citizens. 

The hospital was originally a pauper’s home slightly over 100 years ago. It gradually evolved into the national university’s psychiatric teaching hospital and then became part of the Department of Health. It is Paraguay’s only public psychiatric hospital. It houses 460 chronically mentally ill citizens and, according to the Director ( Dr. Martinez),  “The hospital was designed for 200 patients.” He went on to state, “About one-fourth are now permanent residents since they have nowhere else to go.” A social worker later informed us that social workers are “just now starting to contact families to see if family involvement and re-integration might be initiated; but, this is hampered by the lack of transportation to visit families and the lack of telephones in many of the patients’ family homes.”

As to why the hospital has become overcrowded, Dr. Martinez emphasized, “Families have wanted to hide their mentally ill family members and so they have sent them to the hospital.” We did not pursue the issue of the non-existence of any supports to families as a cause of initial and on-going hospitalization, including the unavailability of psychotropic medications in the community for those without insurance or other financial resources. Besides the lack of payment for outpatient medications, virtually no other assistance is offered to families. This paucity of follow-along support to discharged patients has resulted in a revolving door recidivism rate, the disappearance of discharged patients onto the streets, or their long term incarceration in the psychiatric hospital.

Issue of Medications

The Director also pointed out, “If the question of medications could be resolved (ensuring adequate and free medications upon discharge), two hundred patients could be discharged immediately. However, with no assurance, the patients have to stay incarcerated… With a low budget for medications for discharged patients, many could be released with minimal other support.” The Director estimated that about 25% of the patients are now “permanent” residents due to the lack of medications once discharged from the hospital. Ironically, medications are available in the hospital, but once a person is discharged, there is no possibility to access needed medications.

Issue of Children and Adults

The current patient population is comprised mostly of adults although a few adolescents are also present. Their living side by side with an adult population is of special concern due to the high risk of abuse. According to the administrator, “The hospital has ceased admitting children... Children are seen on an outpatient basis in costly private hospitals or not all.” He further pointed out, “The government is working on a national plan to open up four to five psychiatric beds in regional hospitals as an alternative to admissions to the national hospital.” He also mentioned a plan to develop early intervention programs to prevent mental illness or hospitalization. Neither of these plans has yet been initiated.

Activities and Day Program

The hospital has few daytime activities. The Director stated,  “We do as much as we can. There are some literacy courses, occupational therapy, painting, and gardening.” The number of patients who participate in these activities is small. The hospital utilizes some volunteers from Germany and the Mennonite community for these activities. We later visited a small volunteer day program that had a warm feeling and had about 10-15 individuals occupied in manual arts and gardening activities. 

Issue of Long-Term Hospitalization

For many patients short-term admissions have evolved into long-term stays and a worsening of their psychiatric status. Some residents have resided at the facility for more than 30 years. The residences varied in size—from approximately 82 to 41 patients. The smallest pavilion was a partial “private-pay” pavilion and housed 10 patients. The two largest pavilions housed approximately 82 women and 72 men respectively. According to the Director, the average age of inmates was approximately 35. The population generally suffers from chronic mental illness, most notably, schizophrenia. A significant percentage also have intellectual disabilities; however, there is no evaluation system in place to differentiate this or other developmental disorders such as autism, epilepsy, and cerebral palsy. 

Hospital Budget and Staffing

Based on figures offered by the Director, the hospital’s annual budget was woefully insufficient for adequate staffing, active treatment, and even physical safety. Our visitation revealed a significantly inadequate, even dangerous, level of staffing, non-existent active treatment, and perilously sub-custodial living conditions. With current financial resources, the Director reported that the facility always had running water, but sometimes lacked food. When there was no money for food, the facility sought donations for food. 

The Director described staffing in each pavilion as:

· 1 physician, 

· 1 social worker, 

· 1 nurse, 

· 2 practical nurses, and 

· 2 aides. 

These seven individuals in each building were spread across three shifts, seven days a week. The Director reported, “At night one to three staff, preferably men, are on duty.” The staffing pattern presented a situation incapable of affording patients any meaningful level of active treatment, indeed, not even capable of assuring physical safety. In our visitation, we witnessed almost no staff interacting with patients.

Discharge Process and Community Placement

The Director indicated that, if the resources were available, community placement could be achieved. He cited one case in which a pregnant patient was placed in a “volunteer” foster home. Yet, he did not believe that there was money for the use of foster families as an alternative. The Director also said that the Ministry of Health has promised more social workers and a project to visit families although these supports have not yet been implemented. 

If long term patients are discharged, the Director emphasized that there would have to be:

· Assurance of ready access to prescribed medications,

· On-going family contact and support, and

· Transportation to each patient’s community of origin.

He stipulated that many could return to their own homes and families if governmental and psychiatric support were available. The facility has an outpatient clinic that sees approximately 70 patients a day. However, the lack of medications for discharged patients made active treatment next to impossible. The virtual lack of any community supports has made this quite difficult.

ON-SITE, HANDS-ON VISITATION

As we (JM and GP) walked to the residential pavilions, we crossed a small tiled plaza in a shaded area near the entrance to the administration building. Above its nicely painted front door, there was a ceramic tile of Nuestra Senora de la Asuncion since it had once served as the hospital’s chapel.  Birds were singing and fruit trees were blossoming. 

The residential pavilions were located on the far side of the plaza behind and around the administration building. As we approached the pavilions, the putrid smell of human excrement and open sewage drains immediately struck us. Life-generating springtime was erupting at the entranceway to the residences; however, the reality of what we were entering as we approached the residential pavilions was that of a nightmarish wasteland.

The first buildings we saw had locked gates with patients huddled at the barred entryways. Piles of feces and puddles of urine spotted the walkways. Prison-like bars were evident everywhere. As it subsequently turned out, all residential buildings were locked and barred and only one (the partial private-pay pavilion) was feces-free. All buildings, except the private pavilion, had prison-like cells for some patients—locked cell doors, no lighting, dank and filthy floors and walls, and hole-in-the floor toilets caked and crusted with excrement. 

The few men and women whom we observed outside the locked confines of the pavilions sat beneath the shade of Mango trees enveloped by trash and garbage, leaned against filthy walls, or laid on the dirty ground. Some had withdrawn into solitude and others were conversing, sleeping, urinating, masturbating, smoking, or drinking mate. The first patients whom we observed wore beggar’s clothing. Most were shoeless and dirty. All were stench-ridden. The shadow cast by the over-hanging roof slightly hid most patients’ gazes of desperation and hopelessness. 

A Men’s Pavilion Housing Forty-Six Individuals

Julio and Ramon resided in this setting along with forty-four other men. On a previous visitation, MDRI observers had noted their conditions and had requested a follow-up visitation to examine more thoroughly their living situation and the quality of active treatment provided. In the past, someone had pronounced these adolescents as having autism. 

As we approached this building, it was difficult to walk on the sidewalks or lawns without stepping in human waste and urine. We noted a jagged broken window with sharp edges on the side of the neighboring women’s building. We heard loud screams and moans inside the nearby buildings.
The wretched stench in the polluted air quickly swallowed up the natural beauty of the outdoors. Garbage, ragged and torn clothing, and shoes were strewn over the outside grounds. Raw sewage drained from a pipe next to the men’s pavilion. The pervasive filth was striking and seemed to indicate a culture of hopelessness in which patients were institutionally perceived as possessing no human worth. It was as if they had been tossed into a deep pit and crammed into the bowels of Hell.

Sixteen patients desperately clutched the entrance’s barred gate. They were like prisoners hungering for help. They were shoeless and their feet and toenails were black with grime. A large padlock hung on the front gate and it imprisoned everyone inside. There was no freedom of movement except for meaningless pacing in the excrement covered cement yard and filthy dormitories. 

Dehumanizing chaos and pathos were everywhere. An old picture of Jesus hung on a wall at the far end of the cement yard. It overlooked the bedlam and seemed to greet visitors. Beneath the gaze of this picture, three completely naked men wandered in the cement yard and another five sat, stood, or paced with their genitalia hanging outside their ragged and dirty pants. Their faces looked tired and lifeless. A sadness and hopelessness was evident. One man hurriedly paced down a roofed corridor while he hallucinated. Nobody came to help him and it seemed no one cared.

While several other men wandered aimlessly in the cement yard, others slept on stained and torn foam mattresses or squatted listlessly on the filthy courtyard floor or in the dark and dank dormitories. Stained foam rubber mattresses lined the courtyard because the building did not have enough beds or space. The walls were grimy and paint was peeling. Four prison-like cells had walls covered with graffiti and scratch marks. Graffiti with carved with messages such as “God gives peace!” and “Have faith!” were scrawled on some walls. Grime, urine, and excrement were everywhere—on the bars to the cells, the floors, and the walls. The holes-in-the-floor that served as toilets were layered with feces. Men in the locked cells had no choice but to inhale the wretched stench and sometimes sleep next to these “toilets” since they had no beds or the beds were broken.

Images of Dante’s Inferno seemed fitting in this locked pavilion with its filth, moans, and empty eyed people. Dante’s Hell had a despairing warning at its gates, “Abandon all hope ye who enter here.” This sign would have well served this pavilion.

The salient features of this setting were the pervasive filth, the complete lack of any staff interactions, the absence of any active treatment, and the strikingly destructive lack of any care or human regard. It posed a public health threat to each person’s bodily and emotional well-being. The conditions were extremely neglectful, abusive, and dehumanizing. The setting was prison-like at best, a “human waste” depository at worst. 

Staff seemed oblivious to the strikingly dehumanizing reality and to have grown accustomed to the chaos and putrid stench. No staff gave any indication of any sort or warm interactions with the virtually abandoned patients; no staff participated in anything even remotely close to active treatment. It was a place where the blind led the blind into a deep hole of dehumanizing wretchedness.

The staffing pattern was extremely neglectful and sub-custodial. The few available staff kept busy with paperwork, meetings, or just stood watching the bedlam as if powerless to do anything or completely disinterested. They were more like disinterested and disengaged prison guards than caregivers. Their role seemed to consist of overseeing a human holding tank rather than to provide a safe, clean caring, and rehabilitative environment. 

A staff person stated that two “autistic boys” (Ramon and Julio) who were living in obviously sub-human conditions and squalor “had once received one-to-one staffing at the recommendation of a Senate Human Rights Commission.” During the short-lived time that this extra staffing was made available, the staff person said that the “boys had improved considerably and responded to their maternal caregivers.” Since the termination of this support, staff reported developmental and emotional regression and deterioration.

These two adolescents once again live in prison-like cells—filthy, covered with feces, and reeking with a putrid and nauseating stench. When they sleep in these dank cells, their heads rest next to excrement smeared hole-in-the-floor toilets. Their living conditions were worse than an animal’s. Wild animals, at least, defecate away from where they rest. Domestic animals are afforded litter boxes or are taken for walks to defecate and urinate. These boys were forced to sleep in and around their own waste with not an iota of hygiene. 

Interactions with Ramon—Diagnostic Assessment 

Due to the incredible lack of human dignity afforded to Ramon and Julio in the pavilion described above, JM dedicated a significant amount of time during the visitation interacting hands-on with Ramon and Julio. The purpose was to assess their developmental status, the presence of any mental illness, possible psychiatric diagnoses, the degree of their assumed violence, and their potential for receiving warmth and affection and expressing it to others. 

Ramon, an approximately 17 year-old adolescent with no known birth date, was locked in one of these prison-like cells. He was naked and squatted on the filthy floor next to a feces packed hole-in-the floor toilet. His long fingernails were coated and crammed with filth. His head was downcast like an emotionally beaten and humbled prisoner. His eyes were terrified and glanced side to side like a frightened child. He squatted next to the feces-filled hole-in-the-floor. His naked body was black with filth. His hair was matted and crusted. A dark cloud of insects swirled above his head and around his body. A ghastly odor rose out of the hole-in-the-floor toilet. The cell’s floor was spotted with urine and smeared with feces. At one end of this caged space, more like a septic tank than a setting for a human being, was a huge pile of excrement. A wretched stench filled the cell. 

