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ABSTRACT

THE HAVEN: A CLINICAL ETHNOGRAPHY OF A FARM-BASED THERAPEUTIC

COMMUNITY

By
Monica A. Lawson

December 2020

Dissertation supervised by Daniel Burston, PhD

Therapeutic communities are communal spaces where individuals live for an
extended period in hopes of recovering from personal crises, or while coping with severe
mental illness. They provide a humanistic alternative to inpatient hospitalization.
Although they are seldom studied, even less is known about farm-based therapeutic
communities in the United States, where communal work is viewed as central to
recovery. This dissertation examines the experience of living and working at the Haven.
Originally conceived as a farm-based community where suffering individuals could
experience reprieve from the demands of the “working world,” and heal by living in
community, recent changes in the mental health field require the Haven to provide more
clinical services to residents to remain viable. This transition has evoked a collective

identity crisis for the Haven.
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After four months of ethnographic participant observation and 50 interviews with
current and former residents and staff, it became evident that the Haven’s work program,
formerly its primary treatment modality, was no longer sufficient to meet residents’
needs. In fact, residents overwhelmingly requested more clinical services. However, the
Haven has embraced a medical model approach to the provision of clinical services,
which is at odds with its humanistic history and aims. This fact is likely the cause of
many staff members’ wariness regarding the growing clinical programming. This
approach reduces residents’ agency, autonomy, and implicitly reduces the role of non-
clinical staff as well. This dissertation explores the evolution of these changes and
provides suggestions for how to reorient the Haven towards a restoration of community,
revitalization of the work program, and an existential-humanistic orientation consistent

with the values of the Haven’s original vision.



DEDICATION

Interviewer: Do you identify as having a mental illness?
Resident: I don't believe in the psycho-medical-mental complex. Psycho medical mental
health process.... or the psychiatric complex. So yes, I have things wrong. Yes, [ am

different from most people and some of those things are faults. I think wherever you look
[though] you can see that in everybody.

~

Staff Member: I want to thank you and appreciate folks like you, taking the time out of
your life and part of your profession to come to a [this] place and offering your time. I¢
gives me hope that, you know, my voice doesn’t have much of a voice here, but maybe
it has a voice out there somewhere.”

This dissertation is dedicated to the all of the individuals who look to, or reach
for, the mental health system in times of distress, especially in light of the times the
mental health system has failed us. In particular, I want to dedicate this project to the
residents of the Haven who participated in my study. Thank you for sharing your time,
lives, and thoughts with me. In the spirit of the above participants, every single one of us
suffers distress and has unique ways of expressing and responding to that distress. As
patients, clients, researchers, and mental health professionals, may we continue to

advocate and work for a more humane and person-centered model of care that does not

strip individuals of autonomy and humanity.
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Chapter One:
The Haven

“Like I think I mentioned it...earlier...how to explain this place. Even philosophically, it
depends on who you ask. You're going to get very different answers.” (Fred)

“I think we just need to understand what we are and be very clear about who we are.” (Alison)
“That’s part of the problem with this place. It’s neither. It’s neither the hippie farm where the
staff get in the hot tub with residents, and it’s not like the treatment center where there’s locks on
all the doors. And so that's a problem. It's like somewhere in the middle. It's not clearly defined.”
(Annie)

Literature Review

Therapeutic Communities

What is a therapeutic community? Therapeutic communities (TCs) are perhaps best
defined by what Kennard (1983) calls a “therapeutic community impulse” (p.11). Kennard
(1983) describes this impulse as made up of the values of “egalitarianism, psychological
mindedness, liberalism, and a toleration of expression of conflicting ideas” where the focus of
treatment is on the relationships and communications between individuals within the community
(p. 11). This impulse is contrasted with the impulse to simply manage people by methods of
control. Thus, the main aim is to focus on relationships and their manifestation from within a
shared community where individuals are treated with respect and dignity, and as equals.

Such communities can be located within a hospital, institutional treatment setting, or a
house or farm outside of the traditional treatment setting. However, despite the location itself, the
unifying factor of all therapeutic communities is that they are comprised of a space where
individuals can “live or come together daily” because their previous environment is untenable or
not sufficient to their needs and wellbeing (Kennard, 1983, p. 11). Despite their political and

value differences, most therapeutic communities share several similar qualities or views. First,



they value the creation of a communal atmosphere where the institutional or treatment setting is
transformed to become more inviting and “home-like” (Kennard, 1983, p. 7). Regular
community meetings are a staple of therapeutic communities—although the institutional
therapeutic communities (those developed in military hospitals in the 40s and 50s) tended to
focus more on psychoanalytic interpretations and processing of interpersonal dynamics in
groups, while the “antipsychiatry” therapeutic communities tended to focus less on analytic
interpretation and more on building cohesion and addressing interpersonal conflicts. Therapeutic
communities emphasize sharing in the daily maintenance of the community (which again looks
different based on the community—for some TCs this means engaging in manual labor to
contribute to the upkeep of the house or institution, or by paying rent to keep the house running).
Finally, the residents or patients are viewed as key players in their treatment—there is a
flattening of the power dynamic between staff and residents where residents are also seen as
healers, and staff may share their own psychological struggles with residents as well (Kennard,
1983). Common to all TCs is a focus on how difficulties emerge in, and are transformed by,
relationships—hence the need for a communal, relational nexus to process and heal. This need
for a safe, soothing, communal space in which to heal was first elaborated during the era of
moral treatment, the era most often cited as heralding the advent of the therapeutic community
movement.
Moral Treatment

