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Introduction

For the better part of ten years, I
 lived in two parallel worlds: one of the ‘anti-psychiatry movement’ of which I joined the Dutch version in 1973, around its beginning and the one of established mental health, since I started my job at the Dutch National Centre for Mental Health (presently The Trimbos Institute) in 1978. In the movement I was one of the founders of  De Gekkenkrant,  “The fools paper”, from which I participated in numerous demonstrations, teach-ins and other activist pursuits. By the end of the Seventies deinstitutionalization became the dominant issue. At my institute, I organized a number of conferences about mental health policy, in close contact with national policy-makers. In 1985 and 1986 I worked part-time for the City of Amsterdam as the secretary of a committee, which developed the so-called ‘Amsterdam model’ of mental health, designed to replace mainly one large scale mental hospital outside the city limits by a network of small scale facilities all over town. 

In my official, secretarial capacity I helped to design a plan, which came about, to a large, if not decisive extent through efforts of the movement in which I played a part as an activist. 

As a former participant and as a sociologist with modest knowledge of the history of Dutch mental health, I will try to illuminate how ‘the movement’ appreciated, or failed to appreciate the various historical forces which supported and frustrated its ambitions. 

The subtitle to this paper refers to a play by the English playwright Tom Stoppard in which two minor characters in Shakespears Hamlet try to make sense of themselves and what is going on around them. The play is both funny and sad, because in the eyes of the omniscient audience, their efforts to make sense of what they do know both leads to nonsense and to their downfall. Knowledge of the true state of affairs may create the comfortable illusion of superiority. More adequate, in particular for historians, it seems to me, is the realization that no one can fully grasp ‘the big picture’ in which one lives. The realization that the actors only have a partial view, may help to resist the temptation to interpret past events in the light of their result, stressing the elements which favoured the outcome and discounting what didn’t, thereby creating an illusion of order and intentionality. Reality is messy and confused, moving forward by trial and error, leading to results no one expected or desired. I will try to show this was the case for the anti-psychiatry movement in the Netherlands in the process which led to deinstitutionalization after 1984. 

For this, one should take account of what happened in the movement on the one hand and of what happened in mental health policy on the other. 

Roots and factions of the anti-psychiatry movement
Speaking of the ambitions of the anti-psychiatry movement is begging the question what they were and who exactly held them. Let me try and clarify the extent to which there was a common outlook and to review its development before the movement became involved in deinstitutionalization.

Dutch anti-psychiatry has a distinct beginning around 1970. It did not gradually develop out of something else. To employ the evolutionary metaphor, it came about by mutation or rather a series of mutations of different species. In its heyday the core of the movement consisted of a few hundred people at most. The ones who were involved from the beginning and who stayed with it for a number of years, by and large knew everyone else.
 Roughly one can distinguish five different roots of the movement. 

First were the people involved in a patient union (‘de Cliëntenbond’), a volunteer organization which was erected in 1971 and which managed to attract quite a few people who had or had had unfavourable experiences as mental patients. They ‘mutated’ – so to speak - from a number of separate individuals in similar circumstances into a group or a number of groups, which at first mainly exchanged experiences. Subsequently people found a common purpose in supporting each other and in criticising the mental health system which was to a large extent held responsible for the situation in which they found themselves. 

The only initiative to become incorporated in the anti-psychiatry movement which existed prior to 1970, was the Pandora Foundation, erected in 1964 by an American businessman of Dutch descent. Its aim was to further the understanding of mental illness among the general population. Here we find the only and very modest influence of the Mental Health Movement, since Pandora’s founder was inspired by it. It had an office and employed first one and then two people who organized a group of volunteers, mainly ex-patients, to combat prejudice against mental patients in society at large and schools in particular. When the anti-psychiatry movement gathered some momentum, Pandora, which had by and large been sympathetic to established psychiatry, changed its position and became much more critical of it. It’s volunteers and staff were in part replaced and chose sides with the movement; many became active members of the Cliëntenbond. At a certain point the director of Pandora – virtually the only paid member in the movement - also became Chairman of the Cliëntenbond. 

