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Description & History

Diamonds
Does anybody ever really read these things?

Steven looked at what’s he’d written on the form, and then pushed his chair back. It was definitely time to quit for
the night. He looked around his office and saw paper covering every square foot. Patient reports, session write-ups,
insurance forms, consent forms, medical waivers, dispensation forms....

No one reads it all.

Steven stood up and left. He left his pen uncapped in the middle of the paper. He left his coffee mug, still half
full, on his desk. He did not plan on returning that night, nor the next day. He did not plan on returning until
Monday, even though he would have to come in three hours early in order to finish this week’s paperwork
before a new crop appeared. On Monday, Steven would curse himself for doing that. When he left his office that
night, though, he wasn’t thinking about Monday. He was thinking about diamonds.

[ N B ]
“We're collecting diamonds on a beach. That’s all we’re doing.”
The bartender refilled Steven’s drink. Hedidn’t have to ask where Steven worked. He was used to employees

from Warren Whalen Asylum coming in here to get drunk. “Say
again?”

“Diamonds. Imagine you're on a deserted island and you keep
finding diamonds on the beach. They're worthless to you,
right?”

The bartender nodded absently and glanced around the place.
Slow night.

“You can’t eat ‘em. There’s no way to sell them because
you're deserted. On an island. So why pick them up?”

“In case you get rescued, I guess.”

Steven knocked back his drink and slammed down the
glass. “Right! Just in case. Just in case. Motherfucker.”
He motioned to the bartender for another shot, but
the bartender pretended not to see. “Just in case the
patient ever imnproves. Just in case the funding comes

through. Just in case the north wing ever gets fixed.
Meanwhile, we’ve got computer systems that are 10
years out of date. We've got new technology that

nobody’s been trained on using, because there’s
no budget for CE.”

“CE?”

L

“Continuing education.”

“Right.” The bartender again ignored
Steven’s motion toward the glass. This guy,
the bartender reasoned, had probably had enough,
but better to let him figure that out.
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“So what was I — diamonds. Right. But we're making all these reports, wasting whole forests of paper, collecting
diamonds on a beach. Just in case a boat shows up and picks us up, we’ll be rich. But is that likely? No.”

“So what should you do instead?”

Steven cocked his head. “On the island? Fuck, I don’t know.” He picked up his glass and shook it at the
bartender.

“Think you’ve had about enough, man.”

Monday morning, Steven arrived at the asylum at five in the morning. He had a nine o’clock meeting, but all his
paperwork had to be done first. He told himself he’d leave early, but some part of him knew that he’d likely be
stuck here until at least six that night.

He stood by the elevator and watched the floor numbers light up. The elevators here still used the old plastic-
paneled indicators, rather than LEDs. Steven got in the elevator in the parking garage level, and turned his
key. Without the key, the elevator would only go to the first floor, the main entrance. Steven’s office was on the
fourth floor. The elevator stopped at the first floor, people got on, nodded to Steven, and got off on the second
floor.

“Take the goddamn stairs,” he muttered as the doors closed. The elevator whirred to life...and then sputtered
and stopped. The lights went out, and Steven heard a loud, metallic thud from above him.

The elevator slipped a few inches. “Shit,” he whispered. He felt his heart start to race. He groped out
in front of him for the emergency button, but then the elevator lurched to life again. It stopped il l

ot

@

on the third floor, and Steven hurried out. He took the stairs up to his office and called
maintenance.

The guy from maintenance told him to fill out a request form and have it delivered
downstairs.

“I think we should cut down on paperwork,” said Steven. The
meeting was abnormally long that week. Everybody had a
lot of business to go over, the minutes from last week

were exhaustive and tedious, and the other people

there sat behind four-inch stacks of paper. ‘
“No, really.” He took a sip of tea and looked at Mr.
Tamber, the representative from the hospital’s
bureaucracy. “What could we do to cut back a little?”

“Amen,” said someone at the other end of the
table. It might have been Tracy, the SLP. Steven
hadn’t been looking.

Mr. Tamber pushed his glasses up the bridge of his nose.
“You've got a suggestion?”

That was my suggestion, jackass, Steven thought. “Well, how
about cutting out the forms for these meetings, for a start?
They just get filed without getting read, right?”
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Tamber shook his head. “Sue looks those over to make up the minutes for the meeting.” He glanced at Sue, who
nodded half-heartedly.

“OK, well, what about the session reports? Could we maybe merge them with the SOAPs and the insurance
write-ups, just so folks like Tracy and Dawn aren’t filling out three different forms with the same information®”
Tracy and Dawn perked up.

“But those forms all go different places,” said Tamber. “Different people need to see them.”

“Right,” said Steven, frustrated. “But they all say basically the same thing, so why not make one form, fill it out
once, and make three copies?”

Tamber narrowed his eyes and made a note. “I'll pass it along to the management.”
In other words, get fucked, thought Steven. “Thanks.”

“Thanks for what you did today,” said Tracy, leaning into Steven’s office. It was almost six-thirty. Steven was
considering ordering a pizza; the paperwork was taking him longer than he’d thought.

“You know nothing’s going to come of it.”

Tracy smiled. “I know. But it was a nice thought.” She glanced at the papers on Steven’s desk. “You actually
going to stay and finish that?”

“I have to. Most of this is from last week. If I let this go I'll be well and truly fucked by Thursday. I can’t touch
paperwork on Wednesdays, I've got patients back-to-back all day.”

Tracy came into the room and sat down in the spare chair. “I know the feeling. That’s what Tuesdays are like
for me.” She glanced at the top of Steven’s in box. “You’re not going to send this out, are you?” She held up the
form he’d started on Friday. It still said Does anybody really read these things?

Steven smirked. “Ah, screw it. I don’t think anybody ever does read them.” He stretched. “You working late
tonight? Want to split a pizza?”

Tracy stood up. “No, thanks. I've got one more SOAP to do and then I'm going home.” A crack of thunder sounded
in the distance. “Shit. I hope I rolled up my windows.”

Steven didn’t respond. He was reading his next form. The ones from the insurance companies were always the worst.

It was eight forty-five when Steven left that night. His wrist hurt so badly from writing reports that he could
barely sign out at the front desk. He took the stairs down to the garage. The air had the smell of 0ld oil and new
rain, and when Steven pulled his car out of the garage, there were deep puddles on the road. Must’'ve missed
the worst of it, he thought.

Steven passed four accidents on the way home. The worst of them had snarled traffic for five miles back up
the highway, and by the time Steven passed the site, there was nothing but broken glass and sand on the road.
The flares were burning out and the cops were just standing there looking shocked. Must’ve been bad, Steven
mused, and drove on, glad to be out of the gridlock.

He got home to find a form in the mail from the American Psychological Association. It was time to pay his dues
again. He tore the form in half and opened a fresh bottle of scotch.
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The next morning, he knew something was wrong even before stepping out of the staircase. The mood at Warren
Whalen was somber and silent. Dawn, tears running down her face, caught him as he poured himself a cup of coffee.
Tracy had died in a car accident last night. She’d skidded off the road into a, tree and been killed instantly.

Steven took his coffee to his office and locked the door. He sat down at his desk and stared at the photos
of his family, his cat, his ex-wife. It took him an hour to realize that the accident he’d driven past last
night was about the right time and place, and that the dark stains on the road were probably the last
he’d see of Tracy.

Steven spent the morning in his office with the door shut, trying to clean the place up. He hated his
response to death, because he wound up counseling people through death so often. He knew the probable
responses, and he knew that his cleaning instinct was just a way for him to feel active while exerting some
control over his environment. He hated that, because it made him feel that, because he understood it, it
was not a valid response to the death of a friend.

Tamber called a meeting for the next morning. Steven spent the afternoon seeing as many patients as
he could, since he had a feeling the meeting would go all day. That meant that his patients made little
progress, since they were out of their routine. Some of them were supposed to have therapy with Tracy
that day, as well, and Steven had to explain to them why they wouldn'’t see Tracy again.

One of them was a teenaged girl named Angie. Angie insisted that Tracy had ‘
been murdered. Angie was paranoid and probably schizophrenic, but

her parents didn’t believe in drugs and so hadn’t allowed her e

to get the proper treatment. She’d ended up here after

ramming a letter opener through her little
brother’s cheek and puncturing his sinus.

Now she was pacing around the

room, talking about Tracy.

“They killed her, they killed
her,” she said.

“Who do you think killed her?”

Steven was going through the
motions. It was like filling out a
form, just one morebit of paperwork.
Without drugs, Angie was never
going to improve to the point that this
kind of therapy would help her, but he
had to keep seeing her anyway. Just (
one more diamond from the beach.

“The people upstairs.”

“There aren’t any people upstairs,” said
Steven. “The fifth floor has been closed for a
year, now, and that’s the top floor.”

“Nuh-uh.” Steven hated that whine she used.
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“The sixth floor’s still there. I know they said they took it off, but it’s still there. It’s five plus one so if you push
the ‘five’ button and then the ‘one’ button, you'll get there.”

“Angie, there are only five floors here, and the fifth one is empty.” Angie started knocking her knuckles together,
and Steven decided to change the topic before she became incoherent. “OK, OK. Who do you think is up there?”
In the past, Angie had talked about ghosts and aliens. Steven was expecting something similarly strange.

“The offices,” she said. “The administration.”

Steven looked up from his notebook. “You mean the hospital administration? That’s in a separate building.”
Lucky fucks.

Angie shook her head so vigorously her glasses fell off. “No, no, no. The administration for us. And for you.”

“I’'m not sure I understand.”

Angie sat down and looked straight at Steven. Steven felt himself start to sweat, though at the time he didn’t
know why. “You’re inside our heads,” she said. “You, Tracy, Dawn and everybody who works here. You're inside
our heads.”

“You mean, like, you’re imagining us?”

“No, no, no. I mean, it’s like, you’ve come into our heads. You pushed your
way in, and now you're in here, and it’s like a maze. And the
only what you can get out is to go back the way you
came, and that’s like quitting here, or
come out the other side, and then
you’d be in here with us.”

“I am in

here with
y ou, ”
Steven

said before

he could

stop himself. Angie didn’t seem to
realize what he meant.

“No, I mean, you’d be like me. Like us.
Stuck here answering questions. And
those are the only ways to get out.” She

paused and pursed her lips. “I guess you
could die, too, like Tracy, but I don’t know
if that counts.”

“Angie_“
“That’s what all the forms are for.”
Steven put down his pen. “Excuse me?”

“The forms! You all fill them out, right? All
those notes and forms and things? You write
everything down®”
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“Yes, we have to. We have to keep track—*

“I know.” Angie’s voice grew quiet and conspiratorial. “You have to keep track, because it keeps your place in
the maze. When somebody quits or dies, someone else comes in to replace them. And they have to use the forms
to figure out where the old person was, or else they’d have to start all over.”

Steven looked down as his notes. “So, who’s upstairs again?”

“Itold you,” she said. “The administration. The people in charge.” She glanced up at the ceiling, and then looked
back down at Steven and mouthed they can hear us now.

On any other day, Steven would have found that funny.

The next day, Steven went to the meeting and listened to Tamber drone on about how tragic it was, but that
they had to keep seeing patients and don’t forget to do your reports. Also, did anyone have time to help sort
through Tracy’s forms so that, when they did hire a new SLP, she could get up to speed quickly? Find her place
in the maze, you mean? Steven thought, and almost said it out loud, but caught himself.

He left that meeting feeling angry. He was so angry that he forgot that he hadn’t turned in the maintenance
form and got on the elevator anyway. It ground to a halt again as it was descending, and Steven heard the thud
from above him. Instead of being frightened this time, though, he just sat down.