Although disputed by some (Hollander, 1981), the development of therapeutic
communities is most often traced back to the era of moral treatment. Moral treatment emerged in
direct response to the appalling treatment suffered by so-called mentally ill patients in

psychiatric asylums during the 17th century. The two men most associated with the advent of



moral treatment were the French doctor Philippe Pinel (1745-1826) and English Quaker William
Tuke (1732-1822). Pinel and Tuke approached moral treatment from similar, yet different
perspectives (Loue, 2016; Whitaker, 2002). Although Pinel is often credited as the father of
moral treatment, Whitaker (2002) notes that it was the Quakers who really championed and
defined this approach of the “moral sense” (see also Loue, 2016, p. 3). Tuke advocated a return
to kind, humane treatment instead of the callous beating and chaining away of the mad, with an
emphasis on religious engagement (Scull, 2015; Whitaker, 2002). The York Retreat, established
by Tuke and the Quakers in 1792, was the first of its kind—an asylum inspired by the principles
of moral treatment—asylums located in a calm and soothing environment, coupled with the
unchaining of the mad, and treating patients with respect and dignity alongside keeping the
individuals busy with activities and work (Whitaker, 2002). For Tuke, religion was an important
component for a patient’s recovery, and religion became especially salient with European
asylums adopting a moral treatment approach to healing (Loue, 2016). Moral treatment took off
in Europe during this time and the movement would follow some years later in the United States.
In 1817, the first asylum inspired by moral treatment opened in America, developed by
Quakers in Philadelphia (Scull, 2015). Whitaker (2002) notes the following “blueprint” for
asylums guided by moral treatment principles in the US: the asylum was to be kept quite small
with no more than 250 patients; the location of the asylum should ideally be in the country for
the combination of soothing peace and quiet, alongside the ability to maintain gardens on the
grounds, and to give the patients a spacious natural landscape to tend to [this became a
significant part of the “activities” or work also required of moral treatment asylums] (p. 27).
Another important tenet of moral treatment asylums was the role a superintendent played. As

Whitaker (2002) writes, the superintendent must be of humane character, treating the patients as



equals in terms of their humanity and he should take on the role of “father figure” guiding the
patients back to reason (p. 26). Finally, patients were encouraged, or required, to engage in
activities or work thought to deliver them (or distract them) from their mental suffering
(Whitaker, 2002). Instead of physically restraining patients to induce calm, work and activity
were conceptualized to function as self-restraint (Hollander, 1981; Scull, 2015). Thus, gardening
and taking care of the land became an important part of the patient’s daily life, and among other
activities, was thought to encourage self-restraint thereby diminishing the patient’s neurotic
symptoms.! However, Loue (2016) notes that work was emphasized for patients of lower
socioeconomic status and that patients from the upper classes were given more recreational
opportunities, and were not required to work (p. 7).

For individuals of a lower socioeconomic class, work was thought to develop the “moral
values of independence, industry, and self-respect” (Loue, 2016, p. 7). The manual labor
required of farm life should function to “counteract any inclination to be lazy, would decrease
morbid thoughts, and provide exercise” (Loue, 2016, p. 7). These ideas are still prevalent in the
farm-based therapeutic communities functioning in the United States and are of particular import
to the community discussed in this dissertation.

What led to the end of moral treatment was largely its inability to maintain its principles
as more and more patients were piled into asylums. Soon, many more than the recommended 250
patients populated the institutions, taking away from the ability for superintendents to offer
compassionate, individualized attention while managing financial realities that left
superintendents poorly paid and the institutions poorly maintained and accommodated

(Whitaker, 2002). As Whitaker (2002) notes, the very things needed for asylums to be run in the

! Work takes a more central and, arguably, meaningful role in farm-based therapeutic communities, the subject of
this dissertation, and is explored more fully in chapters two through four.



way of moral treatment: spacious buildings, educational opportunities, relaxation rooms, and so
on, were no longer a part of the asylums which, when matched with the overcrowding of the
asylum, led back to the warehousing of patients and the superintendent becoming an instrument
of discipline.

According to Hollander’s (1981) critique, one cannot consider moral treatment apart from
its place in the historical landscape. For example, he notes 19th century asylums were focused on
helping patients re-establish a connection with traditional values, which were cultivated from the
discipline that working (and a calm environment) provided. However, in the 20™ century
therapeutic communities largely arose as a social movement opposing the constraints of modern
society (Hollander, 1981; Kennard, 1983). Although civilization is seen as exacerbating social
disease or malaise from both perspectives (moral treatment and therapeutic communities), their
ultimate aims were quite different. For asylums of the moral treatment era, the deterioration of
modern society led to disease and a need to re-establish traditional values (authority) and the
traditional family, whereas the therapeutic community movement critiqued such traditional
social conventions and worked to transform, challenge, and question such conventions
(Hollander, 1981).