As JM approached Ramon and sat on the filthy floor next to the locked door, Ramon gazed at him with cold suspicion. His countenance was anguished as he looked from his padlocked cell door. His naked physical appearance was like a political prisoner’s with wide open and piercing eyes that seemed frozen with terror.  He quickly scooted fearfully from the cell door. As foreboding fear enveloped him, one hand rigidly covered his face as if trying to make JM disappear. He seemed to expect the worst. This rapid withdrawal from JM’s presence was similar to the flinching reactions of anyone who has been subjected to on-going abuse, neglect, abandonment, or even torture—a terrified look, a quick pulling away for self-protection, and swatting at anyone to have a sense of control in an otherwise absurd and meaningless world. 

After a few moments, he peeked ay JM and seemed uncertain as to what his presence meant. With a piercingly fixed and frightened gaze and hunched body, his hands were ready to swat at any intruder. 

JM sat on the floor and slowly reached a hand out to Ramon. He whispered that he was not going to hurt him or make him do anything. The adolescent stayed motionless for a few moments as his gaze became more terror stricken. JM continued to interact soothingly, talk softly, move slowly, express quiet nurturing and warmth, and assured Ramon that he was not going to hurt him or make him do anything.

JM reached his hand between the cell’s narrowly spaced bars and held his left hand out as tenderly and softly as possible. Ramon did not seem to know what to do with this human gesture. He swatted at JM and looked at him to see his reaction. JM smiled affectionately and continued to reach out. 

Ramon’s swats quickly became more like those of a toddler who had not yet developed any self-control and was venturing into a new world of tender interactions with other human beings. Although the initial swats seemed to be due to a profound terror, they gradually evolved into curious, rather than fearful, attempts at human contact. These slowly evolved into a tentative quest for actual contact.

The ability to reach out peacefully and make contact with another human being is an early developmental marker of attachment and trust. Although an adolescent, Ramon had never had the opportunity to learn these pro-social skills and has lived a life where he feels unsafe, unloved, and disengaged. The initial swatting away indicated a sense of detachment; however, his gradual acceptance of warm touch symbolized the human condition’s innate and abiding hunger to make and sustain human contact.  

As the minutes wore on, Ramon leaned more closely toward the bars and began to look at JM on the other side of the locked door with increasing curiosity and decreasing fear. He eventually began to keep his arm extended and allowed JM to touch his hand softly, but just for a split second. He tapped on the soles of JM’s shoes with his other hand. At moments, he appeared serene and then suddenly confused and fearful again. Gradually, he seemed to gain a bit of possible trust as he playfully reached out. Suddenly this momentary trust would evaporate and Ramon would once again fearfully push JM away. After several minutes of this trust-distrust cycle, JM reached his right hand through the bars to extend a touch to his face. He accepted this “hug” repeatedly and with mounting desire as he leaned his face more closely toward JM’s hand on the other side of the locked cell door. 

Whenever Ramon became nervous or scared, JM’s interactions became softer, quieter, and increasingly more tender. JM kept reassuring him that he was not going to hurt him and repeated with each swat “Soft! Soft!” This seemed to increase his sense of serenity and tentative acceptance of JM’s presence and contact.  After several minutes, he slowly began to gaze and smile. He then began to place his hand in JM’s hand as a baby would seek solace from a parental figure.

After a short time, JM invited another patient (Paulo) to sit with him on the floor and interact similarly with Ramon. They sat on the floor and “played” by taking turns touching Ramon’s face and hands while whispering to him that he was good. He seemed to enjoy this slow and warm cycle of human contact. He waited for the touches to his face and scooted more closely. A curious warmth in his face increased as he slowly rock back and forth. He continued to extend his hand for longer periods while he gazed with an increasing sense of trust. JM then began to throw kisses and Ramon smiled and laughed. 

After twenty to thirty minutes with Ramon in his cell and JM and Paulo on the other side of the locked door, JM asked that the cell’s door be unlocked and opened. Ramon stood up and bolted out of the room like an escaped prisoner. He was naked and held a filthy security blanket. He ran around the courtyard. JM followed him and reached out his hand. After a few minutes, he accepted JM’s hand and accompanied him to a bench where he sat between Paulo and JM. He remained there peacefully for a few minutes while JM and Paulo interacted affectionately with him. JM gave Ramon a cup of water. He gulped it rapidly and then jumped up and once again ran around the cement yard. 

After a few moments of excited running, he ran to an overhead waterspout and indicated with gestures that he wanted more water. A staff person refilled the tin cup and JM served him the water a bit at a time as they sat on the courtyard bench in the warm morning sun. Ramon gazed at JM with each sip as if seeking approval. When the water was gone, he accepted an embrace from JM and then jumped up and ran around the cement yard once again.  

Each time he ran away he would accept another cup of water and return with JM to the bench, sip the water, and remain seated longer and longer. During these moments, he became more connected to and affectionate with Paulo and JM. After a short time, he held JM’s hand while he sipped the water.

Whenever Ramon became overly excited, confused, or stressed, he would hold his right hand stiffly near his eyes as if seeking some internal comfort within his hand. His searching for some consolation was likely due to years spent in isolation that had disallowed any actual human connection and had forced him to find solace in his hand. It was as if his hand had taken on a life of its on the absence of an human connection.

Such retreat into a private world is common to individuals who have been subjected to long-term institutionalization, imprisonment, and torturous conditions. It is a way to find some comfort in an absurd and meaningless world. It is somewhere between a fantasy and a hallucination. The longer it is done, the more hallucinatory it becomes. He seemed to have had to create his own world within the hellish one that he had inherited. However, with some cajoling, each time he easily returned to the reality of his interactions with JM and Paulo. Although this withdrawal into an internal world is sad, his willingness to put aside his emotional recoiling and re-enter into warm human interactions was a most hopeful sign. 

He seemed to enjoy this running-sitting-drinking-expression of affection cycle and willingly returned to the bench each time. He began to linger longer and longer. He permitted JM to put his arm around him and embrace him. 

Throughout these interactions, Julio was naked and held a stench-ridden blanket to sit on during the interactions on the courtyard bench. It was like a baby’s security blanket. At one point, JM tried to cover his lap with the blanket, but he insisted on sitting on it since the bench was hot. No clean blanket was available to cover his naked body. The availability of clean blankets to stretch across his lap would give him a modicum of human dignity.

Diagnostic Symptoms

In terms of diagnostic symptoms, he showed a single sign of autism—i.e., holding his hand close to his face as if seeking refuge in an internal world when stressed, yet, always returning willingly to soft and slow interactions. His initial reactions, e.g., scooting away from physical contact, insistence on sameness, rigidity, and extreme difficulty in receiving affection, could be interpreted as “autistic.” However, as JM interacted with Ramon these disappeared quickly. This rapid acceptance of warm interactions contra-indicated a diagnosis of autism.

In his case, the often-repeated diagnosis of “autism” seemed to be a “professional” rationalization to incarcerate him as an animal in a poorly kept zoo. Although he has a desperate need for active treatment, he has received none in the years that he has been institutionalized. Whenever clinical staff spoke of autism, it appeared to excuse his sub-human treatment and enable clinicians to retreat into an enigmatic diagnostic world beyond the comprehension of ordinary individuals. 

As the Director stated, “We need to gather together the scientific community to study this.” Yet, each moment of each day without treatment is destructive and pushes him further away from desperately needed human contact. A life squatted in a excrement filled prison cell is no way for anyone to live; a life filled with affection, warmth and tenderness is the only way he will survive.

Hope abounds. While interacting with Ramon, he gradually showed many interactions that directly contradicted a diagnosis of autism. His feral existence quickly transformed into the possibility of a warmly interactive one:

· Fear changed to increasingly attuned and appropriate interactions. His initial reactions were very different from his later ones. The first task of treatment should be to decrease his fear of our presence by teaching him to feel safe.

· His downcast head began to rise with a slight smile, warm gazes, and affectionate physical contact.

· When freed from his cell, his first reaction was to run; but he gradually began to sit with others, take turns, and linger longer and longer.

· Although he initially wanted to gulp water and then run, he slowly began to respect the request to stay longer.

· With ever decreasing fear, he started to display a sense of comfort with JM and Paulo.

If given active treatment, a sufficiency of nurturing, and an intimate setting, these changes strongly suggest that Ramon would blossom.

Interactions with Julio—Diagnostic Assessment 

The other so-called “autistic boy” (Julio—approximately age 15) was in a caged area between his pavilion and the neighboring one. It looked and smelled like a place not fit for human habitation. 

According to staff, this cage had been created as a holding tank for his daytime pacing because it provided him with more space than his cell. Staff stated that at nighttime he slept in a cell similar to Ramon’s setting—alone, in filth, and inhaling the rancid stench of rotting feces. 

His daytime cage was reminiscent of a pigpen. It was located between his and a neighboring and was overshadowed by barred windows. It was in a long cemented area where he laid on a filthy blanket at one end and defecated at the other end. The ground was strewn with garbage, excrement, broken glass, and trash. A rancid odor permeated the air. The wall on the left side was blackened with filth. The tropical sun cast its warm rays on half of this space; the other side was in shadow. 

When JM approached this area, Julio was naked. A staff person described his nakedness as necessary “because he always tore his clothing off.” His body was filthy. He stood up and came toward the locked cyclone fence gate with a confused and fearful look.  Although a teen-ager, his boyish appearance was contradicted by a hunched body more like that of an elderly man. His gaze fluctuated between a feeling of surrender and curiosity. He clutched the meshed wire with his fingers. He was one of the few residents with teeth. He reached a hand through a hole in the gate in an attempt to make human contact. Like a blind man tapping a cane, Julio’s hand punctuated the air searching for human contact. When his hand finally touched JM’s hand, he stood and tapped on it for several seconds.

JM asked a staff person for permission to go into the locked area. Although he was told he should not enter due to Julio’s violence, the staff person hesitantly unlocked the gate and JM entered with outstretched hands offered to the child. Julio gazed at JM and cautiously accepted his touch. At this moment, he displayed a mixture of human emotions—curiosity, distrust, caution, and fright. He was not aggressive. After a brief period, he seemed to become a bit playful.

JM walked down the long, narrow pigpen and observed a large pile of recent excrement at the far end as well as recent and old garbage and trash. 

In the meantime, Julio stretched his naked body onto a putrid and malodorous security blanket cast on the cement floor. JM returned and squatted on the filthy floor next to Julio and interacted with him. Julio’s acceptance was initially tentative, but became increasingly desirous. With an amazing depth of human resilience and hope, Julio increasingly smiled and played. It was amazing to see such a vulnerable and abandoned youngster, who had been cast into a deep circle of Dante’s inferno, possess such resilience and hope. He was like a terrified and broken-hearted child thrown into this hellish space and who only hungered for consolation and warm human contact.

Throughout this time with Julio, JM interacted with him warmly and affectionately. At some moments JP stood. At other moments, he squatted, ran or paced. Yet, he consistently accepted JM’s presence and interactions. After a while, he began to reach out to JM with outstretched hands, a strong indication that hungered for love.

Attachment Disorder of Infancy and Childhood

He, much like Ramon, displayed symptoms of pathological abuse and neglect rather than signs of autism:

· Clinging—His almost immediate and blind contact with me, a stranger, is a symptom of indiscriminate attachment. It is a clinging onto anyone driven by profound fear and a search for succor from anyone, even a stranger. (Ramon’s reaction was also one of fear, but, in his case, this led to swatting JM away. These reactions are similar and have the same origin except some individuals rebel while others cling.  