Diamondsonthebeach,hethought. Tracydies,andwe’restillcollectingthosefuckingdiamonds.
He wondered if Tracy had family. He thought he remembered her saying something about
brother in the Navy, but that might have been Dawn who said that. He had heard
talk around the office of a memorial service this weekend, but hadn’t heard any
firm plans.

Bet the “administration” up on the sixth floor would know, he thought
and let out a choked laugh. He stood up and walked to the panel,
and moved to press the red emergency button. He stopped,
smirked, and press “5.” Nothing happened..but did
something move, slightly, on top of the elevator?

Of course not, Steven thought, and just to
prove it, he pressed “1.”

The elevator sprang to life, and started
carrying him up. The floor indicator showed
3...then 4...then 5...and then a crude, hand-
drawn numeral 6 appeared, the light a slightly
redder shade than the others.

The doors opened. Steven stepped out. The ceiling
was very low, here; it brushed the top of his head as
he walked. “Hello?”

A door opened somewhere down the hall. “Who’s there?”
The voice was thin, high-pitched, but Steven couldn’t tell if
it was a man or a woman.
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“My name is Steven Young. I'm a clinical psychologist. I work downstairs.” Steven walked forward, past doors
that seemed too narrow. The light here was dim and reddish.

“Yes, we know you, Steven. But what are you doing up here?”
“Well,” Steven stopped. What was he doing? “I was in the elevator—“

“Oh, hell.” The voice sounded disgusted. “It’s not Wednesday already, is it?” A door opened and Steven heard
footsteps.

“Yes, it’s Wednesday. What'’s that’s got to do with anything?”
“Tracy died Monday night?”

Steven took a step back. “Who the hell are you?” He looked behind him. The indicator light above the elevator
door said that it was on the fourth floor.

“And you had your last session with Angie yesterday?”
“My last—“

A shadow filled the hallway. Something was walking toward him, something too tall for the corridor. “I'm sorry
about all this. It’s usually much smoother, but I just can’t seem to get caught up this week.”

“This will be your office,” said Tamber, pushing the door open. “Sorry about all the boxes. We’'ve been
trying to go through Dr. Young’s papers and figure out the status off all his patients, but with both him
and Tracy...you know, in the same week and all...”

“I can’t even imagine,” said the new psychologist. She looked around the room and sniffed. “Is it me, or
does it...sort of stink in here?”

Tamber walked into the room and looked around the desk. He held up a coffee mug. “Oh, my God. I'm sorry
about this. This is what’s doing it. Looks like this has been here since last week.” He opened the window.
“You should probably let it air out a bit in here.”

“No, that’s all right. I need to get started if I want to see any patients this week.”

Tamber left the office and the new psychologist closed the door. She sat down at the desk and pulled the
top paper from the box. It was a session report, but the words at the top of the page read Does anyone ever
really read these things?

Of course we do, she thought. She noticed that Dr. Young hadn’t signed it, so she added her signature to
the bottom, and then dropped it into a box labeled “Sixth floor.” The files in the box would probably just
wind up being stuck in storage after she was through with them, but they’d be kept for a period of years,
just in case. The word “diamonds” popped into her head, but she wasn’t sure why.

A knock at the door, and then a pretty blond woman stuck her head in. “Hi. I'm Dawn, the OT. You’'re Dr.
Manning, right?”

She stood up and went to shake Dawn’s hand. “Yep. Call me Angela.”
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“Angela. OK.” Dawn looked at the office and shook her head. “Wow.”
“What?”
“Oh, nothing. It’s just weird, still.”

“What? Oh, you mean the guy who used to work in here? Dr. Young®” Angela lowered her voice. “I heard they
found him in the elevator.”

“Yeah.” Dawn swallowed hard. She’d been the one who had found him. “He chewed his own wrists open.”
“Is he still here?”

Dawn nodded. “For now.
They’re transferring
him next week. Nobody
here can treat him. He
still knows everybody,
S0 it’s too weird for us
to try and work with
him.” She rolled her
eyes. “You wouldn’t
believe how many
forms we had to fill out
to convince them.”

“Them?”

“Oh, you know. The
higher-ups.” Dawn
backed up a bit. The
office still smelled
funny. “There’s
donuts in the
kitchen, by the way.
Good meeting you.”

“You, t00.” Angela
sat back down
at the desk. She
had a few more
forms to fill out for
the higher-ups,
herself.
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Introduction

Despite the name, this book isn’t solely intended to look at asylums in the
World of Darkness. In fact, the focus of this book is health institutions of all
sorts; it’s just easiest for the horrors of the setting to come home to roost among
the mad.

This book is about playing the dedicated men and women who work to save
lives and minds in the World of Darkness, who work to improve the quality of
life for their patients despite cold superiors, stifling bureaucracy and their own
problems. This book is also about playing those treated by the hospital staff
— men and women who have seen too much of the rot at the core of the World
of Darkness. Not all of it is supernatural; in fact, most of it is normal, human
madness. But in the bleakness of this setting, there is little patience or empathy
for those who simply find that they haven’t the psychological resources to deal
with the world around them.

World of Darkness: Asylum looks at both sides of the one-way mirror,
examining the health institution — whether hospital or asylum — and offering
useful tools for playing nearly anyone found within.

We know the images.
They are familiar in all Madness and the AS)’}W“

histories of pSYChiatl'Y, This book can serve a variety of uses for the player or Storyteller of a World of
where their function is Darkness chronicle. Of course, it can serve as a useful sideline resource, providing
« the tools for an enterprising Storyteller to add his own asylum to his setting, a
to illustrate that happy place where madness and fear are supposedly set away from society, but in truth
age when madness was are gathered to breed and intermix. This book can also serve the player whose
fin any feco gniz ed and character takes an interest in someone who works in such an establishment — or
. someone who is locked within it. The player may also decide his character is
treated aCCOI'dlng to one such individual, whether he is a vampire chosen from the inmate popula-
a truth to which we tion or a psychologist who Awakened to the howling Pandemonium at the top
had 1 ined of the Mastigos Watchtower.
ad too ong remaine More than that, however, this book can also serve as the core for a
blind. chronicle. The game itself might be based out of the asylum proper, with
players taking the roles of inmates trying to survive their time within it, or
— Michel Foucault, that of the staff working to do good despite the brutality and insanity within.
Madness and The asylum may be the established hunting grounds of a coterie of vampires
in a Vampire: The Requiem game, or the site of a powerful — if dangerous
Civilization | — locus defended by a pack of Uratha in a Werewolf: The Forsaken game.
Likewise, it may be the site of a potent Hallow for a cabal of mages in a
Mage: The Awakening game, the retreat from society that a throng of the
Created retreat to occasionally in a Promethean: The Created game or a
known point where the Others have punctured the Hedge into the world
of men in a Changeling: The Lost game.

Theme

In the heyday of the cold war, the Soviet Union established psikhuska, or
psychiatric hospitals. They were the destination for all manner of social un-
desirables — nominally those who were insane but also criminals, those who
maintained philosophies that the government disapproved of and political dis-
sidents. Thus, our theme for World of Darkness: Asylum might best be summed
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up as “psikhuska,” the concept wherein a variety of paths
may lead to the same frightening place. It also conjures
images of the asylum as gulag, a place for outcasts that is
utterly separated from the real world to such an extent that
even those who work there and are technically free find
themselves sharing that exile.

Mood

“Isolation and internal vastness” exemplify the mood
of World of Darkness: Asylum. The world within the
institution — whether hospital or asylum — is massive
and vast, utterly impersonal and strange. In such a situ-
ation, the best-case scenario seems to be isolation and
separation from everyone else within it, because it seems
that the only time anyone gets up close and personal is
when they’re looking to exercise some kind of deprav-
ity that they want hidden. In such a place, the less you
know about people, the better. Ignorance truly is bliss,
and anonymity is a blessing.

How to Use This Boak

This Introduction provides a variety of inspirations for
the sorts of stories this book will help you tell, as well as
providing a handful of useful bits of terminology.

Chapter One explores the history of asylums, institu-
tionalization and concepts of madness, as well as looking at
the uncomfortable parts of every era of the asylum — from
the filth and neglect of early years to the sterile dehumaniza-
tion and mandatory drugging of modern facilities.

Chapter Two looks at rules for playing medical char-
acters, an examination of medical procedures in the World
of Darkness chronicle (including an in-depth look at the
Medicine Skill), plus a handful of new derangements and
Merits.

Chapter Three introduces Bishopsgate Hospice and
Asylum, a grand old institution with a history of horrible
violations and tragedies. Bishopsgate is designed to be
placed in just about any World of Darkness chronicle with
a minimum of work.

The case studies of Chapter Four present 10 different
patients at an institution. Each is a mystery in his or her
own way, and each is presented with at least two different
explanations for the mysteries, allowing Storytellers to
choose which applies to the patient — or to use them as
inspiration for their own explanations.

Chapter Five is a gallery of useful archetypes for char-
acters that might be found in hospital or asylum — patients
and staff alike.

Finally, the Appendix takes a look at madness in the
World of Darkness as it is associated with the myriad crea-
tures of the night. What effect do vampires have on their
prey, and what happens to those mortals exposed to the
predatory glory of werewolves at hunt? How does the twist-
ing of reality that mages work around them affect the sanity
of those who have the misfortune of being nearby? What

are the long-term effects of Disquiet from Prometheans, or
of the manipulation of mortal dreams by changelings?

Inspirations
The following books, movies and other pieces of media
served the creators of this book well, providing ample in-

spiration for the creation of a world of institutionalization
and madness, of medicine and simple human misery.

Books

One Flew Ower the Cuckoo’s Nest, by Ken Kesey. Though
the movie by the same name starring Jack Nicholson is
great, the novel is absolutely essential for its insight. This
book is thought to be a product of the author’s own time
working in an asylum, where he not only spoke in-depth
with patients but actually received electroconvulsive
therapy and took the psychoactive drugs they did in order
to better understand their lives. This book is an amazing
look at what it was like to live in an asylum, with its own
medical petty dictators, twisted inter-relationships and
sometimes questionable reality.

Red Dragon, The Silence of the Lambs, Hannibal, Han-
nibal Rising, by Thomas Harris. Though these stories look at
strange manifestations of madness in individuals through-
out the series, the asylums as presented in these books are
functionally prisons that also happen to offer something
in the way of treatment. Ultimately, the level of security
in such places makes for difficult roleplaying; World of
Darkness: Asylum is about institutions that seek to heal
but are functionally prisons in their own way.

Taint of Madness, Arkham Sanitarium, for the Call of
Cthulhu line, by Chaosium. Classic examinations of the
milieu — of horror paired with madness. The setting of this
material is more appropriate to the kinds of Gothic asylums
emphasized by writers around the turn of the century,
though: tremendous neglect, torture disguised as treatment
and the likelihood of the keepers being just as mad as the
kept. Tremendous inspiration for injecting bits of sanity-
rending horror into institutional settings, however.

Movies

Bram Stoker’s Dracula, Amadeus, Fight Club, Hellboy.
These are no-brainers, really, with interesting looks at
creepy psychiatric environments. You've probably seen
them. If not, now’s a good excuse.

12 Monkeys. Frankly, Brad Pitt’s performance as a mental
patient, combined with the presentation of the institution he
was in, is reason enough to see this movie. Gritty and vile, the
result of too much bureaucracy without sufficient means to
make the red tape do what it is intended to. Just as filthy and
depraved as any Victorian asylum, with completely different
reasons why that’s so.