Therapeutic Communities: A Brief History

The term “therapeutic community” was first used by Tom Main (1911-1990) in 1946
while working at Cassel Hospital in England, a military hospital. He coined the term to describe
his “hospital as a whole” approach (Kennard, 1983). Main felt that everyone involved in the
treatment wing (staff as well) should be involved in processing what happened in the treatment

site. He writes,



One evening I suddenly realized the whole community, all staff as well as all
patients, needed to be viewed as a troubled larger system which needed treatment.
Could all people in it move to consideration of other people’s plight, and benefit
from opportunities to examine the conscious and unconscious uses each was
making of others? Could the total institution become therapeutic for all? (cited in

Kennard, 1983, p. 46)

In a similar vein, Maxwell Jones (1907-1990), took note of group process while working in 1940
at Mill Hill Hospital treating shell shock and effort syndrome.? In 1947, Jones became director of
the Industrial Neurosis Unit at Belmont Hospital. This unit came to be known as the Social
Rehabilitation Unit, the subject of Robert Rapoport’s 1960 book, Community as Doctor. Coming
from his previous experience at Mill Hill, Jones’ interest shifted from physiology to social and
interpersonal dynamics. This unit later became Henderson Hospital, and is where the concept of
therapeutic community seemed to truly coalesce (Kennard, 1983). Jones identified three core
themes for developing his notion of therapeutic community: 1) community meetings (following
Main’s “hospital-as-a-whole” approach) involving the entire community, 2) staff review
meetings to help staff process and acclimate to a treatment environment that appeared very
different from typical medical-model treatment (e.g. patients taking a more active role than is
typical in hospital settings), and 3) living-learning situations where patients and staff come
together to respond to a crisis situation (Kennard, 1983). These elements became core in the

definition of “therapeutic community” and Rapoport’s (1960) research revealed four principles

2 Effort syndrome was characterized by the symptoms we now refer to as symptoms of panic attacks: palpitations,
racing heart, sweating, shaking, chest pain, sensations of shortness of breath, nausea, feeling dizzy or lightheaded,
numbness, etc... (APA, 2020). In the current diagnostic manual of mental disorders, DSM-V effort syndrome would
be classified as panic disorder.



that are now synonymous with therapeutic communities run along egalitarian lines: 1)
democratization, 2) permissiveness, 3) communalism, and 4) reality-confrontation.
Democratization refers to the sharing of power between staff and residents in the running of the
therapeutic community. Permissiveness refers to the acceptance of what is often conceived of as
deviant behavior outside the treatment setting. This principle appears particularly salient in the
later development of the “anti-psychiatry” therapeutic communities in the 60s. Communalism
focuses, again, on the community as a whole and a sense of living in a community, or shared
space, together. Reality-confrontation concerns the interpersonal processing and interpretation of
community members’ behaviors and actions (Kennard, 1983). These principles explicated by
Rapoport (1960) and developments by Jones shaped and influenced the therapeutic community
movement.

Kennard (1983) notes that the first wave of therapeutic communities of the Main and
Jones era (the 40s and 50s) focused on transforming the practice of psychiatry from within the
institution itself. This attempt is summed up well in the following quote from Main:

This attempt to create an atmosphere of respect for all and the examination of all

difficulties would be a long way from the medical model, whereby disease is

skillfully treated in anonymous people under blanket medical compassion and

served by a clinically aloof and separate administration. (cited in Kennard, 1983,

p. 46)
Main and Jones worked exclusively inside the hospitals or institutions to make them more
conducive to fostering psychological transformation: providers would become more related to
their patients and see them as human beings deserving of compassion, and as co-therapists in the

healing process. This approach follows the moral treatment model by trying to make the hospital



more humane in order to provide better care for patients. However, the therapeutic communities
of the 60s and 70s, being wary of prevailing pressures to conformity, felt treatment must be
established outside of the institution to create change (Kennard, 1983; Laing, 1985).

After founding the Philadelphia Association in 1964, R.D. Laing (1927-1989) helped to
create several therapeutic communities in London which were designed to offer genuine asylum
to residents who wished to avoid involuntary hospitalization, but were deeply distressed and
disoriented, and to former mental hospital patients (Burston, 1996). Treatment here was always
voluntary, and residents were not labeled according to prevailing diagnostic criteria by their
therapists. These points are salient, given Laing’s (1960) conceptualization of psychosis as a
process arising from a disrupted or disturbed relational matrix. In Laing’s (1960) most famous
work, The Divided Self, he described how psychotic experience and behavior unfold when
certain relational needs, including the development of self-consciousness through an I-Thou
relationship with a primary caregiver, are not met. Laing (1960) theorized that when the human
need for recognition (having one’s self and experience validated) is thwarted consistently in
infancy and childhood, and a false, compliant self evolves to meet others’ demands and insure
the person’s safety, the individual may develop severe psychopathology arising from ontological
insecurity (an impending sense of inner annihilation when in contact with others, while still
desiring contact with others).

During his psychiatric training, Laing (1985) observed many disturbed patients who were
hungry for human contact, which prompted his desire to create a community where they could
live together without the dehumanizing and disturbing treatment often provided in psychiatric
hospitals. Laing (1985) said the average mental hospital lacked any kind of real communion and

meaningful communication between staff and therapists, on the one hand, and patients on the



other, thereby disrupting the natural healing process, and worsening the patient’s prospects for
recovery. Having discerned that the restoration of a capacity for genuine relatedness could
mitigate the suffering and symptoms of madness, Laing and his colleagues David Cooper (1931-
1986) and Aaron Esterson (1923-1999) created the Philadelphia Association, which created
several networks of therapeutic communities for individuals suffering from psychosis or
schizophrenia (Burston, 1996). These, in turn, inspired Soteria House, led by an American
existential psychiatrist, Dr. Loren Mosher, which was (by far) the most successful and well
documented community of this kind (Mosher, Hendrix, & Fort, 2004).