· His world lacked any socialization because it was bereft of significant others. He had to fill his world with squatting, wandering, and sucking on trash.

· Abandonment by his family, an incredibly traumatic experience, that disallowed the development of a dignified sense of identity further worsened by an almost complete lack of any significant others in the long term hospital setting.

· Julio had a history of banging his head as a sign of worthlessness and non-existent self-esteem. Head banging has left its scars, both physically and spiritually. His bowed head spoke of a life of on-going humiliation and no identity.

· He had a clear need for a security blanket, as filthy as it was, to assure himself of some slight degree of consistency and safety in the feral world into which he has been cast. 

· His poor self-esteem was indicated by a bowed head and bouts of self-harm. These symbolized a deep and encompassing world of self-hatred, a lifetime of marginalization, and a sense of worthlessness.

· His open masturbation gave him momentary corporal pleasure in an otherwise absurd and meaningless world. 

· There were indications of sexual molestation and abuse as seen in his nakedness and sexually inviting posture when approached.

Differential Diagnosis

As a prelude to helping these adolescents, the psychiatric hospital should immediately explore and adopt a meaningful diagnostic formulation for each. 

It might be that the use of the label “autism” has some meaning and relevance. However, with familial abandonment and long-term hospitalization, the invocation of autism could be an unwitting way to detract from government’s duty to protect and serve its most vulnerable citizens. This diagnosis was used several times during our visitation as the reason for their dehumanizing living conditions. It was always expressed in a solemn tone, “They are that way, because of autism.” Ramon and Julio were always referred to as “the autistics”  and this seemed to be used to exculpate administrators, clinicians, and caregivers. 

Even if autism were the actual diagnosis, everyone must recognize and deal with the exponentially dilatory effects of abandonment and imprisonment on these vulnerable citizens. Whatever their diagnosis might be, no developmental disability causes the conditions that we saw—fear, animal-like living conditions, nakedness, filth, and extreme solitude. Their emotional reality has emerged from their horrible life-story and present life-situation. Autism is not the cause of their condition; abuse and neglect are the defining factors.

In JM’s interactions with Ramon and Julio, there were few symptoms of autism in either youngster. Indeed, their primary symptoms were indicative of “a reactive attachment disorder of infancy or early childhood.” This developmental disorder is encompassed by a disturbance of social interactions caused by neglect of an infant or child's basic physical and emotional needs, e.g., neglect of a child’s needs for physical safety, food, touching, and emotional bonds with primary and/or secondary caregivers. Its signs and symptoms are: resistance to social interactions, seeking isolation, difficulty in accepting comfort, avoiding physical contact, avoiding caregivers, and indiscriminate sociability.  Children with these needs also have a history of caregivers who have disregarded their basic emotional needs for comfort, stimulation, and affection and their needs for food, toileting, and play. 

Given the evident lack of psychiatric support and their virtual status as children-as-prisoners, it is time to step back and re-assess the meaningfulness of “autism” and to make sure that this diagnostic assumption is not unwittingly used justify horrendously dehumanizing living conditions—as if autism equated with an innate and immutable disability. 

A more in-depth analysis of their life-stories and current conditions appear to indicate an attachment disorder of infancy and childhood that has been increasingly deepened and worsened by years of abuse and  neglect. Figure 1 delineates the main symptoms of an attachment disorder of infancy and childhood and compares them to observations in our interactions with Ramon and Julio.

Figure 1: Understanding an attachment disorder

	Symptoms
	Observations

	· Resistance to social interactions
	· Each presented an initial reluctance to interact. They were fearful of interactions. Ramon pushed away out of fear. Julio was more clinging for the same reason. 

	· Seeking isolation
	· Having been virtually imprisoned since childhood, they have learned that it is safer to avoid human contact than to seek it. Trust is central to the human condition. Without, it is logical to retreat from human contact.

	· Difficulty in accepting comfort
	· Without feeling trust and security with anyone, there is no inclination to seek comfort. Indeed, comfort is an unknown feeling. You cannot seek what you do not know.

	· Avoiding physical contact
	· It is normal for infants and children to learn the goodness of loving physical contact. However, abused and neglected children and adults recoil from physical contact because there are forceful memories that signal our body to defend itself rather than seek human contact.

	· Avoiding caregivers
	· They have learned that there is neither “caring” nor “giving” in care giving—only demand and denigration. Our mere presence signals the need for avoidance.

	· Indiscriminate sociability
	· Those who have failed to thrive due to abandonment, abuse, or neglect, either push away from socialization or cling to strangers. Clinging is indiscriminate and signifies fear. It involves a grabbing onto anyone for protection. It is seen in indiscriminately holding on to anyone or bouncing from one person to another without any differentiation as to who the person is.  Although it might seem to be a good sign to have a child or adult rush up and jump into a stranger’s  arms without seeking permission from a trusted figure, it is actually a symptom of pernicious neglect and abuse. It is as if the person is screaming, “If I let go, no one will rescue or protect me!” Or. “I have no one to connect with so I will grab anyone.”


These symptoms indicate the high possibility that Ramon and Julio suffer from an attachment disorder, a diagnosis previously known as “failure to thrive” due to pathological abuse and neglect. This inner failure has been a central aspect of their lives. The abuse and neglect that they have endured has been institutionally pathological and pervasive. 

JM’s interactions with these two youngsters demonstrated how they could grow and develop if afforded active treatment. They desperately need supportive living arrangements where intimacy and nurturing thrive. Increased staffing focused on teaching them to feel safe and loved is necessary. Until this happens, both adolescents will continue to deteriorate in an emotional, moral, and spiritual morass. 

RETURN TO VISITATIONS IN THE PAVILIONS

As JM and GP left Ramon in his prison cell and Julio in the locked enclosure, a nurse stood at the locked entry gate distributing small cups of medication on a wooden tray to the residents. A patient yelled in the background, “Medicine! Let’s go!” The patients ran toward the nurse on the other side of the barred gate. The patients yelled, “Drug, please! Drug, please!” with their hands outstretched. An attendant dipped tin cups into a water bucket on the floor and gave a dirty cup to each to help swallow the pills. Each patient returned the cup and the attendant dipped more water into it for the next patient. The nurse put the pill(s) in each person’s mouth through the gate’s bars. One pill fell on the ground. Another patient picked it up from the filthy floor and placed it in the person’s mouth. The nurse seemed oblivious to the pill’s filth as well as the patient’s act of kindness.  All willingly accepted the drugs without any hint of rejection. The nurse simply distributed the drugs without any other interaction, display of personalization, or human warmth. She seemed to be simply doing her job as a dispenser of medications.

Once outside this pavilion, JM interacted with four men seated beneath a shade tree, conversing with each other, smoking, and drinking mate. One man with a catheter picked up a cigarette butt from the filthy ground and ate it. All were friendly and affectionate. They had created their own “club” beneath the shade tree and found a space where they encountered their own happiness with one another. It could be found nowhere else. 

A Women’s Pavilion Housing Forty-One Individuals 

Across from the men’s building, forty-one women were in another horrendous setting. Garbage and human feces outside made it difficult to walk without stepping in filth. The fetid odor of raw sewage was evident as it flowed from an open pipe outside. The sidewalks were dotted with piles of excrement. 

At the front locked gate and surrounding fences, many women grabbed the bars or wire mesh as if in a concentration camp. Their fingers tightly clutched the mesh wire or bars as if in a concentration camp. Their eyes stared out, seemingly at nothing. 

Ten women were strewn on filthy foam mattresses that had been dragged onto the yard in the 90-plus degree heat. These women laid on their backs surrounded by brown and black blotches of excrement in the grass and weeds. Some were covered with dirty blankets that reeked of septic odors. The women  appeared lost. One individual pulled her pants down and urinated on the ground. No staff person was present.
In the interior courtyard, eight women were clustered in the shade around a bench. An elder patients with a despondent countenance said that she felt horrible. Another woman sobbed and forlornly said, “I miss my grandchildren.” A younger woman rushed up with driven and manic speech and asked us to return to visit her and said, “Please! I will pray for you.” Another desperate woman with a depressed look  asked for a kiss and a hug. Another slowly whispered, “I want to leave this hospital. I am so tired.” Her voice was slow and whispered.

The women who approached us were driven by the ravages of untreated or poorly treated mental illness. Some appeared driven and manic; others were listless and almost catatonic. Nevertheless, all the women, except for one, readily accepted warm human interactions. The person who did not interact appeared catatonic and sat rigidly and motionlessly on a bench.

This building’s cement yard was somewhat less filthy than the previous one. Most of the women were clothed. The building had four prison-like cells—iron barred doors with large locks, dark, and dank. Like the previous building, each cell had a hole-in-the-floor toilet and excrement covered the holes. There were puddles on each cell floor. Vomit was on the floor of one cell. An inmate was asleep and fortunately oblivious to this filth and stench. Several women stretched out on floors or on iron beds. Some were asleep; others were gazing into space. The bathrooms had hole-in-the-floor toilets with no partitions, no soap, and no toilet paper.

Upon returning to the courtyard, JM made a small circle of seven women, held hands with them, and asked them to sing together. All were willing to do everything asked with the exception of the motionless woman. As the small group stood, held hands, and sang, more women joined the circle and participated. In the midst of the singing, JM went to the catatonic woman, took her by the hand, and stood with her in the circle. 

As we were leaving, the women came up and offered hugs, kisses, and prayers. There was no sign of violence at any time. Their willingness to participate and interact were strong signs of how active treatment could help these desperate women could eventually lead meaningful and contributory lives. However, the lack of treatment guarantees a continued waste of human lives and emotional decay.  

Upon leaving the women’s pavilion, the same four men sat beneath “their” tree—a refuge they had carved out in the filthy yard between the men and women’s pavilion. 

Another Men’s Pavilion Housing Forty-Seven Men

This pavilion was located in front of the women’s pavilion and next to the first men’s pavilion that we had visited. It housed approximately 47 men and had 36 beds. The lack of eleven beds did not seem to have any negative impact on or meaning to any staff. Everything was wrong, yet, the attitude was that no one could change reality. 

Many patients were huddled on the inside of a locked gate while tin cups of water were given to them through the bars. Later, men stood at the locked gate and received cigars from a staff person as they extended their dirty arms and hands through the narrow spaces between the bars of the front gate.

A nurse said that the residents in this pavilion could be discharged and do well if they received follow-along on a monthly basis, access to medications, on-going social support. Failing these supports, she said, “They will return to the psychiatric hospital within a month. Since none of these supports were available,   they stayed incarcerated—a virtual prison sentence with no crime committed and no parole possible.

Inside and out, the pavilion was strewn with garbage, excrement, urine, and trash. Several men were sprawled about in filthy dormitories on iron beds with thin, torn, stained, and dirty mattresses. Several men were squatted on the dirty floor with looks of desperation, loneliness, and despair. One man had a large hole in the crotch of his pants and his penis and testicles hung out. He wandered about the cement yard and no one helped him. The building had fans, but all were broken. Two staff stood and watched the bedlam without offering any intervention.

A patient (Tonão) scooted on the floor with a large bandage on his lower right leg. A staff person later said that his leg had been broken in a motorcycle accident immediately before his admission to the hospital. He reported that no surgical treatment had been available “because he was from the psychiatric hospital.” A staff person stated that the leg had become so infected that he would now likely have to have it amputated. He estimated that the cost of adequate hospital care would be US$600.00. In a brief time, it was possible that Tonão would have entered the psychiatric hospital and lost his leg unless a rapid intervention occurred. 

As we observed Tonão, he scooted toward a dirty garbage bucket filled with rain water, dipped a tin cup into it, and went to an area with toilet holes to wash himself. This “bathroom” had no soap, toilet paper, or towels. Each resident had to find a way to “clean” away his feces. 