Alien 3. Fury 161, with its deco fixtures and grimy tile,
is grand institutional chic at its best. Though presented in
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an inmates-running-the-prison sort of way, the isolation and
sense of people living and working every day in a space so
big they only know parts of it is perfect for that unknown
that is the core of institution-based horror.

Bubba Ho-Tep. This movie is set in a rest home rather
than an asylum, but the institutional regimens overlap a
lot. The story, in which two old men who claim to be Elvis
and JFK confront a threat to the lives and souls of their
fellow patients, is funny as hell, but it also gives them a
remarkable dignity. It’s also worth watching for a demon-
stration of how to do satisfying storytelling while leaving
a bunch of questions unresolved — it doesn’t feel like a
cheat, done right.

The Jacket. Don’t mistake our inclusion of this movie
as a suggestion that it is anything but a forced-march to a
gulag of theatrical misery. However, this film does have a
single redeeming feature: the visuals. The sets and imagery
used in this film are stunning and incredibly inspirational.
It’s just the rest of the film that is like water torture.

Session 9. This must-see movie was filmed at the
real-life Danvers State Sanitorium, which is an archetype
for asylums gone strange and bad. The story of something
quietly haunting a hazmat crew trying to clean the place
up has a brilliant series of unfolding revelations.

Spider. This is a fairly recent but extremely little-
known David Cronenberg movie. Ralph Fiennes is in
the title role, a man suffering from a well-developed
madness and struggling as hard as he can to recover
the shattered memories that he hopes would make
sense of his life. Absolutely perfect for its portrayal of
that struggle, in which there’s no reason to trust the
evidence that he is successful, and plenty of reason to
just assume it’s all another turn further down the spiral.
It is quiet (with a fantastic score by Howard Shore back
in his usual chamber orchestral mode for Cronenberg),
intense, and vivid as anything. The DVD is also very
much worth listening to the director’s commentary,
particularly for his discussion of deciding never to say
“schizophrenia” in the movie or bind the character’s
experience too closely to any one clinical model, but
instead to focus on “madness” and the intensely personal
nature of the misery.

Stay. Thrilling psychiatry. In its way, this movie is
a great example of how an audience can be fucked with
even when it knows it’s being fucked with. The movie is
clearly out of sync with reality, and we know that we’re
being toyed with, but that doesn’t mean that we’re not
still in suspense.

Viideo Games

Second Sight. This often-overlooked title centers on
a protagonist with psychic powers who escapes from a
mental hospital and then starts playing through flash-
back scenarios featuring asylums, spectral children and
all kinds of other freakish elements. Unfortunately, the
very worst levels are early on, but play through them

and you’ll be rewarded. The atmosphere of the asylums
is great, and offer up two very different takes on how
modern asylums can be scary.

Thief: Deadly Shadows. Another overlooked game, this
one features a setting that is tremendously creepy. It’s called
the Cradle, and it’s a run-down orphanage-turned-asylum
that caught fire back in the day and burned, killing orphans
and patients. It’s a triumph of level design. Super, super
creepy and worth playing the whole (otherwise uneven,
but still good) rest of the game for.

Jabgon — Talking the Talk

Just as any specialized field, medicine has its own
language. Players taking the roles of medical characters
might enjoy the verisimilitude of using some of this lingo
in the chronicle, and this section is meant to facilitate
that. Please note, though, that different professionals
use different levels of specialized nomenclature, and
one term might have different meanings for different
people.

Also, the medical community loves abbreviations
and acronyms. (There is a difference, by the way; an
abbreviation that is pronounced as a whole word, such
as the “CAT” in “CAT scan,” is an acronym, while one
in which the letters pronounced individually, such as
“TBI” is an abbreviation.) Part of the reason for this is
to save time, and part of it is to avoid alarming patients
unnecessarily. Using abbreviations and acronyms does
make talking to doctors and other health care providers
a little dizzying, though.

Many other medical terms are Latin or derived from
Latin, and knowing a few of the roots of the words can be
helpful. “Peri-,” for instance, means “surrounding,” and so
the “perisylvian zone” of the brain is the area surrounding
the Sylvian fissure. Knowing the roots of words can enable
even a layperson to puzzle out what a long, cumbersome
term means (and even “reverse engineer” such terms, if
so desired) without looking it up. For instance, “hypo-”
means “under” and “glosso-” means “tongue.” Knowing
this, a reference to the “hypoglossal nerve” makes a bit
more sense; it’s the nerve that controls the muscles un-
der the tongue (of course, that nerve is more likely to be
referred to as “CN12,” rather than by name).

Below are three glossaries. The first contains com-
mon terms and how they are actually used within the
medical community. The second contains abbreviations
and acronyms, and the third contains roots of words
that can be used to break down and comprehend longer
terms. We don’t provide anything like a “complete”
list of medical terms here, because such lists fill entire
textbooks. If you wish to know more, however, check
online for a medical terminology site. Anatomical terms
are not included on the first list, partly because there
are so many of them, but mostly because they are among
the easier terms to look up and understand.
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Common Medica]l Terms

anesthesiology: study of how to bring about loss of sensation and consciousness
anomaly: any irregularity

anterior: located in the front of the body or a structure, For instance, the nose ig anterior to
the spine.

antibiotic: DPertaining to anything that works against germ or bacterial life
anticoagulant: a, drug that prevents blood from clotting; a “blood thinner”
atrophy: decrease in the size of an organ; muscles can atrophy due to disuse

autopsy: examination of g, dead body to discover the true cause and circumstances of death;
sometimes called a “postmortem éxamination” or just a, “post” for short

biopsy: a test in which living tissue is removed from a patient and examined under g, microscope;
often used to test for cancer

carcinoma: a cancerous tumor
cardiology: study of the heart

cerebral: pertaining to the head

chronic: lasting over long period of time

debridement: removal of diseased or dead tissue from the skin; often performed on bedsores
and other wounds caused by long periods of bed rest

dermatology: study of the skin
diagnosis: the complete knowledge gained after examination and testing of a patient,

diuretic: drug that causes the kidneys to allow more fluid to leave the body (causing frequent
urination); used to treat high blood pressure

endocrinology: study of the organs that produce hormones, which enter the blood and travel
to organs or glands and increase or decrease their ability to function

excision: to cut out or remove
gastroenterology: study of the stomach and intestines
hematology: study of blood and blood disorders

hemorrhage: bursting forth of blood

incision: cutting into the body or an organ

infaretion: area of dead tissue caused by decreased blood flow

inferior: located toward the bottom (feet) of the body or a structure; the knees are inferior to
the hips

lesion: any damage to any part of the body

necrosis: death of cells; dead tissue is sometimes called “necrotized”

neurology: study of the nervous system and nerve disorders

obstetrics: branch of medicine dealing with bregnancy, labor and delivery of babies
oncology: study of tumors

ophthalmology: study of the eye and its disorders

otolaryngology: study of the ear, nose and throat and disorders thereof
pathology: study of disease

pediatrics: branch of medicine devoted to treatment of diseases in children; can be applied
to almost any other branch of medicine (pediatric oncology, for instance, concerns tumors in
children)
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Abbreviations and Acronyms
ADL: Activities of Daily Living IV: Intravenous (injected or inserted directly
CBC: Complete Blood Count into a‘vein)
CCU: Coronary Care Unit MI: Myocardial Infarction (heart attack)
Chemo: Chemotherapy MRI: Magnetic Resonance Imaging
CHF: Congestive Heart Failure NED: No Evidence of Disease
CNS: Central Nervous System OT: Occupational Therapy (sometimes Oce.
CPR: Cardiopulmonary Resuscitation Th.)
CSF: Cerebrospinal Fluid OR: Operating Room
CAT Scan: Computerized Axial Tomography PE: Physical Examination
CVA: Cerebrovascular Accident (a stroke) Post-op: After an operation
D/c: Discharge or discontinue PRN: pro re nata (as needed; in health care,
DOB: Date of Birth this term refers to a professional who works on a,
DT: Delirium Tremens (mental disturbance temporary basis, often when the regular employee
caused by alcohol withdrawal) is out for some reason)
ECG: Electrocardiogram PT: Physical Therapy
ECT: Electroconvulsive Therapy (see p. 45) pt: patient
EEG: Electroencephalogram PTA: Prior to Admission
EKG: Electrocardiogram ROM: Range of Motion
ENT: Ear, nose, and throat; this abbreviation is ROS: Review of Symptoms
used to describe an otolaryngologist. RR: Recovery Room
ER: Emergency Room SLP: Speech and Language Pathology (speech
FUO: Fever of Unknown Origin therapy)
GI: Gastrointestinal SOAP: a charting term: subjective data, (symp-
HIPAA: Health Insurance Portability and Ac- = toms perceived by patient), objective data (exam
countability Act; see p. 39 findings), assessment (evaluation of the patient’s
ICU: Intensive Care Unit condition) and plan (goals for treatment)
IM: Intramuscular (injected directly into WNL: Within Normal Limits
muscle)
L e
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&-, an-: no, not,

ab-: away from

-ac, -al, -an, -ar, -ary, -eal
DPertaining to

ad-: toward

-algia: pain

-ation: process, condition

cardi-: heart

cephal-: head

-cision: process of cutting

con-: together, with

coron-: heart

crani-: skull

dermat-: skin

dys-: bad, pain, difficult

€c-, ecto-: outside

-ectomy: removal

én-: within, inner

encephal-: brain

€pi-: upon

gastr-: stomach

-8ram: record

hemat-: blood

hepat-: liver

-ia: condition

Inter-: between

intra-: within

mal-: bad

Roots of Words

, -ie, -ine, -0us, -tie:

myo-: muscle

neo-: new

Neuro-: nerve

ocul-: eye

-oma;: tumor, swelling

one-: tumor

-Opsy: process of viewing

-0sis: abnormal condition

oste-: bone

bara-: near, along the side of

path-: disease

-pathy: disease condition

peri-: surrounding

-philia: attraction to

-phren: mind (can also refer to th
muscle)

-Plegia: paralysis

Post-: after, behind

DPre-: before

Dbro-: before, forward

psych-: mind

septic: infection

-sis: condition

-8omatic: pertaining to the body

sub-: under

8ym-, syn-: together, with

vascul-: blood vessel

e diaphragm
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Chapter One:
Total Bedlam

The word “asylum” comes from ancient Greek, and means a place of
shelter and sanctuary that cannot be violated. In medieval and later times,
the word referred to any place providing for those in need, including what
we now call orphanages, hospitals and even theological seminaries (as
places of retreat from worldly concern to free the mind and soul for holier
concerns). The idea that such different places were actually different kinds
of places, which should be run differently and treated differently in law
and practice, emerged gradually over several centuries. As names such as
“orphanage” and “hospital” took on distinct meanings of their own, “asylum”
was applied specifically to institutions intended to keep the mentally ill safe
from the rest of society (and vice versa) in the 1700s. The older, broader
usage lingered on into the early 1900s, but the newer emphasis was already
the common practice by the mid-1800s.