Thirdly, there were the politically oriented, some explicitly Leninist, Troskist, or some other leftist persuasion, but most of them Marxist in a general sort of way, as was fashionable at the time. As always alert to expose the workings of capitalist repression, this time it was psychiatry, as a few years later it would become the position of women. The more radical among them sympathized with the extreme left German Socialist Patient Collective, which in turn seemed somehow related to the Rote Armee Fraktion. They were divided among themselves, not very numerous, and consequently didn’t manifest themselves as a distinct group. Some resonance of their worldview was widespread, both around and in the movement, though least of all in the Cliëntenbond.  

Fourthly – and overlapping - there were activists in related fields. Most notably, the volunteers of  ‘Release’
, a well organized group which had offices in a few Dutch cities and who helped battered women, youngsters who fled their families or foster homes, or – even - American ‘draft-dodgers’ who were opposed to the Vietnam war. They were very critical of society, it’s consumerism and its power structure and were in that sense Children of the Sixties. They were, however, more interested in practical change of what they viewed as authoritarian institutions, than in ideology. In the summer of 1973 they decided to disband Release, because they feared to become an established institution themselves. They were resolved, however, to serve the same ends with different methods. One ‘department’ of Release, involved in helping psychiatric patients, wanted to provide the victims of psychiatry with a common means of communication, which ideally would lead to some form of revolution. This was to become the ‘Fools paper’ or ‘Gekkenkrant’. By chance, I met with the people who were preparing this initiative. A few years earlier I had worked in one of the largest and most backward State mental hospitals in the country as a conscientious objector. Freshly out of high school, I had been shocked by the conditions in this hospital. Afterwards I didn’t find anyone to share my indignation. I felt very fortunate when the opportunity to do something about it presented itself. Likewise, others who had their own personal motives to work for this paper and who sympathized with Release, joined as editors. Of this group of ten to fifteen people, only three had been members of Release. Most were students, half had been in therapy of whom three had been in-patients. Most of us also became members of other action groups and at least some of us were present at virtually every demonstration or other manifestation between 1973 and 1978, many of which we organized ourselves. In 1978 we collectively resigned and handed the paper over to a fresh generation; a few years later, after changing its name twice, it disappeared. 

All this happened in a period of rapidly growing public awareness that something was very wrong in mental health, in part brought about by the psychiatrist Jan Foudraine’s ‘Wie is van hout’ (‘Who is made of wood’). This book appeared in 1971 and made a case against ‘authoritarian psychiatry’ and for the non-medical, humane approach of schizophrenics. (See Blok, 1998.) Before long 200.000 copies had been sold and it still is one of the best selling Dutch books ever. Foudraine is the Dutch counterpart of authors such as Laing, Cooper and Szasz, who were rather popular in the Netherlands. 

Yet, Foudraine and the few other psychiatrists, who criticized the system from within, were not the fifth and final category making up the beginning of the anti-psychiatry movement. Psychiatrists, even if they were very critical, were still considered part of the establishment, besides, they were too old. Except for the Cliëntenbond, almost all in the movement were in their early or mid-twenties, and so belonged to the baby-boom generation. Outsiders they were too: many were students and only a few had significant jobs or serious careers. 

The fifth category were the lower echelon workers in psychiatry, mainly psychiatric student-nurses, nurses and social psychiatric workers. Initially they started action groups in the mental hospitals where they worked and joined the movement somewhat later. About five of the original groups achieved enough continuity to survive for at least a year, some for much longer. These active workers can be considered the most committed and courageous, since quite a few were fired from their jobs or expelled from their training.