The four cells in the pavilion were dark and dank, covered with filth, and had an unbearable and stomach-turning  stench. The only desire one felt in this stench-ridden setting was to run out of the building. Those unfortunate to use these rooms slept on the filthy floor because the bed frames that hung from the back wall had no mattresses. 

One cell had vomit on the floor. In a neighboring cell, a staff person reported, “Amado could let himself in and out of his filthy prison-like cell; but, he prefers to be locked in the cell.” Such an acceptance of “patient choice” was asinine at best and destructive at worst.

Amado sat on a filthy bed next to an open toilet in the floor. He had a tin cup in his pocket that he used to clean his body with fetid toilet water. As JM walked into the cell, Amado looked up for a moment with a terrified and heartrending expression on his face. He sat on a stained mattress with his hands clasped and head bowed as if in prayer. A raggedy and putrid blanket covered his body. It was pulled up to his neck. As he looked in JM’s direction, his  gaze was piercing and accompanied by an occasional paranoid movement from side to side as if under attack. JM told him to not be afraid and slowly reached his hand out. At first, he was afraid to touch it, but after a while, he reached his hand out and placed it in JM’s extended hand. 

In the middle of the patio area urine flowed in a trough next to a small raised earthen area that once probably had a shade tree—a small gift of nature that had long ago been lost.

Patients made grotesque utterances—moaning, screaming, and supplicating. About twenty men squatted on the floor. The pavilion’s inside cement yard reeked with the smell of human excrement—some in piles on the floor, some caked and crusted on the hole-in-the floor toilets. The ghastly odor permeated the entire area.

In the midst of this filth, residents were given bread to eat with their soiled hands. Amidst the grime, one young man ironically wore a dirty shirt that had the words “Quality Products” written across the front. Almost everyone’s clothing was filthy, ripped, ill fitting, in tatters and exuded a feeling of a total lack of human dignity. 

An elderly man with a bandaged ankle seemed to be trying to tie a string around his waist to keep his oversized pants from falling down. In fact, he was trying to pull his penis from his pants so that he could urinate on the patio’s floor. No one assisted him. No one noticed, No one seemed to care. After urinating, he then attempted to keep his pants on with the string. No one approached to help him, bath him, or give him clean clothes.

In one dormitory there were six steel beds with filthy torn foam mattresses in a room that was about 12-feet by 12-feet. Six men were in bed, but their eyes were wide open and seemed filled with fear as they listlessly stared at the ceiling. Puddles of urine were next to and under each bed. 

Back in the courtyard, a sweeping look at all the residents revealed blood, scabs, scars, bruises, and broken and rotten teeth. People squatted, paced, and sprawled on the ground. Broken glass, cigarette butts, trash, sewer water, and garbage covered the floor. At a large barred “window” at the back of the courtyard, rotting garbage had been tossed and no one cared enough to get rid of it. Five patients squatted on the floor in this nauseating space. The back of the pavilion has become a garbage disposal dump and a black cloud of flies and other insects swirled above it.

Brooms were stacked against a wall in the courtyard. These apparently were rarely used. 

One resident was squatted in a corner and busily washed bowls in filthy water. As he washed these bowls, he itched his crotch and continued his chore. When he had finished his chore, he dragged the wash pan into the cement yard and spilled its wretched contents into an open trough. Staff stood outside smiling at each other and talking animatedly, but entirely oblivious to him and the other residents. 

The heat was almost unbearable. The temperature was over 90 degrees. Some residents had found precious shade beneath the overhanging roof. Many patients were trying to sleep in the dormitories. All dormitory fans were broken. The barred windows were shuttered and only insects and listless patients stayed in the squalid rooms. 

A nurse was in an air-conditioned office area preparing medications for distribution. Two other staff persons stood outside the locked gate, but seemed oblivious to the patients. Residents had no staff helping them deal with their problems, guiding them, or even interacting with them. There was no hint of any treatment or rehabilitation. Although very short staffed, the staff’s only role seemed to be to act as prison-guards and to keep locked patients inside a filthy building and, for the more difficult or bothersome patients, to lock them in putrid cells within the already locked building. It was a Darwinian approach to rehabilitation where only the strong were expected to physically survive. The patients had a deep sense of hopelessness was palpable. Upon asking one man “What are you doing here?” He answered, “I am waiting for God.” 

When we entered the building, the setting was chaotic; but, after a short time, several men huddled at the barred front gate became friendly and sought some minimal warm attention and expression of brotherhood. The men gathered around us and conversed in a friendly manner and took turns singing melodies from their youth and culture. 

A single staff person entered the cement yard during our visit, but remained remote, and standoffish. There was no sign of active treatment. The men lived behind locked gates or in locked cells and fended for themselves. 

It was as if the patients were non-existent and every day was another Day of the Dead. This was not a hospital setting, but a dehumanizing holding tank. It was the physical and moral equivalent of a prison for individuals who had committed no crime, but had been sentenced to indefinite incarceration.

When we left this pavilion, we saw a garden next to the pavilion that had been planted by a few patients and volunteers. Its life-giving beauty was in stark juxtaposition to the terror and horrors within the pavilion next to it. 

Private Pay Pavilion

The next pavilion was termed the “Private Pay Pavilion.” A staff person informed us that individuals “were admitted for up to twenty days after having passed through the admissions building.” They paid a small amount of money for the privilege of cleanliness. Most were admitted due to “aggression or emotional disorientation.” Treatment seemed to be minimal and was comprised of the distribution of psychotropic medications.

This building was somewhat different from previous buildings. It was clean and odor free. The interior courtyard had trees, plants, and flowers. Some family members were in the courtyard visiting their kin. Each person had a  private room. It had a capacity of 10 patients. Each room had a door and a less obviously barred window. Some patients could come and go from their rooms to the courtyard. Although two staff persons were present, no active treatment was evident. While we visited, no staff person interacted with the patients.

An adolescent young woman was in a locked room at the far end of the small pavilion. Through the barred window, she begged to be let out. She said, “I am lonely and have no one to talk to… This solitude is killing me.”

Another patient came to his door and said with a deep tone of sadness, “I want to see my mother.” He stated that he was a physician with a chronic mental illness. He expressed anguish because he did not know when he would be discharged.

Chronic Care Pavilion Housing Seventy-Three Men

The next pavilion was referred to as a chronic care building. Most of the men had no families left or had been abandoned long ago. There were more patients than beds. Those who had no bed slept on stained foam mattresses on the dirty floors. 

The cement yard was a narrow, long space. Filthy blankets were tossed everywhere. The courtyard was blistering hot. The filthy dormitories and the roof’s overhang offered the only shade. 

No staff persons were present with the patients during our visit. No active treatment was evident. The pavilion represented a long-term sentence to filth, abuse, and neglect. Some men stood outside naked. The men’s only “activities” were sprawling on their filthy beds, spreading out or squatting on the cement floor, curling up in fetal positions, pacing back and forth, walking aimlessly, or sitting on dirty wooden benches. 

The solitary meaningful activities consisted of one worker shaving a young man outside the pavilion by the locked gate and the only patient activity involved an elderly patient mopping the filthy floor. Outside of the shaving activity, no staff interacted with the patients during our visit. Outside of the floor mopping no patients was engaged in any meaningful activity.

The dormitories were dark and malodorous. The wall next to one bed was smeared with feces. The beds were lined in rows one behind the other. The floors were covered with rotting excrement and puddles of urine. No one appeared to have showered. All were filthy. One young indigenous man sat by himself at the far end of this dark dormitory with his head bowed. He appeared to have lost all hope, saying, “I have not seen my family in many years.”

The ubiquitous hole-in-the-floor toilets and the surrounding floors were covered with excrement and urine. 

Four cells were behind another locked and barred door. A disregarded puddle of vomit was on the floor. Each cell had a hole in the floor used for a toilet. No one was in the cells at the time of our visit.

One gentleman (Francisco) stood outside one of the dormitories and stated that he had first been admitted in 1971 and had spent most of the intervening years in the psychiatric hospital—a patient lost in this inferno for over thirty-one years. 

Several men were suffering from obvious negative side effects of psychotropic medications—drooling, hand tremors, facial twitching, rigid joints, and shuffling gait. 

One man wore a heavy wool sweater and suit coat on this blistering day. There were insects hovering around him. There was pus on an open wound on one of his bare feet.  

Once outside, we observed eight elderly men sitting motionlessly in the shade next to the building. Their heads were bowed. When they looked up their faces were sad as if all hope had been sucked from their souls long ago. Their downcast eyes seemed to stare at nothingness. Two other men were spread out on garbage beneath the shade of a Mango tree. The only refuge for these men was the shade of the overhanging roof and the Mango tree. No human solace was observed anywhere.

Admission’s Pavilion

This “admissions building” warehoused 45 men and had 32 beds. According to a staff person, “This building is for admissions and the patients stay for approximately one month. They are then moved to another building or are discharged home. They often then are re-admitted since medications are not available outside and there is no support.” 

Before entering this building, we noted a staff person cutting patients’ hair. Five men were seated beneath a tree waiting for their hair cut. 

Inside the pavilion, bodily stench could be smelled everywhere. Most patients were standing around in complete idleness and ennui. They wore dirty rags for clothing. One patient was fifteen years old and another seventeen. Another patient (Hilario) had an open wound on his foot. 

All were desperate for human contact. Most were excessively medicated and had a frantic appearance. They seemed confused, desperate, and driven. Most had obvious signs of tardive dyskenisia—hand tremors, drooling, somnolence, and rigid bodily movements. 

A newly admitted young man was locked in a cell. He laid on his back on the floor. His head rested next to an excrement-covered hole in the floor. He looked terrified and dazed. He had been left by the police the night before “due to seizures” and was immediately put in a locked cell. He was highly drugged with Haldol that had been injected upon his admission. Through the bars and in his slurred speech, he mumbled, “I had a seizure and the police put me here. I have been in this cell for 24-hours. I am scared.” He then turned and walked to the back of dark, filthy space that reeked with the stench of urine and excrement. In this drugged world, he was trying to survive; but, he had already surrendered. 

Some patients were cleaning their feces-covered bodies with their hands in the toilet rooms and then washed their hands without soap or towels in the only functioning water spout. The three open toilet holes were overflowing with excrement. One man complained, “We never have toilet paper to clean our butts.” A group of five men had found refuge in this stench-reeking toilet area. They huddled in the filthy room, conversed, and smoked cigarettes. All were heavily sedated and they sat or stood with their eyes half-closed.

Another patient (Gonzalez) was in a locked cell and slept on the floor next to another feces covered hole in the floor. There was nothing else in the cell—no toilet paper, no bed, no chair, and no hope. 

In the pavilion there was no furniture except for filthy beds for some and the filthy floor for others. There were no activities, no balls, no games, no benches, and nothing to hope for. No staff interacted with a single patient. It was a treatment wasteland.

Men’s Pavilion Housing Fifty-Seven Individuals

Pavilion 2 warehoused fifty-seven men and had thirty-three beds. This space was in utter chaos with the men screaming, begging, moaning, and pleading at the locked front gate. Like other pavilions, there were four prison-like cells. Over fifteen dirty and torn foam mattresses were spread out in the courtyard. Filth and stench permeated the entire building. Excrement, urine, vomit, and trash were everywhere. As in the previous buildings, the toilets were holes in the floor covered with feces. The walls were filthy. The prison-like cells had no mattresses so patients had to sleep on the garbage-filled floors. The filthy bathroom had one waterspout that functioned. Patients drank water from this spout. In the dormitories, the beds were in rows with little space between each one. The mattresses and blankets were stained with filth.

Many men were huddled in a corner of a shaded hallway. Others paced back and forth in a meaningless manner. Some men sat in fetal-like positions and stared at their feet. 

One seventeen-year-old patient stood in the hot sun dressed in a wool sweater on the sweltering day. When asked why he was in the hospital, he forlornly replied,  “because I have no where to go.”   