Ideally, the asylum is a monument to human understanding, where
experts approach the mind’s troubles not as the result of supernatural evil
or corrupted souls but as material, subject to scientific study and treat-
ment. The practical reality is usually something less than that ideal, and
the complicated tangle of good intentions, malice, simple ignorance and
genuine mystery is fodder for drama.

s
%gdbm’ Hagu.te Before Science: Spilit and Magic

es, slums and

In every society that ever was, there have been some people who

(3 ds and insane seemed to think differently from most of their neighbors. These few
ﬁm . but these are remember events differently (and may not remember the things others
3 L& do, or remember events that nobody else does), see visions of people
i‘v’ ,sﬁgptoms of our and things others don’t, experience the world in ways that strike oth-
llness and the results ers as mysterious. The most common explanations have included the
Bt G . . following:
>f our failures in love.

e Uncaring or hostile powers: The changes are inflicted on the
3 innocent victims of invisible forces beyond human control. Whether
—Madeleine LEngle9 their affliction comes from gods, spirits who simply want to use hu-
'rht Irrational Season mans as tools for their own purposes, ghosts or some other inhabitant
E of the unseen world, there’s no particular blame to the victims most
’\(-\r-aj of the time, even when they have to be isolated or confined to protect
themselves or others.

e Spiritual favor and testing: The changes are a mark of divine
attention, for good or ill, with a moral dimension that’s lacking in the
first kind of explanation. An angel, god or other power is using the
person for his, her or its own ends. The victim may now be a prophet
filled with visions of secret truths about the past, present and future,
or being subjected to mysterious challenges as the god tests a candidate
for future favors . . . maybe with a chance at surviving if the tests prove
too much, and maybe not.

® Punishment: The changes are retribution for wrongdoing. In
some cases, the victim suffers for individual sins and crimes against the
moral order, in others for the wrongs of a whole community.

BEFORE SCIENCE SPIRIT AND MAGIC
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If It All Comes True

In the World of Darkness, some or all of the
non-scientific interpretations of mental illness
may well be true. See the Appendix for advice
and rules about this.

Outside Science: Corfinemernt

Throughout history, one of the most common responses
to what we classify as mental illness has been to lock up those
acting strangely. Custodians with a sense of charity might have
tried to keep their captives clean, comfortable and tended to,
while others would have treated the inmates more as prisoners
or even exhibitions. There was no serious, systematic effort to
provide relief from whatever the inmates’ problems might be,
only to keep them away from the rest of the world until such
time as the strangeness apparently stopped. Many such places
of confinement have had religious foundations, as monks, nuns
and other dedicated believers try to provide some aid to those
in obvious but confusing need of help.

BedJam. the Place and the Attitude

The word “bedlam” has referred for centuries to lunatic
disorder. [t comes from a particular place: Bethlehem Royal

Hospital, in London. Bethlehem’s history includes most of
the major developments (for good and bad) in the handling
of mental illness, and what Bethlehem’s staff do has often
been taken as inspiration and authority for asylums all over
the world.

Originally, Bethlehem was a priory for an order of
monks and nuns, the Order of the Star of Bethlehem.
Early in the 1300s, they started taking in patients and
providing them with medical care, and late in the century
they added victims of mental illness. Whatever good
intentions the sisters and brethren may have had, their
inmates didn’t fare well. Accounts from the next several
centuries describe the hospital as full of insane people’s
shrieks, cries and groans. A lucky few were allowed to
leave. Violent cases could be shackled to the walls or
floor and kept confined to a single room for years on
end. In-between these extremes, most patients had the
run of much of the hospital, but without any prospect
of relief.

In 1557, the City of London took over the hospital,
replacing the monks and nuns with secular overseers. The
City authorities assigned responsibility for Bethlehem to
Bridewell Place, a nearby facility combining a prison for
debtors, a hospital for the poor and workrooms for those
assigned to hard labor to pay off their debts. Contem-
porary notions of pity for those in extreme need were
in scarce supply, and Bridewell’s principal concern was
usually to get the most profit out of inmates’ labor while
keeping expenses as low as possible. A keeper assigned to
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oversee Bethlehem received fees for inmates’ expenses,
paid by their families, the parish church of their home
district or others willing to bear the cost, and many
keepers pocketed a lot of that money directly. Periodic
inspections would reveal latrines and cells not cleaned
for years on end, but there was seldom any punishment
for the keeper or his employees.

Bethlehem moved to new facilities outside the City
of London in 1675, and early in the new century, the
hospital became a tourist attraction. Once each month,
visitors could pay a penny admission fee and watch the
inmates in their cells and common areas. The visitors
could even bring sticks with which to poke and strike the
inmates. Right alongside the growth of this circus-like
atmosphere, some elements of the modern medical ap-
proach came into use, with the inmates called “patients”
and separate wards for those deemed curable or incurable,
in the first part of the 1700s. The treatment was still a
haphazard mix of what we’d now consider something like
medical with religious and outright speculative guess-
work, often with an emphasis on the idea that insanity
was the natural punishment for bad morals.

The hospital moved in 1815, and again (to its
modern location) in 1930. Gradually, the ethos of pro-
fessional responsibility for patients’ well-being as well
as confinement took hold. The tour days stopped. More
systematic diagnosis and treatment crept in, a piece at
a time, as doctors and researchers identified recurring
patterns of behavior and medical condition. The hospital
began treating phenomena such as drug abuse that could
alter behavior as well as neurological and other condi-
tions without any direct outside cause.

Within Science:
Logic. Melcy. Justice

The high-water mark of belief in hostile sorcery as the
cause of mental disturbance was actually the Renaissance.
The most complicated systems for casting harmful spells and
for detecting and repelling them date from the 15th and
16th centuries, along with the most complicated systems
for alchemy and astrology. They flourished right alongside
the beginnings of modern experimental science, and in fact
many of the scholars of the age studied both kinds of craft
without feeling anything contradictory about this.

The emergence of a science of mental health and sick-
ness hinged on several independent processes converging at
the right time. One of the most important was the invention
and use of better tools: people simply could see more, and
analyze it in more ways. Another was the often petty desire
to have ideas with which to beat down predecessors and
rivals, the classic human impulse not to be like them, who-
ever they might be for a particular person or group eager to
make their own mark on the world. Since earlier ideas had
emphasized outside forces and unseen influences, the focus

Session Report:S.B.

Subjective: S.B. Teports no change tods;
but her behayviopr Suggests otherwige 4
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on material and internal factors was in part a straightforward
challenge. The last factor in preparing the way for clinical
psychology and psychiatry was the existence of asylums.

Humane Refolm and 'the Modeln Asylum

As the history of Bethlehem indicates, modern ideas
of humane treatment arrived only recently. The Enlight-
enment emphasis on the supremacy of reason could and
did lead to rationalization of many sorts of cruelty, from
the pseudo-medical argument that only diseases polluting
the blood could make slaves want to run away to torture
of animals (and people) who were after all just biological
machines, displaying such symptoms as pain but not really
feeling it. In the late 1700s, reformers confronted this de-
tached attitude on many fronts, including the handling of
the sick. The moral treatment movement emphasized just
what its name suggests, handling patients with compassion
and dignity as much as possible.

Some religious care providers had always sought to
show mercy to those they tended, and secular arguments
based in the idea of universal human rights first appeared
in the 1600s. But they didn’t gain much attention among
those actually running asylums. The reformers of the late
1700s and the following century were more influential in
part because they were themselves doctors, nurses, asylum
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managers and others within the system. American physician
(and signer of the Declaration of Independence) Benjamin
Rush at Pennsylvania Hospital, English asylum proprietor
William Tuke at the York Retreat, French doctor Philippe
Pinel at the asylums La Bicétre and La Salpetriere (for
women) and others across Europe developed overlapping
ideas about how improved treatment of patients might help
their recovery. At first they worked independently, but in
the 1790s and on into the new century, many exchanged
personal letters, essays and pamphlets, and finally full books
and journals on their shared interests.

Some of the ideas were very simple, such as reduc-
ing the use of shackles and making sure patients could
either clean themselves or receive regular cleaning from
attendants. Many of these changes did in fact contribute
directly to improvement, removing sources of disease (and
the ensuing discouragement of being dirty without any way
to change it), allowing for regular exercise to build strength,
giving patients the many benefits of direct sunlight and so
on. Others were more complicated and indirect. Patients
treated courteously wouldn’t necessarily get better, but they
would at least be spared continuing blows to their confi-
dence. The ability to perform useful work and responsibility
for the work’s completion was, for some patients, the first
time in their adult lives that they actually got to function
as adults, and some thrived in response.

At the beginning of the 1800s, architects were for the
first time systematically designing asylums with humane
treatment in mind. Rush, Pinel and others played an ac-
tive part in this, consulting on the design and operation
of new asylums, aiming to make it easy to treat patients
well and harder to abuse them. These reformers recognized
that anything could be an instrument of vile abuse in the
hands of those who determined to use it that way, but good
facilities could support good intentions in both patients and
care providers. As the moral reform movement matured,
ideas about the improvement of prisons, schools and other
institutions interacted with those about asylums. One of the
crucial advances of the movement was to pay more atten-
tion to whether an institution’s inmates were actually in the
right place, rather than tossed into the closest convenient
space that could be used as a cell.

Psychiigtiry and Psychology

Some of the moral reformers saw themselves as scien-
tists tending to the well-being of the whole patient. Others
saw themselves as simply trying to be decent and leaving
the science to others. The work of both sorts prepared
the conditions in which real sciences of the mind could
emerge.

Psychiatry came first, in the early 1800s, as a discipline
extending the study of human anatomy and medicine to the
biological foundations of thought and behavior. Psychiatry’s
inventors and promoters included many people working
with and in asylums; Benjamin Rush, for instance, was the
first American doctor to seriously study the techniques

pioneered by German doctors such as Johann Christien
Riel. By mid-century, there were national psychiatric as-
sociations in a dozen countries and general recognition of
psychiatric doctor and psychiatric nurse as specializations
like many others.

Psychology followed in the early 1900s, focusing on
the systematic study of mental phenomena without detailed
concern for all the medical layers underneath the whole
person’s behavior. The first psychologists were far removed
from asylums and the treatment of the mentally ill, but some
of their students took an interest in applying psychological
insights to the clinical environment. American psychologist
Lightner Witmer was the first to operate a psychological
clinic, at the University of Pennsylvania, and founded a
journal for clinical psychology in the 1890s. The field grew
slowly until World War I, when governments needed to as-
sess the mental state of many thousands and then millions
of recruited and drafted soldiers, and then to treat many
of them for shell shock and other combat-based mental
injury and illness.

Mental hospitals and mental wards within multi-
disciplinary hospitals hosted the first combined efforts at
treating problems afflicting both mind and body. Very often,
research and care took place side by side, and a great deal
of psychiatric and psychological lore began with planned
or spontaneous analysis of various conditions’ causes and
remedies. By the 1970s, clinical psychology its applica-
tion in these practical circumstances had gone from an
unpopular fringe movement to the dominant strain of
psychological training.

Scientific Subjugatio

Human history includes very few pure success stories of
moving from brutal ignorant abuse to wise, kind, informed
behavior. The moral reformers encountered skepticism and
outright hostility along with favorable reception, and many
asylums remained barbaric hellholes even as others evolved
into something more humane (and productive). The rise
of the mental sciences could be used both to rationalize
whatever superstitions one might wish to dress up as sci-
ence and to develop new tools with which to break down
individuals’ self-control and sanity to serve the needs of
tyrants. Incompetent bunglers can excuse their failures with
scientific-sounding rationalizations, hiding their mistakes
from all but the most informed observers. But beyond indi-
vidual failings, there’s collective action: terror and cruelty
as matters of consciously chosen policy.