Thus, therapeutic communities can be defined as residential or communal spaces where
individuals live together for an extended period of time in the hope of recovering from personal
crises. Many strive to flatten, or, in some cases eliminate, the distinction between staff and
residents, doing away with the word “patient “altogether. Residents and staff live and eat
together, and ideally maintain connections with one another, after residents have graduated from
the program (Mosher, Hendrix, & Fort, 2004). With the notable exception of Soteria House,
therapeutic communities are seldom studied, and even less is known about farm-based
therapeutic communities in the United States. Founded to create a stigma free, humanizing
environment where individuals with mental illness live and work with laypeople, farm-based
therapeutic communities treat residents as capable members of the community and as agents in
their own recovery and care, and not primarily as “mental patients,” or passive recipients of
mental health services. Moreover, they regard meaningful work as their primary treatment
modality, and the residents’ engagement in communal work and play as pivotal in their eventual

recovery.



Farm-Based Therapeutic Communities

The history of farm-based therapeutic communities is quite different in Europe than in
the United States. According to Loue (2016), therapeutic farms abound and are referred to as
“green care farms, care farming, social farming, and green care agriculture,” in Europe (p. 11).
This movement is widely referred to as care farming and emphasizes inclusivity and the
rehabilitation of individuals with mental illness and developmental disabilities, with the
provision of therapeutic services (Loue, 2016). Inclusion and rehabilitation are theoretically
fostered through the shared physical labor of farm work. Loue’s (2016) research documents that
the Netherlands and Norway contain the majority of “well established” care farms (p. 12).
Similarly, Elings and Hassink (2008) report that care farms have grown from 75 in 1998 to over
800 as of 2008 in the Netherlands.

Loue (2016) describes how Europe’s gradual move from an economy based in
manufacturing and agriculture to a service-based economy, it’s aging population, increased
transportation between rural and urban areas, and increased focused on living healthfully has
increased the development of care-farming (p. 12). Loue (2016) also describes the two
philosophical frameworks used in European care farms: public health and social inclusion. The
social inclusion framework seems to overlap the most with the philosophical framework of the
farm-based therapeutic communities in the United States. This framework focuses on: “the
reintegration of excluded persons into society through activities formulated to increase their
knowledge and skills, the reestablishment of their ability to engage in work, and the development
of their self-esteem” (Loue, 2016, p. 12).

Only a handful of farm-based therapeutic communities seem to exist in the United States

(Loue, 2016), all of which appear focused on the social inclusion framework described above. In
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particular, farm-based therapeutic communities differ from other therapeutic communities due to
their large emphasis on work as a mechanism of healing and restoration. In order to investigate
this seldom studied treatment approach, this dissertation explores the lived experience of people
residing at the Haven,? a farm-based therapeutic community in the United States by way of
ethnographic observation and interviews.
Method: Clinical Ethnography

Ethnography is a qualitative research methodology that aims to understand “what people
actually do” and to get as close to their lived experience as possible by way of participant-
observation—that is, becoming a participant in a community and observing it from both within
(as participant) and outside (LeCompte & Schensul, 1999, p. 1). Traditionally, ethnography
involves immersive participant-observation of a particular group of individuals or a particular
cultural space in order to better understand such groups or spaces, to get a sense of what it is like
to be a part of that space or group. Ethnography, as a method, grew out of cultural anthropology
and is applied differently across academic disciplines: (i.e. anthropology, sociology,
psychology). Historically, ethnographic work in anthropology involved being immersed in a
community (particularly a culture distinct from one’s own) for several years (LeCompte &
Schensul, 1999). Contemporary ethnography takes place in various settings and for different
periods of time with often an emphasis on shorter-term encounters (LeCompte & Schensul,
1999). Clinical ethnography is a particular use of the broader ethnographic method.

Calabrese (2013) defines clinical ethnography as follows: “culturally and clinically
informed self-reflective immersion in local worlds of suffering, healing, and well-being to

produce data that are of clinical, as well as anthropological value. Empathic skills and self-

3 The Haven is a pseudonym used to maintain the confidentiality of the site where I completed this research.
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awareness are emphasized in this approach because they are understood as indispensable to both
clinical understanding and intercultural understanding” (p. 51-52). This definition is similar to
what Lester (2011) calls applied psychiatric anthropology, defining it as “a person-centered
approach” that “bridges research, policy, and engaged clinical practice concerned with
alleviating psychic distress and optimizing meaningful forms of care” (p. 483). This method
requires facility with clinical knowledge such as treatments, diagnostic categories, methods of
clinical care, and theories on human suffering* and flourishing.