Strategy and ambitions

Although mostly young, social outsiders and committed to the well-being of mental patients, the movement as a whole was far from unanimous in its ambitions. The members of the Cliëntenbond often considered themselves the true basis of the movement, since they were or had been mental patients themselves. This common denominator was both the strength and the weakness of this organization, since being or having been a mental patient doesn’t imply agreement on any particular issue, including the main goal of the organization. Some considered it mainly a social one, offering support and companionship to its members, others emphasized the similarity with trade-unions, defending the interests of individual members or even representing mental patients on the national level. All of this was difficult to achieve for a rather unstable group of volunteers, who’s individual motives were often very different. 

The other groups were much smaller and ideologically much more homogeneous. They had it easier, not having to keep an organization going, or having members to consult. The boundary’s between one group and the other were often quite diffuse. Many times one gathered spontaneously around a particular issue, sometimes adopting an impromptu name for it, sometimes not, thereby creating confusion among outsiders and adversaries. 

In all then, there existed a number of smaller groups, some of which had interchangeable membership. Depending on the issue at hand, this interchangeability was also applicable to such groups and different chapters and working parties in the later stages of the Cliëntenbond. 

In all then, the outlook of different groups and initiatives within this flexibly, if not erratically organized movement, often varied considerably. Even fundamental matters, such as the prime question whether one favoured reform or the abolishment of institutional psychiatry, were controversial. So were the sort of means to be employed. Some favoured playful tactics, others were very serious; some wanted to remain polite, while others sought confrontation, although stopping short of violence, which was hardly ever considered. Most participants, however were very aware that, in order to have any influence at all, one should not openly disagree. 

This state of affairs demanded careful consideration of strategies and tactics. It meant firstly, that spokespeople of the movement should avoid opinions on how psychiatry should be organized or practiced. Instead it was the business of the movement to point out what was wrong with psychiatry. Secondly, the choice of particular targets and methods, would have to be supported fairly unanimously. 

In general, all agreed the legal position of mental patients was exceptionally bad. It was unacceptable that, once a psychiatrist had proclaimed a person insane, all the safeguards enjoyed by any other citizen were put aside. From it followed a number of other points, such as a rejection of the use of disciplinary force and of forced medication and other treatments. 

In general there was agreement about the lack of democracy in mental hospitals. And in particular there was much agreement on electroshock and the excessive use of medication. 

On the other hand some matters were left alone, because they would stir up too much internal controversy. Among those were the idealization of schizophrenia as a sort of pure, or elevated consciousness and also the blessing of several alternative therapies, such as ‘primal scream’ or ‘rebirthing’. And, more fundamentally, views on the ‘medical’ character of mental illness - which most, by the way, refused to call a disease, just as the word ‘patient’ was mostly avoided. Some endorsed the view that all could be explained by social processes such as exclusion and labelling.   

For some years this strategy was very effective in mobilizing public opinion and putting pressure on politicians and other decision makers. Patients rights were eventually revised, including rules for informed consent; also, patient councils acquired a modest official status and a subsidized infrastructure. Electroshock was all but abolished, the awareness of harmful side-effects of medications had risen. It is impossible to prove that all this was a direct result of the movement, but I am confident it made a difference. Whatever the effects, they would not have been achieved by an openly disagreeing movement. (Heerma van Voss, 1978.)

A change of strategy

By 1978 the ‘veterans’ in the movement had become weary. Public opinion had turned to other matters, many reforms were in the making and ‘psychiatry’ was put in a posture of defence, or so it seemed. Although still outsiders and still volunteers, the activists had grown a little older and had acquired some experience in matters regarding mental health and influencing decisions. The movement had achieved some recognition as a factor that could not be easily dismissed. As a consequence of its strategy, however, the movement was found to be too noncommittal. The limits of what could be achieved by mainly criticising, began to be felt. There was no meeting in which such a decision was explicitly made, but many felt it had become time to express ideas on the future of psychiatry. Hence, a change of strategy from criticism into something constructive was called for. Furthermore, the protagonists of the different factions, now knew and trusted each other enough to be confident that such a change of strategy was viable. 