Aleksandr Solzhenitsyn gave the name “gulag archi-
pelago” to the Soviet Union’s far-flung chain of mental
hospitals where “health” was defined as conformity to the
state’s decrees of the moment and “illness” included all
acts of dissent and independent thinking. He documented
the routine use of drugs, torture and other abuse against
anyone who refused to follow orders. The gulag system
included more than mental hospitals, from the courts and
police systems arranged to allow for the convenient arrest
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Abuse and Cover

In the mid-1890s, Sigmund Freud was studying
a mostly female clientele of private psychiatric
patients and some patients in mental hospitals
throughout the Vienna area. He came to the
conclusion that the hysteria and manias afflict-
ing so many of them were the result of sexual
abuse in childhood, which the patients had tried
to forget. The suppressed truth kept pushing
toward the surface again, however, and created
mental and emotional disturbances along the
way. Just a few years later, however, he decided
that what he'd taken as accounts of real abuse
were fantasies, and reinterpreted those (now
deemed fake) experiences as part of his overall
Oedipal model of sexual confusion and conflict
within family relations. Psychiatrists and others
have argued about it ever since: did he correctly
revise his model in light of fresh evidence and
reasoning, or did he lose his nerve and sur-
render so as to avoid opening the upper classes
(from whom he drew his private patients) to
general scandal and risk of real change?

In reality, widespread conspiracies of abuse, tor-
ture-minded cults and the like seem mostly not
to exist. In the World of Darkness, that may not
be true. How many patients are in asylums not
because they’re crazy but because they remem-
ber the wrong thing? Or, more deviously, how
many are locked up and have been given these
scandalous false memories to hide whatever
really happened to them?

R =

and guaranteed conviction of chosen targets to the remote
communities in wild hinterlands where prisoners could be
exiled without hope of escape to endure unknown years of
waiting for pardon, release or execution. But the mental
hospitals were crucial to the system’s operation, since it was
here that patients could be broken of their will to resist.
The gulags were created in one of Lenin’s executive
orders less than a year after the revolution that brought
him to supreme power, and that’s not unusual. The Nazis
in Germany, the Maoist movement in China, the fascist
government in Spain during and after its civil war, the
list goes on and on: a collection of facilities in which
the new rulers can put their victims while claiming to be
concerned with their mental health is a high priority for
many tyrants. Under Lenin, Stalin and their successors, the
gulags were kept almost entirely hidden and downplayed
— Solzhenitsyn’s work was powerfully influential precisely
because it connected hitherto scattered and secret data into

a coherent overall picture. That hasn’t always been the
case, however; some regimes show off their facilities with
their gleaming tile and chrome construction, scrupulous
cleanliness and broken “model patients” to express their
gratitude to Father (or Mother) State.

Civil Rights and Complications

In the 1960s and *70s, scholars as diverse as left-wing
French philosopher Michel Foucault and right-wing Ameri-
can psychiatrist Thomas Szasz challenged the very idea of
mental illness, with similar critiques. They charged that
mental illness is the label defenders of social norms put on
any behavior that’s inconvenient to the keepers of power, a
measure of social disapproval rather than of genuine medi-
cal need. Not all critics went so far as to dismiss the entire
idea, but it was obvious to most observers that the criticism
was true at least some of the time. There wasn’t anything
like real medical evidence of anything wrong with many
people in mental hospitals, and it was no longer widely ac-
cepted that people ought to be locked up simply for having
a sexual orientation other than heterosexuality, an unusual
religious outlook or other ideas that might lead them to act
unlike their neighbors.

This reconsideration of mental illness evolved in paral-
lel with the civil rights movement for ethnic minorities, a
freshly invigorated feminist movement seeking to formalize
equality of the sexes in both law and practice, a gay rights
movement operating in public as never before and compa-
rable efforts for other groups who'd been on the losing end
of their dealings with social authorities. This rethinking also
owed a great deal to advances in medication, which prom-
ised to allow the mentally ill to live without the elaborate
constraints of asylum life, keeping their symptoms under
control even while cures might be a long ways off.

Mental hospitals and the governments overseeing
them faced legal challenges both to specific practices and to
their fundamental justification. Sometimes the defendants
fought back vigorously, but that wasn’t always true. The
increasingly influential neo-conservative political move-
ment was quite happy to slash mental hospitals’ funding and
turn inmates out on the street, without making any serious
plan for the sort of out-patient supervision the advocates of
de-institutionalization had planned to keep former inmates
under reliable care. There’s continuing argument about
the details, but some large fraction of the urban homeless
and “street people” of recent decades, even a plurality in
some cities, are those who used to be candidates for mental
hospital confinement.

It turned out that, exactly as some critics of de-institu-
tionalization had predicted, many of the released inmates
didn’t stick to their medicines. The idea of simple miracle
cures in convenient pill form is a popular one, reinforced
by drug manufacturers and accepted eagerly by a public who
genuinely do want to believe that such cures exist so that
it won’t continue to be a struggle to deal with those who
have complicated and traumatic illnesses. Alas, in practice
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many medications for mental illness produce drastic side
effects, sometimes as intense as the original illness itself;
depression, short- and long-term amnesia, seizures, insomnia
or excessive fatigue, difficulties in eating or getting nout-
ishment from food and many other severe difficulties can
afflict those being medicated. These are often so horrible
that patients end up deciding the first set of symptoms wasn’t
so bad. At the other extreme, some medications actually
do allow takers to think more clearly, feel more energy and
function in society. With these medications, the risk is that
the takers will get to feeling so good they decide that the
medication isn’t needed any more, they stop taking it and
the original symptoms return in full force.

For both extremes, champions of de-institutional-
ization had intended that patients would receive regular
appointments with doctors and degrees of supervision
short of full-time residence in a care facility but much
more than outright neglect. It proved much easier to
get just the first step, release, than to get any of the
others. In the last couple of decades, much of the work
that used to take place in mental hospitals has been
performed — with varying attention to quality — in
prisons, it being easier to get funding for prisons and
laws that criminalize some kinds of deviant behavior
than for a network of facilities able to deal with mental
health in primarily medical terms. Mental health pro-
viders do what they can, but the fundamentals of prison
life make it hard to get mental illnesses diagnosed, let
alone treated.

It Is Written

The first edition of the American Psychiatric
Association’s Diagnostic and Statistical Manual
was published in 1952. 1t was 100 pages long.
The current revision to the last edition, issued
in 2000, is 943 pages long. Many mentally ill
people become obsessed with discovering hid-
den patterns as clues to what realities others
are trying to hide. Granting that even the most
paranoid would likely admit there really is more
information to write up and finer gradations to
be drawn from it about psychiatric conditions,
still, in the World of Darkness, what might lurk
within and between editions? Are the secret au-
thorities within the APA sending a coded mes-
sage piece by piece to informed audiences! If so,
what are they saying, and to whom? Or might

it all be a plot to distract the attention of those
who'd otherwise realize some other truth?

R
When It Goes Bad

Buried deep inside every institution is a simple fact:
nobody in the institution now is fully in charge. People do
things because they’ve done things that way in the past, and
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because of subconscious drives they’ve never recognized,
and because of conscious obsessions that lead them to dis-
regard current results as just accidents on the way to a better
future, and because they’re afraid that changes in practice
might make them irrelevant, and for a great many other
reasons besides feeling that it’s the right and appropriate
response to the particular circumstances of this moment’s
situation. They are the inheritors of flawed lessons from
equally fallible predecessors, and the recipients of outside
pressure to do this and refrain from that. They guess, floun-
der, drift and cover it up. In asylums, all this happens with
people’s thoughts, emotions and independence at stake.
Here are some of the ways the juggernaut of multiplied
human fallibility can turn into horror.

“Medicalization” is a jargon word for approaching
problems as medical issues even when that might not
be the best approach. In the United States, the classic
example is the widespread sense that the physical effects
of grief or just unhappiness are best handled through
some sort of drug. In principle, medical care for people
with peculiar behavior, cognitive disturbances and the
like should include dealing with the human level as a
matter of course: counseling, help in identifying and
resolving fears and angers and so on. Furthermore, some
people aren’t suffering from anything at all, they’re
simply living in unusual conditions: happier than most
people are when alone, more than usually sensitive to
bright light and comfortable being active in low light
and late at night and so on. In practice, it’s so very easy
to start with the medicine and confinement, genuinely
intend to get around to the rest and never actually make
it past the medical level because new distractions come
along. New patients arrive. Existing patients have crises
that need immediate response. Administrative or legal
changes require the attention of people in key positions.
And after all, it can wait a little, can’t it? Thus hours
and days give way to weeks and years, and only the drugs
and confinement remain.

Mental health is necessarily at least in part a sub-
jective matter. A blood test can tell you how acidic
your blood is, but there’s no simple formula (or even
a complex one) to measure your level of happiness or
love. Standards evolve over time through observation
and tinkering, but are very seldom as objective or clear-
cut as they’re presented by their advocates. Nor can
they necessarily respond gracefully (or perhaps at all)
to changing conditions. If a whole class of people are
worse off than they were 20 years earlier, perhaps sor-
row and discouragement are appropriate reactions and
it’s the giddy fools among them who are in denial? But
in the meantime people have to make decisions about
treatment, and it’s just easier on everyone except the
patient’s underlying self to apply the same old standards
and let specialists worry about changing the specs. Surely
that can’t make matters worse, can it? What harm can
there be in the long run from having your real needs

denied and glossed over in favor of remedies intended
for someone else altogether?

In addition, because the standards of both health
and sickness in the mind are partly subjective, it’s very
difficult to establish reliable guidelines for measuring the
competence of those who’d treat the mind (and the person
around it). You can measure how many pills they prescribe,
how much office time they put in and so on, but how can
you measure how good they are at cures? A doctor with a
very low rate of released patients might be incompetent,
or might be voluntarily working with the most difficult
cases and getting as good results as anyone good. A doctor
who frequently releases patients after short stays may be
doing an outstanding job, cherry-picking easy cases or us-
ing drugs and quick fixes to gloss over real, deep problems
that will end up in someone else’s lap as the patients again
suffer from their real complications. It would be hard to tell
who'’s who even with all the information the practitioners
have themselves; how can you ever be sure, as a patient or
someone concerned about a patient?

This element of uncertainty looms large in the
real experience of people abused and mistreated in
asylums. Simple evils are easy enough to recognize. Far
more traumatic in some ways is living with what feels
like mistreatment without ever being sure of it. After
all, maybe they’re perceiving things wrongly, or there’s
crucial information that explains it all that happens
not to have been given to them . . . and isn’t excessive
confidence itself a common sign of defective thinking?
Everything about institutional life reinforces the mes-
sage that someone else is driving the vast engine in
which the patients all ride, and too much questioning
will only delay progress. Just as classic haunting experi-
ences include many details about which witnesses can’t
be sure, such as the thing flitting at the edge of one’s
vision and the whisper almost too quiet to hear, so the
signs of failure in asylums are often matters of ambiguity
and guesswork . . . until it’s too late, and the torrent of
cruelty and incompetence can’t be dammed at all.

Playing- Sick

Mental health is a subject loaded with mine fields.
Some of your fellow players may have been diagnosed as
having some mental illness in the past, and been treated
for it. The treatment may have done them a lot of good . .
. or it might not have, because the sciences of the mind are
far from exact. Some of your fellow players may be trying to
deal with mental illness in someone they care about, and
just as with physical illness, it’s often harder to watch some-
one who matters to you suffer than it is to suffer yourself.
The whole subject is surrounded by layers of folklore and
misunderstanding, and can be the source of deep shame
along with other complex emotions.

We're not saying, “Don’t touch it.” We do say,
“Touch carefully.” Before you make mental illness a ma-
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jor element of your chronicle, talk some with the other
players, and ask if any of this is potentially difficult for
them. Likewise, if any of it is likely to be difficult for
you, try to let others know when you see it coming up.
On both sides, apply some courage, some kindness and
some goodwill. Find out what needs to be in or out for
the personal well-being of the real people you're playing
a game with, and then you can proceed confidently to
stick it to the fictional characters.

Says Who?