My project combines elements of Calabrese’s (2013) clinical ethnography and Lester’s
(2011) applied psychiatric anthropology. I chose ethnography as a method in order to get a vivid
sense of what living in a therapeutic community is like. Therefore, I lived alongside residents
and observed their daily interactions and experiences at the Haven from June 2018 to October
2018. Prior to my four months on site, I visited the Haven in May 2018 for a week to get a
preliminary sense of what living on site for four months would be like. Ethnographic
participant-observation allowed me to immerse myself in a “clinical world of suffering and
healing” as discussed by Calabrese (2013) and located me in a world of discovery (Shweder,
1997) regarding how this particular site functions and what the site, as a lived cultural space, is
and does.

Before describing the methodological steps of ethnography, I begin with a brief

description of the field site where I completed my ethnographic research.

T wish to thank to my former teacher Ronald B. Miller at Saint Michael’s College for this language of human
suffering. His beautiful work Facing Human Suffering: Psychology and Psychotherapy as Moral Engagement, asks
the field of psychology to return to an understanding of distress as human suffering, rather than seeing our role as
clinicians treating “patients with mental disorders.” Miller reorients us to the moral and ethical sense of suffering
that is lost in conceptualizing distress solely as mental disorder. Since my studies at Saint Michael’s College, I have
used the language of human suffering to describe and conceptualize psychological distress, a phrase that best
highlights the meaningful, difficult, and sacred work of psychotherapy.
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The Haven: Brief Field Site Description

The Haven is a self-pay> farm-based therapeutic community in the United States known
for work-centered therapy, where work is conceptualized as central in helping people get back to
themselves, in order to find that they are valuable members of society, and not merely defined by
their symptoms and suffering. By sharing work with the staff, residents are ostensibly able to
develop a sense of self-efficacy and self-esteem while also building supportive relationships.
Moreover, many believe that there is existential value in getting back to basics, connecting to the
land, and working in a community where residents and staff are equally responsible for the
upkeep and functioning of their community. The philosophy of the Haven® is that all members of
the community have something important to contribute, and that it is through building
community that a resident’s contribution can be cultivated and flourish.

The Haven hosts anywhere from 20-30 residents at one time who find themselves unable
to maintain employment or acquire the skills considered necessary for daily functioning.
Residents come from all over the United States and are often struggling with a dual-diagnosis of

mental health concerns and substance abuse. During my stay at the Haven, residents were mainly

5 One significant barrier to accessing services at the Haven, as well as most farm-based therapeutic communities, is
the exorbitant cost of attendance. The monthly tuition for the Haven is $10,000 dollars a month, meaning the
majority of residents come from upper class financial backgrounds. The Haven does offer some scholarship support
to residents; however, the scholarship often still leaves residents paying around $5,000-6,000 a month for tuition.
Such a barrier was cited as a salient concern by many of the staff I interviewed with, as well as residents who
appeared particularly mindful of the cost of their stay at the Haven. As Elizabeth, a longtime staff member
commented, “it's such a rub that we want to make it affordable for the most people possible understanding that 90%
of Americans can't afford to come here.”

® For the purposes of confidentiality, some details regarding the Haven have been altered. Additionally, some
identifying details about participants have been changed to protect their confidentiality. In some cases, single
participant names are split into various pseudonyms due to the depth of the interviews, in attempts to protect their
confidentiality. I have tried to disguise the identity of the Haven to the best of my ability; however, as discussed in
the informed consent forms, given the depth of detail provided in ethnography, there is a chance the identity may be
known to some readers. This limit to confidentiality was discussed with all participants prior to their signing the
informed consent form.
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young adults (early to mid-twenties) who struggled to maintain jobs or complete a college
education due in part to both mental health and substance use struggles. However, an increasing
number of the residents during my observations appear to be college educated adults who suffer
some sort of psychological hardship prior to, or after, completing their education. This particular
population marks a change from the Haven’s original clientele, who were largely older adults
struggling with what many staff termed “chronic mental illness,” who stayed at the Haven for
several years,’ or in some cases, for the majority of their lives.

The Haven’s staff is composed of work team leaders who oversee the various work-
centered therapy options for residents (i.e. farming, gardening, maintenance, carpentry), a
number of counselors or therapists, case managers, grounds crew, cooks and kitchen crew, a
number of administrative staff, and house advisors. House advisors are arguably the most
important staff at the Haven. They live in the onsite housing with residents and are responsible
for providing emotional and social support to residents, in addition to serving as second work
crew supervisors and in a multiplicity of other roles.®

Once admitted to the Haven, a resident becomes part of a work crew, overseen by a work
team leader, and performs a variety of tasks, focusing on farming, gardening, carpentry, and
maintenance. In addition to work, residents now see a therapist at least once a week for

individual therapy,’ attend weekly team meetings where the resident’s house advisor, therapist,

7 Although older residents were remembered as having stayed at the farm for several years, Ron, a longtime
colleague at the Haven, who held several roles throughout his time there, remarked that truly only about 10-15% of
residents ended up staying at the Haven long-term, meaning several years of their lives. As Ron stated, “those are
the residents you remember the most,” because they had invested so much time there, and often became pillars of
the community. Such memories may lead to an overestimation of how many residents spent a majority of their lives
at the Haven.

8 As became clear to me through interviews with current house advisors, their role includes much more than just
described and oftentimes was felt to be quite confusing to the house advisors themselves.