A prelude to deinstitutionalization 

A logical place to begin was Amsterdam, home of  the strongest branch of the Cliëntenbond, Pandora, the Gekkenkrant and a few other initiatives. The occasion were the local elections in the Spring of 1978. A few weeks before the elections, all local political parties were invited to a meeting where they would be held accountable for what was perceived as the deplorable state of mental health in the city. The availability of care was poor, there was a shortage of care for the less well to do, public care was functioning badly and there were rumours about plans to build a new 200 bed mental hospital in town.

Obvious as such an initiative may seem, it had never been done before or since. It was a major step, leading the movement into the intricacies of the Dutch system as it had developed over the years. Evidently, one was at best moderately aware of the historical ramifications of this course of action. 

Historical constraints

Democratic control 

One of the intricacies of the Dutch system was that all along, it had been extremely difficult and often impossible to identify people or instances who were responsible for the mental health system. Health care in the Netherlands is only marginally under democratic control. It is private initiative, at the time
 almost entirely financed through compulsory payments, collected through the state tax office. Content, quantity and tariffs of health care provisions are determined by national councils and committee’s over which the state has only limited authority. These bodies are typically composed of representatives of health care providers, consumers (often the labour unions) and the state, i.e. senior civil servants. Final responsibility is of course in the hands of the state. However, since this ‘middle echelon’ has become a world of its own, the state only interferes in rare cases. 

At the root of this system is the typically Dutch phenomenon of verzuiling (‘pillarization’). (Goudsblom, 1967; Van der Grinten, 1987.)  Verzuiling is a system in which social arrangements such as education and health care are left as much as possible to the denominational categories which made up Dutch society. The main ones are Catholics, Protestants and socialists. The task of the state is mainly to provide distributive justice and to resolve matters which require higher level decisions, such as taxation and the military. Autonomy within one’s own circle, has been most ardently advocated around matters regarding one’s worldview. Next to education, health and mental health have always been very sensitive areas. 

In the Sixties, Dutch Catholics turned away from conservative Rome in a rather tumultuous way. Verzuiling in its original form began to crumble rapidly. Since such structures and habits die hard, however, Dutch society is still pervaded by them. 

These observations serve to sketch the source of frustration by the movement to find people or instances who would take responsibility for the state of the mental health system. Before, actions had mainly focussed on individual hospitals, on the psychiatric profession as such and on public opinion, in order to illicit responses from Dutch Parliament. And Parliament proved responsive to the issue of patients rights, which was in its domain of law making. Also, it held hearings on electroshock, after which the matter was referred to the advisory Council of Health (Gezondheidsraad) which eventually came up with very restrictive procedures, which made its application a rare occurrence for a number of years. Many other concerns of the movement, such as the way people were treated and most other aspects of daily life in mental hospitals however, were much harder to influence. Hospital directors and psychiatrists would often say they were willing to carry out reforms, but couldn’t because their hands were tied by a great number of rules and regulations and by lack of money.  These matters were the competence of bodies whose meetings were held behind closed doors and who would only answer to the Minister of Health - if at all. 

The local level

Local government was even further removed from such direct responsibility. So, the decision of the movement to hold campaigning politicians for the City Council accountable for the mental health system in Amsterdam, seemed foolish. It was done, partly because the movement didn’t fully realize this course of action went against the grain of Dutch tradition and partly because one simply didn’t agree with it. Moreover, another historical factor was on the positive side of such a strategy. 

Amsterdam is by tradition a socialist city in which verzuiling was much less prominent than in many other parts of the country. This enabled Arie Querido to develop his famous ‘social psychiatry’ which flourished from the early Thirties well into the Fifties. Querido was the director of the Municipal Bureau of Mental Hygiene, a position which enabled him to build a particular form of comprehensive care, in the sense that several facilities and funds of the city were employed to support mental patients in their own social environments. Querido was also a powerful city official who used his considerable weight to promote developments in mental health he found favourable and to discourage or block others with which he did not agree. The resonance of  this tradition of municipal involvement in mental health, was present in the background and may well have contributed to the willingness of the City Council to listen to the movement. In my estimate, some were aware of it, while most were not.  