Kitchen Area

We walked through the central kitchen and noted filthy conditions. Food was stained with greasy black blotches. Some of the boiling food, cow tongues, had been donated.

Women’s Pavilion Housing Eighty-Two Individuals

This building warehoused eighty-two women. Many of the women were huddled around the locked iron-gate. Their eyes drooped from excessive sedation. Their faces were reminiscent of the emptiness seen in pictures of prisoners in a concentration camp. Their hands gripped the entryway’s bars. They all talked at once. Some moaned; some cried; some hallucinated. Their eyes had an intense and driven gaze. A few women were catatonic with death-like stares. Their eyes were motionless eyes. Their heads were cast downward and their arms reached out as we approached. The women kept crowding more closely to the gate as if rushing out of the bowels of Hell. The sounds that emanated from this space were infernal—a cacophony of cackles, screams, moans, and pleading petitions. Their hands reached out frantically  through the iron bars as if they were falling and were trying to grab the edge of a cliff. Many were naked. One walked dressed in a transparent plastic bag. A young woman (Cristina), diagnosed as having an intellectual disability and mental illness, smiled like a child and stood silently.  Her eyes were large and mesmerizing. She stood frozen in space and time behind the barred entryway. 

As we walked through the gate, the physician on duty warned us not to enter the building, “It is a jungle in there and only the tough survive.” Even with this dire prognosis, he emphasized that the women “could live in the community if adequate supports and medication were available.” The seeds that had been planted to create this “jungle” were abuse, neglect, and dehumanization, not mental illness.

REVIEW OF RECORDS

To objectify this evaluation, we conducted a random sample of patients’ records. The purpose of this sampling was to collect data on patients to assess the depth and breadth of information that staff had as a foundation for designing and carrying out person-centered treatment plans. These data, gathered on the pavilions where the particular patients resided, focused on: 

· Personal case history,

· Family history,

· Treatment goals and outcomes,

· Treatment methodology,

· Diagnostic work ups, and

· Discharge planning.

We randomly sampled eleven patients’ on-site records in each pavilion that we had visited except for the “private pay” pavilion. We also examined the records of Julio and Ramon since we had placed special focus on the long-term nature of their horrendous living conditions. These thirteen records revealed the following:

1. Juan Agustin Castglione

· Birth: 3-25-80.

· Date of last admission: July 12, 1996.

· Previous admission(s): Yes.

· Father, Juan; Mother, Isabel.

· Guardian: None.

· Street address: None.

· Ten pages of sporadic nursing notes for 2002-2003, e.g., “Slept well.”

· Medication history: None.

· Four pages of sporadic lab reports for 2002-2003.  

· Treatment plan: None.

· Discharge plan: None.

· Evaluations: None.

· DSM-IV Diagnosis: None.

6. Gilberto Lopez Espinada

· Birth: 10-1-69.

· Date of last admission: 9-10-02.

· Father, None Recorded; Mother, None recorded.

· Previous admission(s): 3.

· Guardian: None.

· Street address: None.

· Three pages of nursing notes, e.g., “Admitted by police because he suffers from mental illness” and “due to aggression and agitation on a public street, i.e., cursing and threatening people.” Upon admission, placed in prison-like cell and injected with 20mg of Haldol.”

· Medication history: None.

· Two pages of laboratory reports.

· Family: None noted.

· Evaluations: None.

· Treatment plan: None.

· Discharge plan: None.

· DSM-IV Diagnosis: None.

7. Roberto Franco

· Birth: 2-14-66 (Brazilian).

· Date of last admission: 9-24-03 for “inappropriate behavior and aggression.”

· Previous admission(s): 4—due to aggression and drug addiction.

· Father: None Recorded; Mother: Linda Branco.

· Three prior admissions.

· Guardian: None.

· Street address: None.

· Three pages of nursing notes, e.g., … placed in prison-like cell by three attendants and “injected with 20mg of Haldol…” Admitted by police “because he suffers from mental illness” and “aggression and agitation on a public street—cursing and threatening people.” He was homeless and unable to receive medications. He also had a history of alcoholism.

· Medication history: None.

· Two pages of laboratory reports.

· Family: Mother’s name listed.

· Street address: None.

· Evaluations: None.

· Treatment plan: None.

· Discharge plan: None.

· Evaluations: None.

· DSM-IV Diagnosis: None.

8. Francisco Solano Segonia

· Birth: 3-16-63.

· Date of last admission: 2000.

· Previous admission(s): 13 since 1966.

· Father: None Recorded; Mother: None recorded

· Guardian: None.

· Street address: None.

· Twenty pages of nursing notes, e.g., “Episode of aggression on 8-13-03…” “…Admitted by police... because he suffers from mental illness…” and “… due to aggression and agitation on a public street, cursing, and threatening people… sleeping-eating well, adjusted to hospital…” Placed in lock up cell and injected with 20mg of Haldol at admission.

· Medication history: None.

· Two pages of laboratory reports.

· Family: None noted, but has family members.

· Guardian: None.

· Street address: None.

· Evaluations: None.

· Treatment plan: None.

· Discharge plan: None.

· DSM-IV Diagnosis: None.

5. Pablino Gimenez

· Birth: 6-3-68

· Date of last admission: 8-1997; 

· Previous admission(s): 13.

· Father: None Recorded; Mother: None.

· Guardian: None.

· Street address: None.

· Approximately twenty pages of nursing notes—Admitted by sister “due to

Schizophrenia.”

· Medication history: None.

· Two pages of laboratory reports

· Family: None noted, brother serves as guardian.

· Guardian: Brother 

· Street address: None.

· Evaluations: None.

· Treatment plan: None

· Discharge plan: None

· DSM-IV Diagnosis: Schizophrenia.

6. Lugo Doria

· Birth: 7-14-71.

· Date of last admission: 2002.

· Father, Miguel; Mother, Francisca.

· Previous admission(s): 1.

· Sporadic nursing notes.

· Medication history: None.

· Laboratory Reports: None.

· Family Involvement: Letter from mother—“I have never seen any of my 

daughter’s documents… I see her deteriorating progressively.”

· Guardian: Miguel Lugo.

· Street address: None.

· Treatment plan: None.

· Discharge plan: None.

· Evaluations: None.

· DSM-IV Diagnosis: Alcoholism.

7. Cirilla Gomez

· Birth: 3-29-68.

· Date of last admission: 1-2003 “due to disorientation.”

· Previous admission(s): 2.

· Father: Victor; Mother: Irene.

· Medications: Five psychotropic drugs.

· Guardian: None.

· Street address: None.

· Fifteen pages of sporadic nursing notes.

· Medication history: None.

· Discharge plan: None.

· Evaluations: None.

· Treatment plan: None.

· DSM-IV Diagnosis: None.

8. Cristina Chaves 

· Birth: 1-28-78.

· Date of last admission: 5-10-2002.

· Father: None; Mother: None.

· Previous admission(s): Yes, 1993.

· Guardian: None.

· Street address: None.

· Nursing notes: Sporadic.

· Medication history: None.

· Treatment plan: None.

· Discharge plan: None.

· Evaluations: None.

· DSM-IV Diagnosis: Intellectual disability and unspecified mental illness.

9. Anobliana with No Last Name

· Birth: 3-29-68.

· Date of last admission: 7-19-2000.

· Previous admission(s): None.

· Father: Abandoned; Mother: Abandoned.

· Guardian: None.

· Street address: None.

· Nursing Notes: Sporadic.

· Medication history: None.

· Discharge plan: None.

· Evaluations: None.

· Treatment plan: None.

· DSM-IV Diagnosis: Intellectual disability; schizophrenia. 

10. Julio Protela

· Birth: Unknown, approximately age-16.

· Date of only admission: Approximately 1992 (age 5)—Abandoned.

· Father: None; Mother: None—Abandoned.

· Medications: None noted although obviously drugged.

· Previous admission(s): None.

· Guardian: None.

· Street address: None.

· Thirty pages of sporadic nursing notes.

· Medication history: None.

· Laboratory reports: None noted.

· Discharge plan: None.

· Evaluations: Described as psychologist’s notes: 8-19-02—“Patient resides in a detention cell… Refuses to dress. Tears off clothing. Injures self. Sits in darkness all day… We have built a space  (i.e., a   cage) where he stays all morning and afternoon. He sometimes kicks a ball. 2-2—2003: “He stays in the pin all day long. He does not sleep during the day. He

paces back and forth.” 4-2003: “He is eating well. He spends the day 

banging on the locked gate.”

· Treatment: None.

· Discharge plan: None.

· DSM-IV Diagnosis: Stated as autism, but no thorough evaluation.

11. Gorge Ramon Bernal

· Birth: Unknown, approximately age-17.

· Date of admission: Approximately 1992 (age 8)—Abandoned.

· Previous admission(s): None.

· Father: None; Mother: None—Abandoned.

· Medication history: None.

· Guardian: None.

· Street address: None.

· Thirty pages of sporadic nursing notes.

· Medication history: None.

· Laboratory reports: None noted.

· Guardian: None.

· Evaluations: Psychological narrative, e.g., “ …Patient has moments of crying and screaming... He gives eye- to-eye contact when his name is called. He reaches his arms through the cell’s bars seeking contact...”

· Diagnosis: Stated as autism, but no differential diagnosis.

· Treatment  plan: None.

· Discharge plan: None.

· DSM-IV Diagnosis: Stated as autism, but no thorough evaluation

12. Tonao de Gama

· Birth: Unknown.

· Date of last admission: 8-29-2003 “due to a motorbike accident. He 

suffered a broken leg and had received no hospital treatment due to

poverty.” (More than a month without needed treatment.)

· Father: Jose; Mother: Josefina (Brazilian refugees).

· Medications: None noted although obviously drugged.

· Prior admissions: None.

· Guardian: None.

· Street address: None.

· Nursing notes: Sporadic.

· Medication history: None.

· Laboratory reports: None.

· Evaluations: None.

· Treatment plan: None.

· Discharge plan: None.

· DSM-IV Diagnosis: None.

13. Richard Maldonado

· Birth: Date unknown.

· Date of last admission: 10-2-2003.

· Previous admission(s): Yes.

· Nursing notes: Sporadic.

· Medication history: None.

· Guardian: None.

· Street address: None.

· Treatment plan: None.

· Evaluations: None.

· Discharge plan: None.

· DSM-IV Diagnosis: None.

The on-site records offered no systematic or consistent information (See Figure 2 below. Documentation in the examined areas was inconsistent and incomplete. The records provided almost no insight into the patient’s needs, family histories, or medication histories. Four patients had no known birth dates. None had known street address outside of the institution. Several did not have a precise  date of admission. Seven had no parental first names. None of the records had a review of past medications. No records provided a family or case history. Almost all records had sporadic laboratory reports, but none were consistent. None of the records contained a treatment plan, discharge plan, or a thorough psychiatric evaluation. Four records cited a guardian. Four records had a DSM-IV diagnosis, but these offered no written evaluations or comments. 

Figure 2: Random sampling of on-site records.

	VARIABLES
	AVAILABLE

	· Birth date
	· 10 out of 13

	· Precise date of last admission
	· 7 out of 13

	· Previous admission(s)
	· 7 out of 13

	· Medication history
	· 0 out of 13

	· Nursing notes
	· 13 out of 13

	· Guardian
	· 2 out of 13

	· Street address
	· 0 out of 13

	· Laboratory reports 
	· 6 out of 13

	· Parental given name
	· 6 out of 13

	· Family history
	· 0 out of 13

	· Case history
	· 0 out of 13

	· Evaluations
	· 1 out of 13

	· Treatment plan
	· 0 out of 13

	· DSM-IV diagnosis
	· 7 out of 13

	· Intellectual disability
	· 4 out of 13


The records gave precious little guidance to clinical and direct care staff as to the individualized needs of the patients, insights into their life stories and diagnostic condition(s), and orientation related to their active treatment. 