? The addition of individual therapy for residents is a relatively new phenomenon at the Haven as of the last five
years. This change will be explored more fully in chapter five of the dissertation.
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and residential support staff '° discuss the resident’s experience and progress at the Haven, attend
group therapies if desired, and participate in other therapeutic programming, such as yoga and art
groups.!! During the weekends, residents do not participate in work crews; however, there are
some activities that take place both off and on-site at the Haven. Residents might travel into town
to visit the local farmer’s market, church, or other social events.

A typical stay at the Haven for residents is 3-6 months and upon finishing their work at
the farm, residents sometimes begin to work with the transitional program. The transitional
program allows residents to continue working and spending time at the Haven if desired, while
also helping residents integrate into a larger community. Some former residents come back to
work at the Haven and become part of the therapeutic community as staff members, and many
residents appear to stay connected to the Haven by visiting.

Many residents leave the Haven and return home. Time spent at the Haven is focused on
helping residents develop certain skills or learn, what staff call “the soft skills” associated with
maintaining a job, such as being on time, taking responsibility, and navigating difficult situations
or interpersonal dynamics. The goal for the Haven’s current population is to help residents better
integrate into the working world: to leave the Haven and maintain a job, or to be able to
complete an education. Said another way, the Haven strives to help residents learn various skills
to manage their distress, so they can continue to work and pursue their goals in the world beyond
the Haven.

My use of clinical ethnography involved the following aspects: reflexivity, immersive

9 e

10 All staff are eligible to be residential support staff, a person who serves on the resident’s “team” to provide
additional support. This means even non-clinical administrative staff, such as the business manager, or grounds crew
manager, may serve as a residential support staff. Such a model appears to retain aspects of the lay-person model
historically used in therapeutic communities to downplay reliance on medical and clinical understandings of the
resident/patient.

' During my time at the Haven, the “other therapeutic programming” offerings were quite limited. Towards the end
of my stay, the Haven was working to provide more programming such as art classes, yoga, martial arts, and others.
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fieldwork or participant-observation, and person-centered interviewing. This section of the
dissertation explores these aspects of ethnography as they relate to my project.
Reflexivity

Historically, ethnographers within anthropology sought to separate strict descriptive
fieldnote writings from self-reflexive writing (Emerson, Fretz, & Shaw, 2011). Sociological
ethnographers in the 1960s began to integrate both descriptive fieldnotes with personal, reflexive
notes (Emerson et al., 2011). Emerson et al. (2011) cite Lofland and Lofland’s (1995) reasons for
integrating the two forms of ethnographic note-taking: for insight into how the fieldworker’s
experience may mirror those of the participants, how integrating these notes may offer important
analytic insights, and how such an integration allows for the checking of bias and illustrates how
views and perspectives change over time. Although I kept a personal reflexive diary specifically
for reflecting on my daily experiences at the end of each day, I also integrated reflexive moments
and thoughts into my daily fieldnotes as they occurred in the moment. I used my own
experiences on site with participants to potentially provide insight into participant experiences,
as well as used my writings about said experiences to “check” where my feelings and
interpretations were coming from, and how my own subjectivity influenced my approach to the
data collection.

Calabrese (2013) discusses two traditions of reflexivity: 1) psychological or clinical
reflexivity, and 2) socio-cultural reflexivity. Psychological reflexivity is defined as “self-
consciousness of one’s personal identity, relationship history, dreams, and emotional responses,
and the way they clash or resonate with personal relationships and immersion in the field”
(Calabrese, 2013, p. 59). I engaged almost constantly with this level of reflexivity in analyzing

my own reactions to events that happened at the Haven. For example, I often reflected on how
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my positioning as a clinical-psychologist-in-training!? shaped and informed my reactions to
arriving at the Haven, as well as my critiques of the farm throughout my time there. From the
moment [ arrived at the Haven, I found myself wondering: “where are the therapeutic offerings?”
And by therapeutic I meant clinical.

When I used the term clinical, I wondered where the therapy was (i.e. individual therapy,
group therapy, etc)... For me, clinical both meant formal therapy services, as well as dedicated
time to processing various aspects of resident’s experience. In addition to wondering why there
was not more group processing interwoven into the various activities of the Haven, (i.e. why
wasn’t there processing of the work residents did throughout the day, linking it to their own
challenges or life experiences, or discussions of what it was like to complete a work project
together)? I believe, I also associated peer groups or peer recovery work as clinical, though this
association would certainly be disputed as peer recovery movements arose in response to the
harmful and marginalizing treatments provided to individuals suffering from psychological
distress. Peer recovery work is certainly not considered “clinical.” My training in alternative
approaches to healing psychological suffering is likely why I associate the two together, despite
peer recovery work falling outside of what is considered “clinical,” especially in terms of seeing

the individual with lived experience as the healer, rather than the expert therapist who treats the

12 The American Psychological Association’s Dictionary of Psychology defines clinical psychology as the
following: “The branch of psychology that specializes in the research, assessment, diagnosis, evaluation, prevention,
and treatment of emotional and behavioral disorders. Clinical psychologists are doctorate-level professionals who
have received training in research methods and techniques for the diagnosis and treatment of various psychological
disorders. They work primarily in health and mental health clinics, in research, in academic settings, or in group and
independent practices. They also serve as consultants to other professionals in the medical, legal, social-work, and
community-relations fields” (APA, 2020). Additionally, my training in clinical psychology has involved much
education in depth therapies, phenomenological and existential-humanistic traditions of psychology, that moves
beyond conceptualizing individuals simply as suffering from symptoms and diagnoses. As further described in
chapter five, the term clinical is hard to define and often elicits different definitions and responses depending upon
various considerations (i.e. one’s theoretical orientation, academic field of study such as anthropology, sociology,
medical anthropology, and so on).
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suffering individual.