The concerns raised in this section need to be
settled by someone. Who does the settling varies a great
deal from one gaming group to another, and sometimes
within the same group from one chronicle or act to the
next. The test of an answer’s appropriateness is whether
it results in more enjoyable play for you and the people
you’re playing with, not whether it’s what a particular
author or other observer would do in your place, because
nobody is you and your fellow players.

If players want there to be secrets that they discover
along with their characters, then it makes most sense
for the Storyteller to settle most of these questions. The
Storyteller may solicit ideas from the players, or simply
arrive at conclusions that mesh with other aspects of
the chronicle. If players would like some uncertainty
without feeling that everything goes, the Storyteller
may want to narrow down to two or three options for
major issues and tell players that one of them will be
true, without saying for sure which it is. Some players
feel more confident knowing what the actual answers
are and can comfortably separate their own knowledge
from what their characters know without it feeling like
a burden, and they will do best when they get to help
make the actual decisions.

Note that it’s not necessary for every player to have
the same view on every question. Those who wish to be
involved in settling one question may feel fine letting
others settle the next.

That's Sick. oF Is It?

Definitions of mental illness and approaches to its
management are in constant flux. Symptoms once united
into a single syndrome become separated in diagnostic
manuals when it turns out they may come from entirely
independent causes, while others converge as hidden
connections come to light in research and treatment.
Officials and civilians engage in a perpetual, sporadic
debate over what conditions actually impair patients’
ability to function as independent adults, and their
legal status drifts back and forth. Popular conceptions
sometimes shift as easily as fashions in movie-making
and clothing design, while other beliefs remain intact
for decades and centuries.

Do you need (or just want) an agreed-upon set of
truths for the chronicle? Many players and Storytellers
do, and it can help to make sure that all the participants
are on the same page when it comes to identifying char-
acters as sick, healthy or somewhere in between, whether
what the asylum is doing to the sick ones actually helps,
and so on. But one of the truths of the real world is that
we don’t get to peel back the fabric of day-to-day life and
see all the hidden machinery that turns the heavens. The
harm done by honestly held good intentions is a major
thread in the history of all medicine, let alone in the case
of mental illness, where key physical mechanisms are so
complex and hard to unravel. The World of Darkness
expresses this uncertainty when it comes to the origins
of supernatural species and modern mysteries of life; the
World of Darkness can easily also do so with regard to
mental health. If players are amenable, genuine mystery
about what’s curing or hurting their characters can be a
crucial part of the drama.

Scienice and-or Altelmatives

The World of Darkness generally works as the real
world does, except insofar as secret forces are pushing
it in other directions. How far the hidden truths run is
another matter to consider before play begins. The more
divergent the chronicle’s truth is from what seems to
be the case in the real world, the more potential there
is for someone trying to trace out implications to run
into something that ought to have major consequences
for visible human existence. At that point, the group
needs to reach a collective decision. Do you want to go
ahead and run with the divergence, and make it clear
that things just are different? (See, for instance, the
discussion in Vampire: The Requiem about how the
existence of vampires skews popular culture.) Do you
want to keep the connection with reality and therefore
reel in the extrapolation? Or do you perhaps want to
keep the extrapolation but simply not apply every purely
logical inference?

The third way is unsatisfying to fans of following
internal logic wherever it goes. If you're one of them,
and you probably know this about yourself, then by all
means, don’t choose it. There is no bonus prize round for
setting up your chronicle to suit the taste of anyone not
there to play with you. Others thrive in a game milieu
in which logic itself is unreliable. One relatively popular
creator whose works embody the principle in action is
film maker David Lynch. His settings and characters are
seldom on speaking terms with logic, but to those who
enjoy his work, it has the appropriateness and strength
of a dream; it’s not quite true that everything is up for
grabs, it’s just that much of what is usually fixed may
drift, with or without an explanation. This is a common
part of the interior experience of many people dealing
with mental illness, so it can be very thematically ap-
propriate.
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Three World Views

« The conventional wisdom: Mental illness is a condition that that im-
poses distress or dysfunction on its victim — difficulty in remembering
things, for instance, or controlling one’s e_motions. It may stem from a
specific organic failure in the victim’s brain or other part of the body,

or it may not; psychiatry includes the physical foundations underneath
behavior, while psychology focuses on the system of behavior on its own
terms. Mental health is the positive ability to use one's thoughts, feel-
ings and physical abilities to serve one’s own goals and deal with the
obligations of social life. Note that they're not precisely symmetrical. It’s
possible not to be mentally ill without being in very good mental health.

The treatment of mental illness is a difficult and usually slow matter. It
may combine counseling and other therapy with medications and physi-
cal treatments such as electroconvulsive therapy. The details may vary
widely, and one of the problems for asylum gtaff is the limitations on
their time and resources to treat patients as individuals as fully as they
should. Mental illness is almost never cured except in lucky cases where
there’s a specific single problem that can be removed. In the overwhelm-
ing majority of cases, it’s simply managed, reduced in intensity enough
so that the patient can lead something like a normal life.

Doctors, nurses, researchers and others can and do disagree on diagno-
sis, appropriate treatment even when they agree on the diagnosis, the
general usefulness of a drug or other treatment and every other aspect
of the process. This doesn’t mean it’s all a matter of taste, either. People
puilding a house may agree on the principles of architecture and aes-
thetics and on sound techniques and still disagree about the right kind
of fastening to use for a joint, how best to hang a window and so on. Ap-
plying any large body of knowledge is & tricky matter when it comes toa
specific situation.

« The anti-psychiatric view: There is no such thing as mental illness.
There is organic dysfunction, which is to say, physical illness. If the body
is healthy, the mind is healthy as well, no matter how strange the per-
son’s thoughts and feelings may seem to others. What’s called “mental
illness” is simply behavior that social authorities prefer not to endorse,
and its treatment is a matter of compelling the patient/victim to give up
and adopt the official standard.

Critics who take this general approach disagree as to how much deliber-
ate calculation there is on the part of the mental health establishment
and how much muddled good intention shaped by conformist attitudes.
In practice, it may not matter a great deal. What matters, in this view,

is that the very idea is a tool for those who have (or wish to have) social
power to impose their will on others, and to make it seem presentable by
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On the one hand, mental hospitals are like most
institutions in needing important things to happen at
fixed times, from patient feeding to janitorial work.
On the other hand, unpredictability is a crucial part
of being mentally ill: the mind’s needs are what they
are, and the mentally ill suffer surprising reactions to
medication, delayed trauma in response to events that
happened minutes, days or years ago and other compli-
cations. It’s not just indulgence for bullies that leads to
asylum staff being given great power over patients; it’s a
practical response to unforeseeable circumstances.

A story in some other medium about people in
and around a mental ward would likely include major
characters among the patients and the staff. This is
potentially very tricky indeed in play, because players
generally prefer that their own characters not be subject
to thorough command from others. There are excep-
ing ....or ease their own pain by making it worse on tions, of course, and they.are welljloved .by Storytell-

ers who like to run chronicles set in armies and other

a new generation of victims? ) i
regimented environments, but there’s a strong general

W trend among gamers away from such hierarchies. Ulti-

From the late 1800s until the revelations about Nazi
concentration camps at the end of World War |, eu-
genics — the scientific management of human hered-
ity — was widely accepted as an important element
in treating mental illness. Inmates could be subjected
to sterilization so as to improve the mental health

of future generations. Pervasive grief at lost potential
was, and in some places still is, part of the commu-
nity life of targeted populations,and in the World of
Darkness, unsettled emotions can mean much. In
the asylums where those sterilizations were once
performed, do souls denied their chance at embodi-
ment mourn, too, and need comfort and release? Or
do they seek revenge on the staff and patients of still-
operating asylums and anyone who comes by ones
since abandoned? Do the souls meddle with hearts
and souls of the living to try to spare others’ suffer-
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mately, though, that is one of those decisions that the
individual group has to make. If you want to include
the radical gap in levels of autonomy, make sure that
the other players do as well, or you're very likely to
lose someone out of simple unhappiness. Most of the
time, you'll find it more productive to play patients or
their keepers.

Healing

The complexities of day-to-day life in and around
asylums make it easy to forget that there’s supposed to
be a larger purpose to it all: the reduction of mental
illness and the promotion of mental health. The
problem is that there’s little agreement on what either
of those actually mean or how to get at them. Fur-
thermore, this argument isn’t just an academic mat-
ter for many gamers. Anyone who’s been treated for
depression, for instance, has been part of the mental
health care system, and the diagnosis and treatment
may have seemed straightforward and appropriate,
but to some critics, both were mistaken, ill-founded
or even part of a deliberate effort to impose a doc-
trinaire conformism on free spirits. All of this is to
say that the advice to discuss things with your fellow
players before the crisis applies with extra strength
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here, and if some of them have reservations, keep in
mind that it is not part of the standard Storyteller’s
role to undertake to debunk others’ beliefs or cure
their woes.

Except for those who seek miraculous inter-
ventions from outside powers, all sides agree that
recovering lost mental well-being takes time and ef-
fort. For one thing, people who are having problems
thinking clearly are likely to develop bad habits that
have to be unlearned and replaced, or they’ll keep
on acting sick even when physically well (however
wellness is defined). Unless the practitioners working
on a patient believe that all mental disorder comes
from a single cause, diagnosis takes time, and then
it takes time to see if treatment works, and there
may well be repeated cycles through diagnosis and
treatment when a patient doesn’t respond to early
efforts. Finally, the physical and mental weakness
coming from a first problem may leave the patient
open to developing others, just as a body weakened
by too-frequent use of antibiotics is at risk for op-
portunistic infections.

In some dark moods, many mental health practi-
tioners — and many patients — wonder if any treat-
ment ever really works. Maybe it’s all just guesswork

and luck. . ..
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Chapter Two:
Putting the
Pieces Togehter

[t takes a certain kind of person to enter the medical profession. Yes, many aspects
of the medical profession are lucrative, and jobs are almost always available, but the
schooling is long and involved (for doctors especially), and extremely expensive. Yes,
as a doctor, nurse or therapist a person can do a great deal of good for others, but this
attitude is all too quickly crushed under the realities of insurance companies, hospital
bureaucracies and the horrors that people inflict on their fellow human beings.

And in the World of Darkness, the supernatural takes a hand, too. Vam-
pires feed on people, leaving them dazed and drained in alleys. Werewolves
hunt, leaving any witnesses crazed and fearful. Mages manipulate the thoughts
of human beings, often without considering the lasting effects. In all of these
cases, the medical staff are the ones who are left to pick up the pieces, to try
and make these people whole again. Sometimes they succeed. Sometimes the
unfortunate witnesses to the supernatural wind up dead . . . or at a place like

1 . Bishopsgate.
f COIII‘S’C, Behavior This chapter examines the medical profession in the World of Darkness.
works’. So does After reading this chapter, both the players and the Storyteller should have a
'ﬁurell good idea of what doctors, nurses, EMTs and various types of therapists actually

do, as well as some game systems that can be applied to taking on the roles of

—W.H. Auden9 these characters. Also included are some new Merits, new derangements and
A Certain World. even a glossary to help you fake talking like a medical professional.

Before we start, read that last sentence again. We're teaching you to fake
talking about medical procedures. This book does not provide any true medi-
cal knowledge or expertise, even if some of the terminology is accurate or the
information factual. Medical expertise is gained through diligent study and
schooling, which is time-consuming and expensive (and rightly so). If you want
to know how a medical procedure works in the real world, visit a medical school’s
campus library or do a bit of research online. If you want to know more about
psychiatric medicine, the Introduction to this book contains many good starting
points. But when reading this chapter, please remember that the information
presented here is meant to facilitate a roleplaying game first and foremost, and
sometimes (often, really), strict accuracy has to bow before that goal.