If patient-based information is an indicator of the depth and breadth of active treatment and psychiatric care, then the patients are destined to a revolving door of inpatient psychiatric care with increasingly longer stays.

OVERALL FINDINGS

The psychiatric hospital presents a major public health hazard to those who live or work there. Its filthy environment poses a direct and immediate threat to employees and patients. The facility offers nothing akin to inpatient psychiatric care. Amidst the filth and neglect, active treatment was not encountered. 

We looked for active treatment, but found none. We looked for human warmth, but saw none. We looked for dignity, but encountered none. Unfortunately, we found the contradiction of the Hippocratic oath’s mandate, “I will use my power to help the sick to the best of my ability and judgment; I will abstain from harming or wrongdoing any man by it.”  Our primary findings were:

1. Pervasive Filth
· Exceptionally poor staff hygiene worsened the quality of food, drink, and medications and, thereby, guaranteed the spread of germs and disease. Worse hygiene among patients (with hands, arms, and bodies caked in filth) further assured the spread of illness. Lack of towels, toilet paper, and soap in showers and toileting areas worsened hygienic conditions. On top of these factors, showers, waterspouts, toilets were non-functional and lacked soap and towels.

· Toilets consisted of open and filthy holes-in-the-floor. Some individuals had to sleep near or next to these holes crusted with excrement.

· Human waste was evident in almost all buildings—on persons, clothing, floors, sidewalks, and yard areas.

· The stench of open sewage and rancid garbage permeated the buildings inside and outside. It was evident in and around buildings.

· Living quarters were cramped, filthy, and inhumane. Those who slept in cells suffered an exponentially worse lot.

· Mattresses were torn and looked as if the stained thin foam rubber had never been cleaned.

· Due to lack of beds, many patients had to sleep on filthy.

· Blankets reeked of feces and urine.
· The central kitchen was smeared with grime,

· The entire facility was so filthy that it seemed that environmental cleanliness was an  unknown or unimportant expectation or the residents did not have the human worth to merit a decent setting.

2. All-Enveloping Neglect

· The hospital’s near universal neglect gave raise to actual harm. Many patients had wasted away through years of neglect.

· The pervasive filth signaled the total negation of the patients’ dignity, worth, and humanity. The all-encompassing filth (i.e., garbage, trash, urine, and excrement) was so common that it seemed to be intentional or, at least, human neglect at its most dehumanizing level.

· The insufficiency of staff was so neglectful that he placed more vulnerable patients in harm’s way due to aggression, self-harm, or exploitation. The extreme paucity of staff was furthered exacerbated by the lack of skills in rendering active treatment.

3. The Pervasive Physical and Psychological Harm

· The hospital represented an extremely filthy setting filled with human excrement, open sewage, and no personal hygiene. It was a place where  virtual incarceration substituted for treatment. It was a place where mentally ill patients seemed abandoned. It was a place where neglect was so rampant that it guaranteed harm. 

· Filthy living conditions posed an immediate public health hazard to 

employees and patients. The hospital’s physical conditions affected physical health as well as well being. The sewage, garbage, trash and excrement presented constant assaults on bodily well-being. They also caused a downward spiraling loss of self-esteem and an exacerbation of psychiatric symptoms. 

· The entire facility was a prison-like setting with the abandonment of any recognition of basic human rights and almost no recognition of mental health needs; indeed, many violent felons would have more rights and a safer environment than these patients.

· Patients were observed with untreated open wounds. According to staff, one patient had an  untreated broken leg for over a month at the time of our visitation. 
· The near complete absence of active treatment created a Darwinian 
environment where only the physically strong could survive and no one could flourish.

4. Virtual Incarceration

· Almost all patients lived in locked conditions that completely prohibited or restrained free movement. This type of undue restraint mocked the possibility of active treatment and resulted in unending punishment for no crimes committed.
· There were no written orders for such undue restraint.
· A large number of patients slept in barred prison cells, most often with padlocked cell doors with no orders or policies for such restraint. 

· Patients had lived in these horrendous conditions for years with no treatment plans, no diagnoses, and virtually no staffing. 
5. Non-Existent Active Treatment

· The entire psychiatric hospital presented patients with nothing better than sub-custodial warehousing. Days upon days of meaningless pacing and squatting defined human existence. The more unfortunate were imprisoned in wretched cells where the only activity was squatting in the midst of human excrement.  It was a therapeutic wasteland offering no more than ennui, solitude, and imprisonment.

· On-site records provided almost no insight into patients’ case histories, diagnoses, or treatment plans. There were no written treatment plans, no coherent progress notes,  and no meaningful diagnostic work-ups. During our visits in each pavilion, we observed no active treatment anywhere at any time. The only patient-related activities that we observed were a small number of residents participating in gardening or manual activities, one elderly man mopping a floor, and another patient washing dishes. 
6. A Sub-Custodial Level Of Staffing

· Staffing was minimal to non-existent in the pavilions. It was at a quantitative level so insufficient as to leave most patients without any protection, let alone treatment. The hospital was a wasteland that presented  dangerous conditions since many patients were admitted due to violence toward others or themselves. Many patients were extremely vulnerable to physical assault and exploitation. Lack of staff increased the inevitability of locked buildings, the use of prison cells, and the use of chemical restraint. Such neglect and its inevitable outcomes was inexcusable and an assault on human dignity. 

· The vast majority of patients were simply caged and left to pace, roam, squat, or sit with no observed treatment interactions.

· Staffing was disconnected from the daily life of patients. Staff members were observed conversing in shaded areas and meeting, ,writing, or preparing medications for distribution in air-conditioned offices. There were few, if any, clinical, nursing, or therapeutic interactions. The only observed staff interactions were the distribution of water, medications, loaves of bread, and cigarettes, one staff shaving a resident, and another staff person cutting hair. During our visitation we came across a few clinicians who expressed deep concern about their patients’ well being, who knew their patients, and who expressed concrete and hopeful ideas for change. 
7. Widespread Use of Chemical Restraint

· Drugs appeared to be used most often as chemical straitjackets, i.e., means of controlling patients instead of for treatment.

· If psychiatric drugs were prescribed as part of active treatment, they were unable to be used after discharge due to the lack of funding.

· Many residents presented symptoms of tardive dyskenisia with drooling, hand tremors, rigidity, shuffling, and somnolence. There was no systematic follow along upon discharge. 
· There was little relationship between the use of medications and actual psychiatric diagnoses since most patients in our random survey had no diagnosis.
8. Complete Lack of Medical, Dental, and Psychiatric Support on a Timely Basis

· The random survey of records revealed no annual physical examinations, no consistent or coherent laboratory reports related to the use of psychoactive and psychotropic medications, no tracking of medication side effects, no psychiatric evaluations or work-ups, and, a paucity of diagnostic information.

· The presence of untreated and obviously infected wounds on many patients was common.

· One patient had an apparently broken leg. According to staff, this patient required urgent hospital care, in the face of a possible amputation, but could not access any due to the lack of money to pay for the treatment. 

· According to staff, the absence of emergency medical care was a major issue. Staff reported that local hospitals refused to treat patients from the psychiatric facility because they had no money.

· Many patients were toothless or had rotting teeth with no dental care noted in their records.

· The patient information system was disorganized and lacked diagnostic information, case histories, family contacts, evaluations, treatment and discharge plans, and medication histories.

The most obvious immediate needs revolved around the very inexcusably filthy, unsanitary, and dangerous living conditions. The lack of financial resources cannot be invoked for the near universal filth that existed in the facility. It was as if water, brooms, mops, and buckets did not exist. Worse, it was as if the patients were perceived as sub-human and did not merit the slightest degree of human dignity. No staff person was observed cleaning the excrement-covered physical conditions. Excrement was left where it fell. Urine flowed from pants, was not mopped up, and simply left in puddles. Wet and soiled clothing was not changed. 

Captive animals and household pets are generally afforded more cleanliness and hygiene, more nourishing food, and more nurturing interactions than these socially abandoned and politically marginalized patients. Government seems to have closed its eyes, plugged its ears, and squeezed its nostril shut to the horrible and terrifying plight of these patients incarcerated in the psychiatric hospital. It has denied them the slightest degree of human dignity.

Words cannot describe the cruelly inhumane conditions. Phrases such as human warehouse, dog kennel, pigpen, stockyard, slaughterhouse, and septic tank cannot describe the presence of human beings in such horrendously terrifying conditions. If there is to be a “war on terror”, it should start with such inhumane living conditions.

An equally important finding revolved around the near total absence of active treatment. If someone is admitted to a hospital for medical reasons, the problem is diagnosed and treated. The patient is discharged as soon as possible and then followed along. However, anyone who enters the Neuro-Psychiatric Hospital enters at his/her own risk with no diagnosis given and no treatment provided. Chances are that the patient will not be discharged or will enter into a revolving door of admissions and discharges. Many patients seem to be given an unending sentence rather than treatment. Alternatively, if discharge does occur, they are often swallowed up by the horrors of homelessness, drugs, and alcohol.

JULIO AND RAMON

This section presents the strongest possible recommendations for the immediate and long-term relief for two pre-selected individuals (Julio and Ramon)) due to their long-term incarceration in locked cells in animal-like conditions (However, it should be noted that their conditions are similar for all other patients. Their reality is the rule, not the exception.)

Immediate Relief within Thirty Days

The government should assure immediate relief to these youngsters within thirty days from the filing of this report due to the high potential for their on-going physical and emotional harm. It would be harmful and neglectful to avoid immediate relief. These recommendations are designed to humanize their living conditions, increase their dignity, develop a person-centered treatment plan, and assure freedom from harm, neglect, and restraint. It involves the following process and outcomes:

1. An independent monitor  should be assigned with the authority to ensure the implementation of immediate relief measures. This person has to have the authority to implement changes within the hospital setting as well as begin to initiate the development of community alternatives. The monitor should report to authorities at the highest governmental level.

2. Interdisciplinary teams should immediately convoke a meeting to assure each youngster’s well being. This should include:

· A thorough psychiatric and medical evaluation and diagnostic work up as a framework for active treatment,

· A clearly detailed family history and life story for insight into their current developmental and emotional status,

· A review of their medication histories and weekly follow along,

· The assignment of 1:1 staffing to these youngsters to assure active treatment and on-going nurturing, 

· The assurance of well trained and monitored staffing, and 

· The development and implementation of person-centered plans with a central focus on teaching the youngsters to feel safe, loved, loving, and engaged through a structured day in which staff continuously interact in a series of developmentally appropriate activities.

3. Immediate treatment goals should be designed and implemented focusing on:

· A physically dignifying setting within the psychiatric hospital,

· Freedom from locked prison cells,

· A treatment process that involves teaching them to secure and nurtured,

· Assurance of an interdisciplinary team around each child that includes direct caregiver participation, 

· Offering 1:1 staffing for these youngsters,

· On-going training of staff in the implementation of treatment goals, 

· Assurance of cleanliness through frequent bathing and grooming during the day,

· Assurance of the use of clothing or, at least, covering their bodies with clean sheets or blankets for modesty, and,

· Assurance of an array of activities throughout the day as the centerpiece of their active treatment—walks, games, and small group interactions.

4. The 1:1 staff’s central purpose would be to begin to teach each individual to be and feel safe and loved even within the dehumanizing conditions, to avoid the use of any restraint and punishment, and to advocate for them in the interdisciplinary team process.

5. A schedule for cleaning should be developed and staff assigned for their on-going hygiene and cleanliness. Daily baths should be given as needed to keep the adolescents clean. There should be zero-tolerance for bodily or environmental filth. The adolescents should be helped to remain clean and groomed whenever necessary.