Whatever their exact motives may have been, local politicians were indeed responsive. The meeting prior to the city elections was attended by some 120 people. Candidates of virtually all political parties were confronted with a large number of grievances. None of the candidates said mental health was not a city responsibility and all admitted not knowing much about it. They seemed impressed and left with the promise to look into all matters which were brought up. After the elections, several smaller meetings were held in which representatives of the movement discussed problems and exchanged ideas about mental health provision in the city with local politicians, thereby putting mental health firmly on the agenda of the City Council. Regular meetings with city officials were instituted, among whom one of Querido’s successors as the director of The Bureau of Mental Hygiene which still existed at the time. These deliberations continued into 1980. 

Deinstitutionalization by surprise 

Now, the stage was set, so to speak, for the next act. In the beginning of 1982, the movement became rather abruptly aware that a large scale restructuring of most mental hospitals was imminent. A few activists in Nijmegen, in the East of the country, who had objected to plans to build a new mental hospital in this city, came to Amsterdam and pointed out a national program to that effect was under way. In retrospect I am even more surprised than I was then, that we hadn’t been more alert. Had we forgotten that in 1977, on the insistence of Parliament, the Ministry had formed a Working Group of civil servants to look into the constructional quality of mental hospital buildings? Probably this seemed of little consequence at the time, since housing had low priority in view of the bigger ailments of psychiatry. Moreover, before the Nijmegen group sounded the alarm, the movement had never been much interested in policy. This was the competence of so-called ‘policy-makers’ who were viewed with considerable suspicion and disdain, because one felt they understood little of life in mental institutions. 

Moreover, quite a few, myself included, had attended the international Congress “The Strategy of Small Scale” in Louvain, Belgium only half a year before, in September 1981. Big names such as Laing, Cooper, Guattari (France), Pirella (Triest), Margareta Mitscherlich (Germany), and Trimbos (the Netherlands) had engaged in heated discussions on the necessity of small-scale psychiatric alternatives. Maybe it was the word ‘alternative’ which put the us off guard, since the present plans regarded institutional psychiatry itself. Now the movement had no choice but to come to grips with mental health policies, to which many neither had the education, nor the inclination. Yet, quite a number of local study groups arose. 

It soon became apparent the plans regarded more than half of the 23.000 psychiatric hospital ‘beds’ in the country. In the next few years facilities for more than 12.500 places would be built or drastically renovated. This would be done in two phases. In Phase One, half of that number would be renewed on or around the original locations. In Phase Two the other half would be built elsewhere. The difference being that Phase Two was connected to so called ‘planning aspects’. (Schrameijer, 1982.) We will return to these shortly. 

With the central question of this paper in mind, we can safely say that the anti-psychiatry movement was caught off guard while a very significant development in mental health had already begun. The cause of this error was the way the movement had dealt with its internal divisions, which had led to a strategy in which it would not take a position regarding the future of the system and in which it cultivated a noncommittal aversion towards mental health policy. 

More historical constraints

But then, systems which have developed over many years will not be changed overnight – all was not lost, time was on the side of the movement, or so it seemed.

Let me make a big leap by saying that the different groups of the movement who were willing to engage in policy-making - which was, by the way, a minority – were first and foremost trying to avert the construction of a new generation of rather large scale mental hospitals. ‘Policy-making’ then necessarily implied the development of small scale differentiated comprehensive mental health facilities. In other words: deinstitutionalization. Several developments were simultaneously at play. 