With all of that in mind, let’s examine those hardy souls who choose to
try and heal in the World of Darkness.

Medical Characters

A member of the medical community is a perfectly viable concept for a
World of Darkness character, but the term covers a lot of ground. This section
discusses some of the various professions within the medical community and
talks about the logistics of playing such a character, including the time com-
mitment required for such a job and the rough Resource level one can expect.
We also discuss what members of these professions really do, and what effect
the World of Darkness has on Morality over time.

— (

MEDICAL CHARACTERS
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Insurance Companies and Other Monsters

Ask a doctor what the biggest problem facing the medical community is these days, and he’ll probably
mention insurance companies. Doctors must, by law, carry malpractice insurance, and the premiums

for this type of insurance are extremely expensive. One of the reasons, of course, that they are so
expensive is that when a patient wins a malpractice suit, the payouts are often astronomical. Admittedly,
when a doctor commits malpractice, the results can be devastating, even deadly, but the ugly side to the
system is that some patients deliberately look for ways to sue doctors, figuring to get rich quick.The
result! The insurance companies raise their prices, premiums go up for doctors, health care costs go up
and patient insurance doesn’t cover as much as it once did.

The other effect is that doctors are leaving certain especially risky fields, finding that the risk of mal-
practice and the exorbitant premiums aren’t worth the trouble. OB/GYN:s, for instance, have some of
the highest premiums, and in addition to more and more doctors leaving this practice, the rate of Ce-
sarean births remains high because, with a C-section, a doctor has more control over the situation and
less is left to chance (also, since it’s a surgical procedure, the hospital gets to bill the mother’s insurance
company more).

Another problem with the insurance/business model of health care is that it’s a bureaucracy, and bu-
reaucrats love labels.As any ethical health care provider will attest, a diagnosis and a label can be useful
starting points — giving a child the label of “autistic” gives other health care providers a place to begin
their research and treatment plans. But the people in administration don’t always understand that just
because two children have autism, they won’t necessarily behave the same, show the same symptoms
and (most importantly) respond to the same treatment in the same amount of time.The situation is
even worse with mental health disorders, which some states still don’t recognize as treatable and seri-
ous diseases (which, in turn, means that insurance companies don’t cover treatment for them).

What does all this mean for the World of Darkness? Only that health care providers are often frustrated, their
hands tied by bureaucratic procedures and nomenclature. In a world where supernatural beings are always
looking for desperation and frustration to exploit, the medical profession can provide them in quantity. The truly
tragic part is that the professionals who become the most desperate and frustrated are the ones who most
want to help their patients to heal.
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The entries below also discuss what level of the Re-

Professions

The medical field encompasses a wide range of professions.
Some of them, including pharmacists and medical researchers,
have not been included here, as the focus in this book is staff
that treat patients directly. That’s not to say that a pharmacist
or a tech isn’t a viable character concept, just that it’s more in
keeping with the themes of World of Darkness: Asylum to
deal with the people who deal with people.

Each profession below includes suggested Traits in
terms of Attributes, Skills and Merits that members of
that profession would find helpful. Note that these are not
requirements. It’s difficult to get through medical school
with below-average intelligence, but it’s by no means
impossible. Unless otherwise stated, the professions below
pertain to members in the United States. Other countries
have different protocols for different professions, but in
general, these differences tend to show up more in who is
eligible for treatment and how much it costs than with the
people actually providing the treatment.

sources Merit would be appropriate for members of that pro-
fession. Please remember that Resources indicates disposable
income, not employment. It’s very possible for a character
to work 40 hours a week and barely be able to cover his
expenses, while someone who works half the hours has a
high Resources rating. The rating is determined by how
much money a character has left over after meeting monthly
expenses, which in turn depends on that character’s lifestyle
and what else he does for funds.

Licerisure

Practicing any kind of medicine requires a license,
sometimes more than one. A license to practice comes
from the state, though for some fields all that is required for
a license is good standing and certification with a profes-
sional organization. Licenses aren’t free, and the dues can be
fairly steep (though some facilities pay for their employees’
licensure fees).
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It’s important to recognize what a license entitles a
professional to do. A license only enables a medical pro-
fessional to act within his scope of practice. For instance, a
physical therapist’s scope of practice includes treatment
of pain, injury and conditions that impede movement but
does not include the ability to diagnosis diseases or prescribe
medication (indeed, in many states citizens cannot simply
go to a physical therapist and ask for services, they must be
referred by a doctor). Acting outside one’s scope of practice
can result in loss of license, as can ethical violations in medi-
cal practice and in research. A character who has lost his
license cannot legally provide services, and loses the Status
(Medicine) Merit until he can regain his license.

Practicing under a false license is chancy, because pro-
fessional organizations maintain records of license-holders
and these records are available for public viewing (often
online). A character who wishes to fake being a doctor had
better keep moving or keep his head down, because under
a concentrated effort, the charade won’t last.

Doctols

Obviously, every hospital or medical facility employs at least
one full-time doctor. Most doctors either have a Doctor of Medi-
cine (MD) or a Doctor of Osteopathy (DO) degree; both require
four years of graduate schooling, plus residencies and internships
of varying length. Specialists, including psychiatrists, require
additional coursework and residency. Some doctors engage
primarily in research or teaching rather than treating patients.
To practice medicine requires a license, and to allot certain
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medications requires dispensation from the Drug Enforcement
Agency. Doctors are expected to keep abreast of current medical
trends (whether they do or not is another matter), and obtain
continuing education in order to keep their licenses.

Space prohibits a list of all of the possible specialties and
areas of focus that a doctor might choose to undertake. Players
wishing to take on the role of a doctor might consider doing
a bit of research into the scope of practice of their character’s
field, so as to understand what kinds of patients that character
is likely to see. Attitude differs considerably depending on what
type of medicine a doctor practices; surgeons, for instance, are
regarded as somewhat arrogant, but then, it takes a certain de-
gree of detachment to cut someone open and perform delicate
operations with that person’s body. A family practitioner sees
his patients face-to-face and must explain their illnesses to
them, and this fosters a bit more empathy (remember, we’re
talking in generalities, here — obviously not every surgeon is
antisocial and full of himself, and not every GP is kind and
knowledgeable).

Doctors usually work full time, and might be on call
24 hours a day, depending on what kind of medicine they
practice and how many others in the area do the same. If a
doctor is the only vascular surgeon in the area, for instance,
she might find taking a night off very difficult.

Trait Suggestions: (Attributes) Dexterity 3 (surgeons),
Intelligence 3, Stamina 3, Wits 3; (Skills) Academics 3,
Empathy 1, Investigation 1, Medicine 3 (often with a Spe-
cialty), Science 2, Socialize 1; (Merits) Contacts (Medical,
Business, Legal), Encyclopedic Knowledge, Fame, Holistic
Awareness, Retainer, Status
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Resources: Varies considerably. A doctor fresh out of
medical school is probably in debt up to his ears, and might
not have any Resources at all. Likewise, a doctor running
her own practice might make good money, but has to pay
her staff, her overhead, her malpractice insurance (climb-
ing year by year; see p. 32) and many other expenses. A
doctor working for a hospital might have Resources e, a
well-respected and established doctor might have Resources
e e e and a famous and highly sought-after surgeon might
have up to Resources eeeee,

Nurses

Nurses provide medical care under the supervision
and direction of doctors. The field is extremely broad,
representing a wide range of education levels (everything
from an associate’s degree to a doctorate) and 200 different
specialties in the United States. Nurses perform preliminary
examinations on patients, assist in surgery, treat patients in
long-term care and handle countless other tasks in a hos-
pital setting. Advanced nursing specialties include clinical
nurse-midwives, who can deliver babies (in some states) and
nurse-practitioners, who can see patients without a doctor’s
supervision and can prescribe medication.

Nurses, just as doctors and EMTs, work long shifts and
might be on duty at any time.

Trait Suggestions: (Attributes) Intelligence 2, Wits
2 (3 for ER or trauma); (Skills) Academics 1, Athletics 1,
Empathy 2, Medicine 2 (3 for Nurse-Practitioner), Science
1; (Merits) Contacts (Medical, Former Patients), Holistic
Awareness

Resources: Varies considerably based on experience
and specialty. Anything from no Resource rating to Re-
sources ®®® might be appropriate.

EMTs

Emergency Medical Technicians (EMTs) are respon-
sible for providing emergency medical care and getting
a patient to an emergency room as quickly as possible.
EMTs are trained in a wide variety of medical procedures;
an EMT might be called upon to administer CPR, start
an [V drip, perform a cricothyrotomy (creating an airway
directly through the cricothyroid membrane in the front
of the throat) or intubate a patient. Various levels of EMS
(emergency medical services) training are available, and
different states have different protocols for their EMS
services. Hospitals might employ their own EMTs, or con-
tract with an independent provider. Some EMTs work on
a volunteer basis, some are paid by the state. Firefighters
hold EMS training, usually the first responder (minimum)
level. Paramedic is the highest level of EMS training, and,
similar to nurses, paramedics can treat patients under a
doctor’s authority.

EMTs generally work 12-hour shifts, volunteer or not.
Since emergency services are always in demand, an EMT
could be on shift any time of day, any day of the year.

Trait Suggestions: (Attributes) Intelligence 2, Stami-
na 3, Wits 3; (Skills) Academics 1, Athletics 1, Computer 1,
Drive 1, Empathy 1, Medicine 1-3 (depending on the level
of EMS training); (Merits) Fast Reflexes, Stunt Driver

Resources: Volunteers obviously have no Resource

rating. Paid EMTs might make the equivalent of Resources
® oree,

Medica] Exaniinelrs-Cafoners

A coroner rarely works in a hospital. Rather, he might,
but he spends more of his time in the field. Coroners in-
vestigate the causes and circumstances of a person’s death
and declare people legally dead. They also perform a wide
range of other duties, depending on the county in which
they work. In rural areas, for example, it’s not uncommon
for the local funeral director to be the coroner as well. In
some places, the coroner enjoys the same legal status as the
sheriff, and can even stand in for the sheriff is necessary,
serving in the same function as this official.

Many American cities have replaced the position of
coroner with that of a medical examiner (ME). MEs are
doctors, trained in pathology and forensic science. They
do not (usually) have the power to arrest suspects or serve
process, though, as mentioned, in some places the position
does carry these powers. MEs and coroners can enter crime
scenes, examine evidence and advise police officers and de-
tectives on the meaning of this evidence. They can perform
autopsies and blood and tissue tests on dead bodies, which
means that they are useful as Contacts and Allies for the
supernatural denizens of the World of Darkness.

MEs work full-time schedules, but don’t typically work
normal hours, since people die at all hours of the night.
An ME or coroner can expect to be “on call” most of the
time, and larger cities with high murder rates might employ
several such people.

Trait Suggestions: (Acttributes) Intelligence 3, Stamina
2; (Skills) Academics 2, Computer 2, Firearms 1, Investiga-
tion 2, Larceny 1, Medicine 3, Science 2; (Merits) Contacts
(cops), Danger Sense, Eidetic Memory, Iron Stomach

Resources: Coroners might make the equivalent of
Resources ®®. A coroner who doubles as a funeral director
might make Resources ® ® ¢ depending on local death rates
and income. MEs’ salaries are similar to doctors’ (probably
on the low end).

Thefgpists

Most people hear the word “therapist” and think of
psychotherapy, but this profession is covered under “Psy-
chologists,” below. The therapists discussed here belong to
one of three disciplines: Physical Therapy, Occupational
Therapy and Speech-Language Pathology (commonly
called speech therapy).