6. The adolescents should have a constant supply of clean “security blankets” and bedding and clothing to cover their bodies while seated or walking in order to afford a modicum of modesty and human dignity. Upon any toileting accident, each adolescent should be helped to bath and change clothes. If clothing is not accepted, staff should at least cloak them in a clean blanket. 

7. Toilets should be immediately cleaned upon use. On-going cleaning of living space should occur. At first, this would involve any number of necessary room cleanings to keep their living space free of excrement and urine. The floor and walls should be constantly cleaned and made odor-free. No filth should be tolerated. Their living space walls should be cleaned and painted immediately and cleaned daily as needed.

8. Prison doors should be unlocked and sufficient staffing provided to protect them and others from harm without the use of chemical or physical restraint. The staff’s central role should be to nurture and protect. It should not be the equivalent of a prison guard with folded arms and existential disinterest.

9. Increased staffing must have a developmental and treatment  focus. All staff in their pavilion should be trained in how to support the two adolescents with dignity and a pedagogical focus.

Long Term Relief for Julio and Ramon

While immediate relief occurs, the development of community-based alternatives in family or family-like settings must be initiated so that within 30 to 180 days the adolescents will be re-integrated into the community with all necessary supports assured. The overall purpose of this relief is to assure the Julio and Ramon of intense active treatment and freedom from harm, abuse, neglect, and restraint.  

These adolescents have suffered enough. They have had essentially no nurturing their entire lives. They have had no attachment figures n their lives with the exception of short-lived maternal caregivers mandated by a governmental committee. They have and continue to languish in misery, wretchedness, and angst. 

Ramon and Julio need family settings capable of giving them protection, nurturing, and unconditional love. This relief should include:

1. The placement of each individual into a community-based alternative within six months. During the development of these alternatives, immediate relief, as described above, must be assured. Community living options will have to be developed along with a governmental and provider infra-structure sufficient to financially sustain the options, oversee the quality of support, and provide necessary psychiatric and other clinical back-up services. 

2. A governmental guarantee has to be in place that each individual will have a psychiatrist assigned to initially see each person, preferably in the home, on a weekly basis and monitor medications and progress. 

3. A governmental guarantee has to be in place to assure that the on-going availability of any prescribed medications once placed in the community;

4. A governmental guarantee has to be in place to assure that each individual will have a social worker assigned for frequent initial visitations and staff support (at least daily at the start and 2-3 times a week as the adolescents progress).

5. Community placement must be guaranteed with a contractual arrangement for their sustenance and support in a small family or family-like setting. The placement must guarantee freedom from restraint and negligence, active treatment based on person-centered plans. The alternatives could range from:

· Well supported foster homes with no other children present and families recruited and trained for specifically providing a home for each;  

· A small group home meeting the same criteria; or,

· Integration into an already existing private or public home.

7. Intense, well-supervised, and supported 1:1 staffing is a sine qua non for their active treatment for an extended period. Years of no staffing has resulted in the need for intense staffing.

Treatment Goals and Process for Julio and Ramon

Throughout the evolution of the immediate and long-term relief, these youngsters treatment goals and methodology should involve:

1. Assurance of human dignity through:

· On-going bathing and grooming as required;

· At least, cloaking the individual’s body when naked; and,

· Keeping a stock of fresh clothing, blankets, soap, and towels.

2. Teaching each individual to feel safe and loved within the context of a familial setting through:

· The assurance of 1:1 staffing for at least 18-24 months. They require high intensity and the clear and on-going expression of unconditional nurturing such as caregiver warmth, tenderness, words of encouragement, embraces, kisses to the cheek; and protection from harm. There should be no grabbing or yelling at them. Staffing has to be sufficient to afford them protection without physical management. 

· They need to increase their self-esteem and learn to feel human dignity through frequent personal hygiene and grooming whenever dirty throughout the day. If they are treated as garbage or sub-human, they will feel like animals; if they are treated as full human beings and nurtured, they will learn to feel safe, loved, and loving.

· Nourishing meals, drink, and snacks, given unconditionally, should be  afforded to these youngsters throughout the day as part of a nurturing setting. Caregivers need to give concrete expressions of love without regard to their earning it. These moments should be structured to offer opportunities to be seen as givers rather than controllers.

· The avoidance of any yelling, grabbing, or physically managing the youngsters. Caregivers need to help create a new memory based on love and nurturing instead of control and segregation. Sitting with the individual when eating or drink and helping avoid gulping food or drink without appearing to be demanding. 

3. Engagement in a daily routine as a way of beginning to teach each individual to internalize a normalizing daily schedule and a sense of predictability in their day:

· Dividing the day into 15-30 minute time modules with activities and interactions designed to remind each that he is safe and loved as well as to teach each to be as actively engaged as possible in his life-project;

· Scheduling a variety of in the home and out-of-the home activities while always assuring that each is protected from harm, confusion, and frustration.

Type of Staffing or Foster Parenting for Julio and Ramon

The type of individuals who enter into a relation with Julio and Ramon should have the following characteristics:

· A willingness to receive and participate in pre-service and on-going education related to supporting these adolescents;

· A willingness to collaborate with interdisciplinary teams;

· Ability to express human warmth and affection unconditionally;

· A significant degree of creativity in assuring loving and engaging interactions;

· Ability to stay a step ahead of any possible problems;

· The keen and authentic perception and understanding that each of the individuals is a full human being who longs to feel safe and loved;

· The burning desire to avoid any form of harm and to focus on ensuring that each feels safe and loved;

· A high degree of tolerance and patience; 

· The capacity to serve as an articulate advocate and equal member in interdisciplinary team meetings; and,

· A high degree of endurance to stay with the individual while maintaining a high level of hope during good moments and bad. 

RELIEF FOR ALL PATIENTS IN THE PSYCHIATRIC HOSPITAL

This section involves immediate and long-term relief for all other patients housed in the Neuro-Psychiatric Hospital. Although Julio and Ramon’s lot is perhaps more obviously and egregiously dehumanizing and destructive, other patients are also denied the most basic human dignity and receive little or no active treatment. They live  in animal-like conditions and are treated as such.

Immediate Relief within Sixty Day

Immediate relief should be assured to all individuals within sixty days in terms of protection from serious or life-threatening harm, significant abuse, and debilitating neglect. Overall conditions at the hospital must be seen as a national emergency.

This petition for  immediate for relief is designed to humanize living conditions, increase human dignity, develop person-centered treatment plans, and protect everyone, and assure each patient freedom from continued harm, neglect, and restraint. This relief should be assured to all patients in the Neuro-Psychiatric Hospital and should involve the following processes and outcomes:

1. The assignment of a outside monitor with the authority to effect change that assures the restoration of human dignity, the implementation of active treatment, and supported community integration.

2. The presence of all staff in the residential settings and hands-on contact and nurturing interactions with all patients. It is critical that the few available staff be with the patients interacting with them rather than to staying huddled within safe and air conditioned offices.

3. The closure of all locked cells with concurrent increases in staffing.

4. The assignment of adequate staffing to carry out active treatment for each individual in the hospital throughout the day.

5. The on-going daily thorough cleaning of all living and activity spaces with a schedule of major cleaning at least once every eight hours and spot cleaning as needed.

6. The assurance that no building will reek of urine and feces at any time with clean toilets, functioning sinks and showers, and immediate access to soap, towels, and toilet paper.

· The continuous cleaning of all toilets, cells, courtyards, and dormitories, perhaps through volunteers;.

· The on-going daily thorough cleaning of all outside areas around each pavilion—including garbage removal, removal of open sewage, removal of all trash and litter, and general beautification.

· The arrangement for daily work crews comprised of patients and staff or volunteers to plant and care for outside flowers, trees, and fruits.

7. The assurance that each patient will have a bed with a clean mattress, clean bed linens, personal toiletries, and toothbrushes and toothpaste.

8. The arrangement of chairs and tables in courtyard areas or outside areas for on-going use by patients.

9. The initiation of at least one group activity for 10-20 minutes every hour during the day time shifts, e.g., work assignments through “work crews”, reading, singing, dancing, listening to music, dancing, writing, painting, drawing, family visits, sharing snacks, and guided group discussions.

10. The orientation of all staff  in how to create more humanizing and dignifying living conditions.

11. The assurance of a large stock of clean clothing and shoes for each patient so that no person has to wear filthy and raggedy clothing. 

12. The eating of meals in small groups in clean settings.

Long Term Relief for All Patients

The implementation of the start of long-term relief should be assured to all individuals within 180 days and should involve the evolution of various outcomes over the next three to five year period. However, the developmental process should commence from the earliest stages of the submission of these recommendations and the mutual agreement of the parties. In essence, community placement alternatives need to be planned for with all due haste and these must assure active treatment and the right to live in the confluence of family and community life in a dignified manner. 

Implementation should begin soon after the planning process has been completed. It should assure the humanization of living conditions, human dignity, the start of the development and implementation of person-centered treatment plans, assurance of freedom from harm, neglect, and restraint. The plan should also guarantee to each the right to live in the confluence of family and community life through the establishment of a range of community living alternatives with adequate and necessary support.. 

The plan should involve the evolution of the following process and outcomes:
1. The establishment of a National Council on the Community Integration of Citizens with Mental Illness appointed at the highest levels of government.  This body’s duties would be:
· To assure coordination and policy-making at the highest levels of government;
· The development and implementation of a national plan to place all chronically mentally ill citizens in a variety of community living settings;
· The assurance of necessary funding for an array of community settings with adequate staffing;
· The development and implementation of a supportive governmental infrastructure to assure oversight and quality throughout the implementation process; and
· The development of a national plan for community mental health follow along as well as short term acute psychiatric care in regions across the nation as an alternative to a national psychiatric hospital.
2. The establishment of an outside monitoring office to assure and oversee the development and implementation of a community-based plan.
3. The establishment of an array of community based living arrangements including support to natural families, supported foster care, semi-independent small group living with support, and small group homes with no more than 6-8 persons. Whenever possible and appropriate, preference should be given to the return of patients to their natural families with assured support.

4. Group homes should have adequate staffing with an average ratio of 1:3 staff during the day shifts and 1:4 at night.

5. The assurance of respite care to prevent further family break down, to prevent segregation form family and community life, and the need for revolving door hospitalization. 

6. Staff should be trained hands-on and on an on-going basis.

5. Social workers should be assigned at a ratio of 1:24. Their role would be to assure community integration, the prevention of all forms of abuse and neglect, to coordinate service delivery, and to facilitate the development and implementation of person-centered plans for each individual.

CONCLUSIONS

This report has urged widespread change. We recognize that initial steps will be small ones. Given economic poverty, it might seem financially impossible for the government of Paraguay to create safe, loving, and treatment-focused alternatives for the 460 patients in the psychiatric hospital and those who have already been discharged and live on the streets.  
The Possibility of Change

As part of our analysis, we visited a private residential facility (Cotolengo) on September 30, 2003, to establish a baseline as to what might be economically and clinically feasible in relation to providing decent, dignifying, and practical services in Paraguay. 

This private institution receives no governmental financial support. It does not charge families of government for its services. It is completely dependent on charitable donations. Cotolengo is one of many “small houses” around the world for marginalized children and adults. These have sprung up after its founder, Dom Orione, established the first one in Italy in 1830.

Paraguay’s Cotolengo provides a home for children and adults with severe and complex developmental disabilities. Most also have allied psychiatric, ambulatory, or sensorial needs. Its beautifully kept land was donated by a ladies group 15 years ago. It has three buildings—one for males, another for females, and a third under construction.

The priest-administrator stated, “We want to provide what these children never had—a family.” It presently provides a home for thirty males and twenty females. Their ages range from two years to seventy-four years. The administrator stated that the residents represented “the poorest of the poor.” The place was clean. Most of the residents we observed had a sense of dignity and purpose.