Regionalization

As indicated before, by the mid-Sixties verzuiling in its original form started to disappear. In the mid-seventies, the government took fundamental decisions on the future of the health system. Three of its principles were regionalization, democratisation and administrative reform – all mainly in the service of cost-reduction. (Hendriks, 1974.) Administrative reform would put an end to the situation I just described in which important policies are made by elusive advisory bodies. Let me do away with some of the suspense: all these principles were made into law, adopted at the beginning of the Eighties, but never fully implemented; later these laws were withdrawn. The result was that regionalization was achieved, but administrative reform only to a very limited extent and democratisation hardly at all. 

Regionalization then became the motor of the restructuring of mental health care as the authorities saw it. Apart from the constructional quality of the buildings, the aim was primarily to remedy a situation which had developed under – again -  verzuiling. Mental hospitals were built where representatives of the different ‘pillars’ had seen fit. This had led to a patchwork pattern of facilities, rather unevenly distributed over the country. Mental institutions were typically situated in rural area’s with concentrations along the coast and in the middle of the country. This clearly was a very inefficient situation in which, by tradition, Catholics went to Catholic hospitals, various Protestants to their own kind of Protestant facilities, Jews to Jewish hospitals and others to ‘neutral’ ones, often far away from where they lived.  The ‘planning aspects’ of Phase Two, which were mentioned above, meant that each of the 26 health regions would have their own facilities, roughly in proportion to its number of inhabitants, in order to achieve an equal distribution over the country.  

Mental hospitals versus ambulatory care

Although not very apparent in the beginning of this process of renewal, it entailed more than mere regionalization and the construction of more adequate accommodations around ‘beds’. Apart from a reduction in size of mental hospitals (initially to a maximum of 500 beds), it also included an increase in accommodations for sheltered living and day-care facilities, at the expense of traditional beds. 

In the eyes of the movement, several things were wrong with this elaboration of deinstitutionalization. Firstly, the way these elements were presented: they seemed little more than an afterthought. The operation was first and foremost the result of the constructional state of the old mental hospitals and the plans for it looked rather more written by contractors and economists than by psychiatrists. Economists, because it is obvious that ‘chairs’ in a day-care centre or places in sheltered living are much cheaper than mental hospital beds, if used by the same patients. The latter was clearly the idea, since these alternative places would primarily be the result of the substitution of traditional beds. 

Secondly, the amount of substitution was so close to the absolute minimum, that the plans could not be taken as a wholehearted commitment to deinstitutionalization. 

Last but not least, the plans were such that day-care and sheltered living were formally defined as mental hospital functions.

In the eyes of the movement, the last point was the most disheartening. It was very much feared that the mental hospital, clearly the main adversary of the movement against which the most fundamental criticism was directed, would remain as it was, but now in a modern guise. As reiterated, the movement had never been very outspoken about alternatives to psychiatry, but of course it wanted to de-stigmatise mental patients, have them accepted as members of the community and give them opportunities to live lives as free and ‘normal’ as possible. In a word, one wanted to liberate mental patients from ‘the psychiatric regime’. If mental hospitals could not be abolished altogether, then at least this regime should be lifted. Now there was the threat that instead this regime would spread and take a hold of the community itself. 

But what alternatives were there? Ideally, all kinds of alternatives should blossom. Here and there alternatives had sprung up, such as the so-called ‘run-away homes’ (‘wegloophuizen’), ran by active members of the movement, often students. Also there were more professional ‘hostels’ or ‘inns’, which developed outside the health system as had a number of crisis-centres 
. In all, such alternatives were not nearly in a stage of development or of political acceptance in which they could be real alternatives.