In the beginning of my fieldwork, I conflated therapeutic with clinical, as I lamented the
lack of psychotherapy groups and individual therapy sessions. I realized I arrived anticipating a
plethora of clinical offerings and felt critical when these offerings did not exist in abundance.
These criticisms and assumptions were largely related to my training and immersion in the
clinical profession; however, a part of my cultural identity also influenced my occasional anger
at the lack of clinical programming. This reaction, rooted in my class identity and socioeconomic
background, is an example of socio-cultural reflexivity.

Calabrese (2013) defines socio-cultural reflexivity as “self-consciousness of one’s
cultural background and sociopolitical positioning as they influence ethnographic observation
and description” (p. 59). Calabrese (2013) discusses how this type of reflexivity enables him to
examine his own experience of Native American culture as a Euro-American (i.e. a member of a
society with a history of racist oppression towards Native Americans). Similarly, in addressing
my anger towards my perceived lack of “clinical” programming at the Haven, I realized my
reaction arose from my background as a clinical-psychologist-in-training, but also the awareness
that I could, most likely, never afford care at the Haven myself. Having grown up in a mixed
working and middle-class family in a part of the Southern United States and putting myself
through college and graduate school as a first-generation, financially independent student, the
affordability of care is quite important to me. I found myself agreeing when residents posed the
question: “Am I getting enough bang for my buck?” Interestingly, this question often came from
residents whose stays were financed by their parents, and wealthy families. I was struck by how
many residents, wealthy or not, wondered whether they or their family were paying too much for

their stay at the Haven.
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Given my class identity growing up, which I still feel identified with, I also came to the
Haven assuming that the cost of services would not be an issue for the majority of residents;
however, this bias dissipated as I began interviewing residents. Nearly every one of them
remarked on the cost of the Haven, expressing concern about how it affected their family. Some
felt guilty about how much the treatment was costing their families. Others felt they were not
getting what they were paying for. Oftentimes, this attitude was referred to by staff as residents
“being entitled,” because of their family’s affluence. Yet, I remained somewhat suspicious about
this attribution, which felt like an easy way for staff to dismiss constructive criticism. Hearing
resident concerns about the cost of their stay at the Haven made me take a step back and examine
my own assumptions about class, and the centrality of the fee for resident concerns. I had
inaccurately assumed that residents who came from affluent families would not be concerned
about the fees.

In applying Calabrese’s (2013) psychological and socio-cultural reflexivity to the
beginning of my project, the next section focuses on the preconceptions with which I began my
project at the Haven.

Reflexivity: Project Preconceptions

My interest in therapeutic communities began during my master’s program, when I
discovered the Soteria house project by Dr. Loren Mosher (1933-2004), a friend and follower of
Medard Boss and R.D. Laing, and former director of schizophrenia research at NIMH from 1968
to 1980. Soteria—the Greek word for salvation—was an experimental community created in the
1970s for people experiencing their first psychotic episode. The treatment for residents (not
patients) involved living with staff and volunteers in a community that allowed residents to go

through their psychotic experience without stigma or any effort to arrest the process for a period
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of up to three months, provided no one’s safety was threatened, before introducing any
medications. In this three-month interval before medications were administered, treatment
consisted entirely in members of the community simply being with residents in a space of non-
judgmental acceptance (Mosher, Hendrix, & Fort, 2004). Most striking was Soteria’s emphasis
on relationships as the primary vehicle for healing. Moreover, relationships were seen as critical;
so critical, in fact, that a principle of Soteria’s mission was to provide (if so desired) ongoing
relationships with residents and staff.

Mosher believed hospital admissions and discharges could often inadvertently thwart

healing (Mosher, Hendrix, & Fort, 2004). Mosher, Hendrix, and Fort (2004) write:

Many of Soteria's graduates kept in close contact with the community. The
relationships (at Soteria) were personal, and therefore had implications beyond
separation, for the clients as well as the staff. At Soteria, therapeutic involvement
went beyond the boundary of official relationships framed by admission and
discharge. Why? Because relationships were critical: If they didn't happen at

Soteria, neither did change. (emphasis added, p. 35)

Given his well-documented success rates, Mosher’s perspective was surprising and refreshing,
because prior to this moment in my academic studies, I had only been exposed to classical and
ego-psychoanalytic approaches which critiqued such ideas, particularly the notion that continued
connection was vital for healing. Thus, I began to imagine that therapeutic communities are
places where attachment and a person’s existential needs might dovetail more clearly (and be
addressed more perceptively) by staff and “patients,” than they are, generally speaking, in
individual psychotherapy.