We first noted four children with autism seated at a table together eating supper. A staff person offered help to each child. The room was clean. The children were clean, well groomed, and content. Staff carefully supervised their meal to assure peacefulness and socialization.

We walked through a lovely garden cared for by residents. Residents nurtured and watched over chickens and rabbits as part of their daily activities. The institution used these for eggs and meat for consumption. 

A smiling young man with cerebral palsy asked the priest if he could give a flower to one of the visitors. When the priest told him it would be fine, he offered it with pride and joy.

We walked through a courtyard and into a dining room whether some residents were eating. The food looked and smelled good. The older residents helped in the kitchen and participated in cleaning. We noted residents helping individuals in wheel chairs and opening doors for those unable to open them. Their caregivers, although few in number, had taught them to offer help and solace to one another. Their faces were smiling, relaxed, and warm as they scurried about doing chores. The administrator remarked, “We take a lot of pride in helping one another. We have happiness, love, and respect here.”

We viewed a dormitory with 26 beds side by side. The room was generally clean and odor-free. At the far end, a handful of the more complex men were in more dire straits. A young blind man was throwing up in his bed and regurgitating his vomit. He was tied to his bed. Another young man was also tied to his bed. This individual was crying and very sad. The administrator said, “They need more attention, but there are times of the day when we do not have enough staff. There are five or six residents who are restrained after meals because we do not have sufficient staff.”

The lesson is that government must extend a hand to help its most needy citizens. Indeed, if active treatment is to be given, well staff, sufficient in number and well supervised, are required. There is no way to provide dignifying and humanizing support without staff. 

As we approached the next building, we saw two little girls with two nuns on the front porch. One child was very small for a seven-year old and the other child was five-years old. Both were very clean and nicely dressed. They faces were angelically beautiful. The small size of the first child “had been caused by severe malnutrition early in life.” These children were filled with affection and acceptance. There was no terror, pushing away, or flinching. Love given was love received. Their embraces evoked smiles in all who encountered them. Even with few staff, caregivers managed to teach this remarkable level of attachment and sense of security. 

The dining room was spacious, clean, and individualized with small tables for groups of four. The bathrooms had private stalls. Pictures of the residents were everywhere. A nun stated that admissions sometimes occurred through court orders, sometimes by the police simply dropping off children, sometimes through parishes. One resident had been born at the home because the mother had been sent there by a court order while she was pregnant.

When we asked the priest administrator what his biggest challenge was, he remarked, “It is not money. It is keeping faith. It is obvious that we do not have enough staff. Our people are good people, but they are so few, it is impossible to give each the attention that is needed. For example, we do not want anyone in restraints, but sometimes we do not have the staff to give them the protection and attention that they need. We really need one physical therapist who could become familiar with the life-story of each resident and then over see university students as volunteers.”

Although Cotolengo receives no governmental subsidies and is completely dependent on charity for its services, it provides a clean and healthy setting for the vast majority of its residents. Of its fifty residents, perhaps six individuals were in a sub-custodial state (i.e., those in restraints and in bed during “busy” times). In the psychiatric hospital, all patients resided behind bars and many were placed in prison-like cells. 

Cotolengo had a better staffing ratio although it received no governmental support. The environmental and personal cleanliness of the non-governmental supported facility was remarkable compared to the filth evident in the government facility. This was a sign of values centered on dignity, respect, and honor. If we compare Cotolengo to the Neuro-Psychiatric Hospital, we see the following significant differences:

	Variable
	Psychiatric Hospital
	Cotolengo

	Residents
	Low self-esteem, a sense of enslavement and despair
	Most with self-worth, liberation, and hope 

	Subsidy
	Governmental
	Charity 

	Buildings
	Prison-like 
	Home-like and nurturing

	Cleanliness
	Filthy
	Clean (except for the vomit  incident)

	Personal Hygiene
	Filthy
	Clean

	Clothing
	Rags
	Simple but clean

	Bedrooms
	Filthy
	Clean (except for the child who had vomited)

	Bathrooms
	Filthy, public, unsanitary
	Clean and modest

	Presence of Excrement
	Omnipresent 
	None observed 

	Odors
	Putrid and pervasive
	None except for one bed with vomit 

	Outdoor Grounds
	Filthy
	Beautified and cared for

	Food
	Poor quality
	Good quality

	Staffing Quality
	Disinterested and carceral
	Affectionate and warm

	Staffing Level
	Sub-custodial
	Presence of unconditional love as the gateway to active treatment

	Staffing Ratio
	7 staff/building
	6.5 staff/building

	Community Involvement
	Almost non-existent (except for a few volunteers)
	Significant via church groups


With strong governmental leadership and resolve, our recommendations would be very feasible. If a private institution can establish a setting with dignity with no governmental subsidy, then a governmental agency ought to be able to provide a clean and dignifying service to the men and women at the psychiatric hospital. Such an immediate purpose could then evolve into a long-range community-based mental health service. Money is not the driving issue. The nation’s view of the dignity and humanity of its citizens with mental illness is the central question.

Possible Future

We present this report with the hope that small steps of immediate relief will occur and, as the years go by, will evolve into a just mental health support system in communities across Paraguay. 

The authors of this report have careers spanning 70 years in the field of disabilities. Our experiences have included work in more than forty countries—economically rich and poor, North and South, and East and West.  It had been a long time since we experienced an institution of this size that was so bankrupt in the most basic features of civilized humanity.  We did not see a single toothbrush or bar of soap.  There were no towels, washcloths, or toilet paper.  Except for the private pay unit, we saw no chairs, tables, dressers, lockers, or closets.  There were no pillows, combs, brushes, or mirrors.  We never saw a single place where one’s personal property could be stored, and for that matter, we never saw any personal possessions other than the ragged clothing worn by the residents.  There was no recreational equipment, books, newspapers, television or radio.  Each pavilion was bare except for the metal beds and fetid mattresses and there were not even enough of these. Many residents had to sleep on the floor. The hole-in-the-floor toilets were disgraceful, dehumanizing, and an assault on public health. 

There can be no debate about whether the conditions at the Neuro-Psychiatric Hospital are unacceptable. The facts are irrefutable; the conditions are horrific. The environment is neglectful in the extreme. The conditions are an affront to basic human respect for the nation’s most vulnerable children and adults. There was a raw indifference to the patients’ physical well being and a neglectful disregard for their mental health needs. The conditions are indefensible. 

Staff reported that once a patient is admitted, they receive no therapy of any kind other than psychotropic medication. When patients leave, there is no provision for any meaningful outpatient treatment, including medication. We were also told that 80% of the patients have been abandoned by their families and, therefore, could expect no support once discharged. It is no wonder that when one patient was asked what he was doing he replied, "I am waiting for God.”  Our response should be, “God is waiting for us—government and churches, public and private agencies, the people of Paraguay and the people of the Americas.”

The problems at this institution are so immense that one could turn in any direction and come face to face with an outrageous circumstance deserving immediate attention. Our intention with this report is not to embarrass or humiliate anyone. This is a long-standing reality. As our recommendations indicate, change will not occur overnight; yet, it must begin. We respectfully offer our collaboration and solidarity in this process.

We recommend that a “summit” meeting be held with all involved parties by the end of December, 2003. This meeting’s purpose would be to promote a dialogue to determine priorities, settle on strategies, identify participants, and decide on roles, assignments and a timeline. The Mental Disabilities Rights Organization (MDRI) might organize this meeting with the parties. The summit’s dialog should include:

· The organization of study tours to Mexico, Puerto Rico, Michigan (US) and other places in the Americas with sound programs for people with developmental disabilities and chronic mental illness.

· The organization of a task force comprised of human rights groups across the  Americas to address common mental health abuses.

· The involvement of psychiatric associations across the Americas.

· The pursuit of assistance and donations from pharmaceutical companies for outpatient medication management.

· The exploration of possible aid and assistance from foundations (e.g., the Soros foundation) and agencies with international interests such as WHO and UNICEF.

· The inclusion of local public and private volunteer organizations (e.g., the Mennonite community, the Peace Corps, the German volunteer program, trade union members, Habitat for Humanity) in the change process.

· The engagement with various diplomatic missions to the Paraguayan government to gain their trust, cooperation, and possible support.

· The identification of an agent on the ground in Asunción to monitor, coordinate, and communicate Paraguay’s change process with all involved parties.

· The organization of a campaign for the donation of clothing and bedding.

· The decision on the best use of written and photographic findings and recommendations.

· The assembly of a library of information in Spanish and Guarani related to best practices around the world for administrators, clinicians, psychiatrists, physicians, and direct caregivers (e.g., books, articles, videos and other training materials).  

· The inclusion of public and private ecclesiastical groups, public advocacy groups, and professional societies  to help in the search for a solution.

· Discussions with the Paraguayan Ambassador in Washington and the U.S. Ambassador in Asunción to acquaint them with the extent of the problem and to seek their assistance and support.

· Researching the possible presence of groups and individuals in Paraguay who are advocates or have an interest in advocacy or providing services.

· The involvement of international news and entertainment media as well as influential media personalities to tell the story of the plight of the chronically mentally ill in Paraguay and across the Americas. This could include individuals such as Dan Rather and Oprah Winfrey. This has been was very effective in awakening the public to major human needs (e.g., the plight of orphaned children in Romania) and raising funds for relief efforts.

· Approaching the priest-administrator of the Cotolengo institution on the possibility of admitting some of the current psychiatric hospital residents, including Julio and Ramon.

· Issuing an open call to advocates across the Americas to enter into volunteer duty, e.g., Habitat for Humanity, with efforts directed at the hospital.

· Researching funding for maternal care aides for Julio and Ramon and other vulnerable patients as a way to initiate immediate and long term relief.

The authors appreciate the possibility that a long-term strategy for the necessary change might have to include bringing public attention through litigation. The conditions that the authors found merit immediate change. 

Yet, it is our fervent hope that the recommendations for relief described in this report and, if necessary, litigation might occur simultaneously. If there is litigation, we would wish that it be perceived as a catalyst for change rather a chastisement. Public and political exposure to this dehumanizing reality is needed. We acknowledge our respect for the hospital staff, administrators, and policy decision makers.  We sincerely hope that we might enter into a respectful and productive relationship with the parties.

An old lesson of psychology is that punishment elicits aggression, avoidance, and escape behavior.  Bringing the kind of attention a lawsuit could generate might be demoralizing to the hospital staff, the health bureaucracy, and the newly elected government. We are asking that a new government take actions that former governments chose not to take. This has left a sorrowful legacy. 

We do not want those who have responsibility, yet have inadequate resources to satisfy that responsibility, to become defensive.  We wish that the parties might accept and appreciate our involvement, not avoid or retreat from it. We would like  the parties to welcome our help in the same manner that we express it, i.e., in a spirit of honesty, collaboration, and solidarity.  For this reason, we extend our hand in professional friendship at the same time that litigation is contemplated.

The authors of this report offer their assistance in the reformation of services and supports for the chronically mentally ill in Paraguay through technical support to staff, hosting study tours, and participating in any number of ways to improve the lives of the residents. The newly elected government has an opportunity to start with a clean slate and give witness to justice in action. We understand that resources have been and are limited. Paraguay’s mental health reality is not unlike most other nations in the Americas. However, if the current Paraguayan administration can bring justice to this marginalized group, it has the opportunity to lead the way toward justice for other nations in the Americas. We hope that the words in this report find a place in the hearts and hands of those who read it and serve to lift these citizens with mental illness out of the abyss in which they now plead for our help. 

Respectfully Submitted,

_____________________

John McGee, PhD

​​​​​​​​​​​​​​​​​​

_____________________

Gerald Provencal, MSW

PAGE  
1
Neuro-Psychiatric Hospital, Asuncion, Paraguay

Submitted: November 4, 2003