The only viable alternative was the sector of the mental health system which has developed quite apart from the mental hospital. Historically there has been a great division between ambulatory and residential care. The present Regional Institutes for Ambulatory Mental Health (RIAGG’s) have their roots among others in the Social Psychiatric Services of which Querido was one of the founders. Another are the Medical Educational Bureaus (MOB’s), which started in the Thirties, inspired by the Child Guidance Clinics. Yet another are the Institutes of Medical (later Multidisciplinary) Psychotherapy, which started in the Forties. All these institutions were either inspired by psycho-analysis - strongly opposed by most of traditional psychiatry in general and Catholic psychiatry in particular, which dreaded everything Freudian -, or by a focus on the community. Although it is an exaggeration to say that this split coincides with the division between medical and non-medical approaches to mental problems, it comes as close as these divisions exist in the real world
. 

Many other elements - such as the employment of psychologists and social workers and a more ‘socially progressive’ outlook -  are behind a profound difference in culture and considerable animosity between both mental health sectors. (De Goei, 2001; Festen, 1997.) By and large a situation had arisen in which ‘the community’ had more or less become the territory of the ambulatory sector. Efforts by mental hospitals to create their own footing in the community by creating pre- and aftercare facilities had once been very successful. They disappeared, however by the beginning of the Fifties, many taken over by ambulatory organizations
. (Van der Grinten, 1987.)

Movement strategy: finding allies

The movement, meanwhile, was still struggling with its change in strategy. Clearly a considerable amount of consensus was needed in order to be effective in this new role. The rank and file did not generally object to this involvement with policy, but were willing to give it the benefit of the doubt. Although it was still viewed as somewhat suspect, one could explain what was at stake. The majority remained passive and left the work to a rather small group who were willing to develop the necessary expertise. 

The position that institutional psychiatry should not be reformed but abolished had become much less fashionable than a few years before. Some who still held such views, realized that in this situation it wasn’t very practical. The few who persisted in this vision, preferred not to make too much of a point of it.

The change to this more reformist point of view, on the other hand, won the support of others who before had found the movement too radical.  

As was just explained, it seemed inevitable to join sides with the ambulatory sector. On this point, the movement had always been deeply divided, since, particularly in the Cliëntenbond, many grievances were also directed at ambulatory care. Some other groups, particularly the ones of workers and students, were socially much closer to the ambulatory sector. Also, the more theoretically oriented were mainly opposed to medical psychiatry, since they blamed the ‘medical model’ for much of the evils of psychiatry. 

Supporters of this strategic alliance were well aware that some medically oriented psychiatrists worked there too and also that some scandals – such as the abuse of female patients, or breaches of confidentiality – did also occur in that sector. Such things were not denied, on the contrary, yet it seemed a higher purpose was served by making this choice anyway. Some were convinced by such strategic considerations, but a sizable portion of the rank and file wasn’t.  They felt betrayed, turned away and treated their former partners in arms from then on with distrust. 

Such an alliance strengthened the position of the movement considerably, however. In 1983 the opposition to this form of deinstitutionalization became more widespread. It was helped by two professors of social psychiatry (Trimbos and Romme) who sent an ‘address’ to Parliament demanding a ‘moratorium’ on the building of new mental facilities. Their reasoning that the replacement of the old buildings presented a unique opportunity to rethink the mental health system in accordance with modern developments and experiences abroad, convinced many. (Van der Poel, et. al., 1985.) The majority of Parliament accepted a so-called “motion” (Motie Terpstra) which supported these ideas. 

Little by little, national policy makers, both in the Ministry of Health and elsewhere started revising their plans in the direction favoured by the movement. 

Around the same time, the Ministry was implementing a large scale reorganization of the ambulatory sector as well. Hundreds of smaller agencies – of which three categories were just mentioned - were forced to merge into Regional Institutes for Ambulatory Mental Health (RIAGG’s) of which 59 were formed by 1982. Although this development began many years earlier, it is no secret, that strategic considerations at the highest level of the Ministry played an important role. These considerations went along the same lines as those of the movement. 