When I initially proposed this project, I hoped to investigate the degree to which
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existential needs are experienced and addressed within therapeutic communities—or not.
Inspired by the example of Soteria House, I was particularly drawn to individuals who had
continued long-term relationships with their therapeutic community. The Haven seemed like the
ideal site for exploring such themes, as my discussions with staff members disclosed that many
early Haven residents had historically either lived out their days at the Haven or moved into a
nearby town and continued to visit, and sometimes ended up working at the Haven as staff
themselves.!® However, as my research unfolded, I discovered that this is no longer the case.
Given the changing demographics of the Haven—younger adults in their early to late twenties,
many of whom are supported financially by their families for their stay at the Haven!*—a
resident’s average length of stay is now merely three to six months. Moreover, residents now
enter treatment with the expectation and desire of returning home!®. Thus, stays for a year or
longer, are essentially a relic of the past.'6
Reflexivity: Shifting my Research Questions

Upon learning more about the changes in the population, as well as changes in the

structure and vision of the farm, my research questions became focused on getting a sense of

13 As of this writing in early 2020, the Haven has had to end the employment of longtime former Haven residents,
due to liability concerns about how some of these employees still receive some services from the transitional
programming. In some cases, these former residents have worked at the Haven for years. My sense is that these
changes continue to erode a sense of long-term community.

!4 In discussions with long-term staff after I left the field, staff noted that throughout the Haven’s history, 95% of the
time, residents were referred by families, which is still the case today.

15 As discussed with Ron, this was most often the intention of all residents, historically. However, sometimes,
especially in the past, residents would arrive at the Haven and realize their lives may be better if they continued to
live at the Haven long-term, rather than return to their families or the “outside world,” if you will. This decision
appears in part due to the different approach in work culture at the farm, versus the work expectations in the world
beyond the Haven, where slowing down and working at one’s own pace if needed is not often tolerated.

16 As previously noted in my discussion with Ron, the average length of stay at the Haven has historically hovered
around 6 months, though about 10-15% of residents stayed for much longer than this, with some residents later
becoming staff members This number appears much lower than what most staff members seemed to remember
about the past resident population in several discussions I had with staff members. As stated by Ron, this higher
estimation of long-term residents is likely due to the memorability of such residents, especially as they became so
central to the community.

21



what it is like to live and work in a farm-based therapeutic community, and what it is like to be a
resident and staff member in a farm-based therapeutic community. As I immersed myself in the
community and its daily operations, I became interested in the idea of work as therapy, or work
as the defining principle of what makes the Haven successful or helpful to residents. Many of the
staff, and a few past residents, mentioned several times that the work program is what sets the
Haven apart from other treatment centers. At the same time, I observed diverse resident and staff
perspectives on the work program and processed my own mixed reactions when I joined work
crews with the residents. These questions are explored in chapters three and four of the
dissertation.

Another set of questions that emerged during fieldwork concerns how, whether, or to
what extent a therapeutic farm community like this retains aspects of its initial vision and
approach, as it transitions into a treatment center. Historically, the Haven functioned as a safe
working environment and community for “chronically mentally ill” adolescents and adults to
experience working at a slower, more accepting pace, with the help of others in a community
setting free of the stigma usually associated with their symptoms. Such an approach was
theorized to help residents develop work skills and a sense of value and self-worth, rather than
experiencing themselves as merely “mentally ill” patients who can no longer function in
society as a result of their addiction or “illness.” Returning to the world outside the Haven was
less of a looming concern, as some residents stayed at the Haven for several years or indefinitely.
Now the Haven is struggling to adopt a treatment model that retains the community centered
principles and values of its origins.

Paradoxically, this last objective seems increasingly threatened by the Haven’s effort

to become more clinically (and by implication medically) oriented, in keeping with changing

22



standards of mental health care and the Haven’s urgent need to generate revenue to stay

viable in a world of sky-rocketing medical costs. In interviews with staff

members, many were wary or apprehensive about becoming more “clinical,” fearing they
would begin to see residents as “diagnoses, disorders, and as patients,” losing the

Haven’s former emphasis on residents’ agency and value as community members. Not
surprisingly, some residents expressed a lack of experienced agency. With the recent addition of
weekly psychiatrist visits, individual therapy, and group therapy, many residents acknowledged
that their struggles were being better addressed. Yet, some also felt more like “mental patients”
than responsible members of a community. Such feelings of dissmpowerment are in direct
conflict with the aims of therapeutic communities. Therefore, I became interested in what the
transition from therapeutic community to treatment center entails, and what is gained and lost in
the process. I also wondered if and how a therapeutic community could also be a treatment
center, retaining the focus on community-based healing, without succumbing to the potential
hazards of a medical model-based treatment center.

These questions and thought processes likely disclose another bias I brought to my work;
my orientation to psychology as a human science, which is largely based in the existential-
humanistic tradition. I value person-centered clinical care, the hermeneutics of faith (Orange,
2011), reducing power dynamics as much as possible in clinical work, and working to create an
atmosphere of egalitarianism, alternative and expansive approaches to psychological wellbeing,
including community-based healing. I am therefore inclined to be skeptical of a medical model,
diagnostic perspective that reduces humans to symptoms and diagnostic codes. Indeed, it was
such a bias that steered me towards therapeutic communities in the first place, as such

communities were largely forged with humanistic aims.
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Therefore, my training and education in psychodynamic, existential-humanistic
psychology, and the value I place on alternative approaches to psychological suffering, is another
“lens” through which I interpreted my data. That said, training in “clinical” discourse and the
medical model understandings of distress also at times informed my experiences at the Haven. A
frequent complaint from house advisors and non-clinical staff was that there should be “more
clinic