The historical forces mentioned before, however were formidable. The animosity between the different sectors had always been a great impediment to the development of comprehensive community care. In order to resolve this problem, there were, in principle, three possibilities. To put it in corporate metaphor: either a merger between the two sectors, which was hampered by their historical animosity, or an unfriendly takeover by either one sector. The ambulatory sector taking over the residential was still out of the question, in spite of the formation of the RIAGG’s and the strategic support for them in the higher echelons of the Ministry of Health. The fact remained there existed a forbidding difference in size and financial capacity, which was roughly in a ratio of 17 to 3 to the advantage of the residential sector. In strengthening the RIAGG’s however, the odds seemed a little better against the possibility of an unfriendly takeover of the ambulatory by the residential sector.  The best bet then, it seemed, was to revert to the first possibility: a merger, but necessarily one in which the animosity between the two sectors would somehow be overcome.   

Conclusions

I cannot go into the details of the deinstitutionalization process that followed from the middle Eighties on. The understanding that had grown since 1978 between the City Council of Amsterdam and the movement laid the groundwork for an attempt to achieve exactly what was indicated above. The City formed an alliance with the Province, which – as a result of the aborted laws, mentioned earlier – had acquired marginal planning authority, so together they could plan a new deinstitutionalized system. The blueprint for this system was to a great extent drafted by representatives of the movement. In the planning process the ambulatory sector was – through the support of the City - given an amount of influence which far exceeded its real weight in terms of  finances and number of workers. (Gersons, et al., 1992.) Some good ideas were indeed achieved – let us say about half of what the movement had in mind, which, of course, was already a compromise. (Schrameijer, 1991.)

Seen from a national perspective,  Amsterdam was in many ways on the forefront of the renewal process of mental health care.  Over the last few years, almost all regions can deliver comprehensive community care and most RIAGG’s have been taken over by mental hospitals which moved to the community. 

As it turned out, however, the residential sector has indeed, to a decisive degree taken over the ambulatory, both in Amsterdam as elsewhere in the country. Their mutual influence has, regrettably, been in proportion to their financial and institutional might. Medical psychiatry is alive and well and has long since overcome the humiliation of having public opinion turned against it. In spite of a concluding declaration by the Louvain Congress, that “the logic of the large scale mental hospital should not be continued in small scale alternatives”, this is indeed to a considerable degree the present reality. 

In the final analysis, it seems the deep division between in- and out-patient care was underestimated. History should have taught us that a happy marriage was out of the question. Ironically, it seems the alliance between the ambulatory sector and the anti-psychiatry movement has been detrimental to the mutual understanding between these two sectors, which in turn seems a precondition for an effective use of the insights and experiences which the ambulatory sector has developed over the years. In other words, in retrospect, it was unwise to try and isolate the more powerful sector, thereby feeding its resentment. 

Certainly, the few hundred outsiders who made up the anti-psychiatry movement, overestimated their influence. In the shift in strategy towards participating in mental health policy, the movement overplayed its hand and lost its following. By contrast, it should have remained faithful to the role of the critic who continuously confronts policy-makers with the experiences of the people whose needs are supposed to be met by the mental health system. In so doing the movement might have survived. But then, maybe its time had come anyway, as it had around the same time in other Western countries. Either way, the movement - like Rosencrantz and Guildenstern - is dead.
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� Dr Philip (Flip) Schrameijer is a sociologist who worked at the Dutch Centre for Mental Health (presently The Trimbos Institute) in Utrecht from 1978 to 1995. Presently he is self-employed as a free-lance researcher and journalist. 





� I rely on my own observations, which are by and large confirmed by Fox et al, 1986. 


� Which originated in London and had a ‘main office’ there – although such a term would hardly be used in this anarchist era.  


� For simplicity, I will ignore the changes which have taken place over the last two decades, in which insurance companies have become more prominent.


� Some of which were subsidized by cities or the Ministry of Welfare.


� Social psychiatry in particular cannot be said to be ‘non-medical’.


� Again Verzuiling is at the root of this, since denominational mental hospitals did not have territorially based catchment areas. 
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