A hospital generally employs all three types of thera-
pist. In most states, becoming a therapist of any of these
types requires a master’s degree, including a certain number
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of hours treating patients and a license issued by the state.
Licensure laws vary by discipline and, of course, by state; in
a state with a serious shortage of a given kind of therapist,
a license might not be required at all. Similar to doctors
and nurses, therapists are required to obtain continuing
education throughout their careers (the number of hours
varies).

There is some degree of overlap between the scopes of
practice for therapists, and it’s not uncommon for members
of all three disciplines to meet to discuss their patients in
a given hospital or facility (sometimes accompanied by a
social worker, doctor, administrator or other professional).
Hospital therapists often work full time, and their schedules
are rigorous (generally more than 40 hours in week). They
don’t work nights, though, and if the pace gets too crazy, a
therapist can quit and find a new job within a week. Thera-
pists employed by school systems can take summers off, and
therapists can work PRN and set their own schedules (often
for higher hourly wages).

Occupational therapists work to help patients develop
or regain skills for functional living. For children, this
means learning to play. For adults, it can mean skills such
as feeding, dressing and other self-care as well as more so-
phisticated skills such as managing finances. Psychological
patients might learn coping strategies, such as developing
routines to help them function. OTs also work with the
families of patients to teach them to assist in the patients’
therapy. Occupational therapy might follow an injury or
an illness, or might be required from a young age due to a
congenital condition.

Physical therapists help patients develop or regain
maximum movement and functional physical ability (as
opposed to functional skills, which is the purview of oc-
cupational therapy). Physical therapists work with patients
following injuries or illnesses, and also treat wounds brought
on by prolonged periods spent bedridden. Comatose patients
also receive physical therapy; the therapist manipulates the
patient’s limbs so as to avoid muscle atrophy.

Speech therapists treat disorders of speech, language
and hearing. Speech therapy covers a wide range of disor-
ders and conditions: articulation problems brought on by
an injury or a birth defect, language comprehensions issues
following a stroke and cognitive problems accompanying
a traumatic brain injury are all under the purview of the
speech-language pathologist (SLP). Modalities for speech
therapy depend very much on what’s being treated; a swal-
lowing disorder is treated with oromuscular exercises, liquid
or thickened liquid diets and careful monitoring during
feeding, while a fluency disorder is treated by teaching
relaxation and breathing techniques, and strategies for
avoiding or pulling out of a stutter.

Unlike PTs and OTs, SLPs do not usually have to take
gross anatomy as part of their schooling (though they do
have to study the anatomy and physiology of the speech
and hearing systems). An SLP who works in a hospital
setting is expected to have greater knowledge of medicine

and medical procedure than one who works in a school or
out-patient clinic.

Trait Suggestions: (Attributes) Intelligence 2, Wits
2; (Skills) Academics 2, Athletics 1 (PT), Computer 1,
Empathy 2, Medicine 2 (Hospital SLPs) or 3 (PT/OT), Per-
suasion 1, Science 1; (Merits) Contacts (Medical), Holistic
Awareness, Language (SLP), Strong Back (PT)

Resources: Therapists are always in demand, though
which of the three disciplines is in greatest demand varies
year by year. A hospital therapist usually makes the equiva-
lent of Resources ®e.

Orderlies Aides

Not everyone who works in a hospital has gone to
medical school, or even to college. Orderlies and aides are
responsible for providing non-skilled services: changing
bedpans, transporting patients in wheelchairs and gurneys,
delivering messages and so on. Nurses aides work with pa-
tients a bit more closely, but still in relatively non-skilled
ways: bringing them food, helping nurses and therapists
transition a patient from a bed to a wheelchair, etc. Being
an aide or an orderly isn’t particularly glamorous and it
doesn’t pay well, but it can be a way to get a foot in the
door at the hospital while working on a medical degree of
some kind.

Working as an aide or orderly can be a full-time or
part-time job. Such workers are on shift at all times, but the
shifts tend to be shorter than nurses’ or doctors’.

Trait Suggestions: (Attributes) Stamina 2, Wits 2;
(Skills) Athletics 1, Medicine 1, Stealth 1; (Merits) Strong
Back

Resources: Typically none. The work doesn’t pay well
enough to merit much disposable income.

Psychologists

Clinical psychologists work directly with patients and
can diagnose and treat mental illness, though in most states,
they cannot prescribe medication. Clinical psychologists
normally obtain a doctoral degree in psychology, although
some counselors with master’s degrees use the job title as
well. A clinical psychologist in a setting such as an asylum
or prison is likely to see many patients throughout the
course of a day, and those patients might have diagnoses
ranging from mild bipolar disorder to severe schizophrenia.
A psychologist has a long list of potential techniques to use
in psychotherapy. “Talk therapy” is a common technique,
but it does require that the patient is open and honest with
the psychologist about what she is feeling and thinking, and,
of course, the psychologist needs the professional acumen
to diagnose what the problem is from what information
is available. The other problem with talk therapy is that
it’s slow, and insurance companies only sponsor a certain
number of visits per billing cycle (or per year) for mental
health. For this reason, talk therapy is often supplemented
with pharmaceuticals, which means that the psychologist
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has to be savvy about the effects and side effects of these
drugs, even if he can’t prescribe them.
Many psychologists work on the academic side of their field
as well as the clinical side, teaching or performing research. Ina
hospital setting, the work is intensive, but psychologists aren’t
usually on call 24 hours a day (a place such as Bishopsgate,
though, has a psychologist on duty at all times).

Some psychologists work for government agencies such
as police departments, and might be called into to “talk
down” a person threatening suicide or debrief officers (or Secr‘ﬁltahes
civilians, for that matter) after a shooting. Such psycholo-

gists might be police officers themselves, or might simply
contract with the department.

Trait Suggestions: (Attributes) Intelligence 3, Ma-
nipulation 3, Wits 2; (Skills) Academics 3, Empathy 3,
Investigation 1, Medicine 2, Persuasion 2, Subterfuge 3;
(Merits) Eidetic Memory

Resources: Varies based on employer. A psychologist
in a private practice has the same problems as a doctor

(see p. 32) but lower malpractice premiums. Resources ®
to ®®e js appropriate.

It might seem strange to include secretaries (or “ad-
ministrative assistants,” as they’re sometimes called) in
this list, but they actually wield more power than many
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people realize. Doctors, particularly wealthy or respected
ones, are generally out of touch with day-to-day activities
such as keeping appointments or returning phone calls,
and so this duty falls to a secretary. Therefore, a secretary
has access to a doctor’s schedule, her patient information,
her notes and her computer files, and can greatly expedite
— or terminate — her dealings with any particular patient.
While it’s not ethical for a secretary to slow things down
for someone because she is angry or disgruntled over how
the patient treats her, it does happen (likewise, people who
take time to talk with secretaries politely, learn their names
and refrain from treating them like automatons often find
that their messages don’t get lost and the doctor returns
their calls promptly).

Duties for a typical medical secretary might include
office and clerical work, answering and managing phone
calls, keeping a doctor’s appointments straight, medical
transcription and dealing with insurance companies and/or
hospital administrators. Secretarial work at this level is
generally a full-time job, 40 hours or more a week, and if
the doctor works weekends, the secretary might be expected
to do so as well.

Trait Suggestions: (Attributes) Intelligence 2, Wits
3; (Skills) Academics 1, Computer 2, Empathy 2, Expres-
sion 1, Intimidation 1, Medicine 1, Persuasion 2, Politics
1, Subterfuge 2; (Merits) Contacts (Medical, Business),
Eidetic Memory

Resources: A secretary’s salary is commensurate with
the salary of the doctor who employs her. A world-famous
surgeon might employ several secretaries, each making the
equivalent of Resources ® ®®. A general practitioner, if he
has a secretary at all, probably pays her the equivalent of
Resources @, if that.

Status and Other Melits

Status: At one time, a doctor was unquestionably a
well-respected member of the community, almost above
reproach, largely because he was unique. But doctors and
health care are easier to come by in the modern world
(provided one has insurance, of course), and that means
that the profession of “doctor” has lost some of its special
status. The fact that any layperson can get on the Internet
and research his own symptoms, treatment options and
prognosis also removes some of the doctor’s mystique (this
also means that patients can come into doctor’s offices with
preconceived and sometimes dangerously incorrect ideas
about their disorders).

The Status Merit listed on p. 116 of the World of
Darkness Rulebook is serviceable for medical characters
but does require a bit of expansion in light of World of
Darkness: Asylum.

For instance, having Status (Medical) doesn’t auto-
matically grant a character access to crime scenes, patient
records and other sensitive areas. As American society has
grown more litigious over the years, and after the implemen-
tation of HIPAA (see sidebar), access to patients’ records

has grown increasingly difficult. Likewise, while a county
coroner or medical examiner might have access to a crime
scene, most other medical professions probably won’t.

Status (Medicine) covers the following, no matter how
many dots are purchased:

e License: The character has a current, legal license
to practice whatever form of medicine is appropriate. This
means that the character’s name appears on city, state,
county and/or national databases, and that the professional
organization governing that particular field of medicine
knows the character and can revoke the license if need be;
see “Licensure,” p. 32.

® Prescriptions: Medical doctors and nurse-practitioners
can write prescriptions for medications. This means that the
character or the company for which the character works has
obtained a registration number from the Drug Enforcement
Agency to traffic in controlled substances.

® Access: A medical professional has access to areas
that other people do not. Operating rooms, record rooms,
morgues, crime scenes and storage rooms are a few of the
useful places that characters might wish to access and that
medical professionals often can. Of course, which areas
a character can access with the aid of the Status Merit
depend on what the character does; an SLP might work in
a hospital, but would have no reason, normally, to enter a
morgue or a drug storage room. Simply having an ID badge,
though, can open some doors, although for locked areas
(psychiatric wards, maternity wards, drug storage, etc.) the
character might need a key, a passcode or the right symbol
or bar code on her badge to gain entry. Medial examiners,
as mentioned, can access crime scenes, and EMTs might
have a reason to be at a crime or accident scene as long
as their job requires it, but other medical professions don’t
have this privilege.

Status (Medical) doesn’t exactly have limits based
on the specific profession that a character holds, but some
guidelines exist. A doctor can easily have anything up to
Status (Medicine) ® ® ® ® @ and the amount of Status he has
is less dependent on his skill and more on how aggressively
he maintains his position in the medical community. A
nurse might have Status (Medicine) ®®®® oreven eeeee
while an EMT isn’t likely to rise above Status (Medicine)
e e e Therapists might have Status (Medicine) ® or ee,
depending on the setting in which they work (a physical
therapist working for a renowned hospital might even have
Status ®e®e). Again, profession doesn’t specifically limit
Status, but profession does provide a good yardstick. Doc-
tors are simply afford more influence than other medical
professionals. That said, the nurse or therapist who has been
working at the same hospital for 20 years must defer to a
new doctor, but that new doctor, if he knows what’s good
for him, is very polite to the older staffers.

Contacts: One of the advantages to working in a hospi-
tal setting, seeing large numbers of patients throughout the
course of a week, is that medical professionals meet people.
Most patients pass through their rotations without making
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too much of an impact, but occasionally medical profession-
als meet truly interesting people. Medical professionals who
provide good treatment often earn their patients’ gratitude,
and might be willing to provide the character with infor-
mation in their area of expertise later on. A surgeon might
save a child’s life following a car accident and discover that
her father is a scholar in an obscure field; this is more than
enough to justify the surgeon having Contacts (Occult). It
needn’t be so dramatic, though. A physical therapist who
spends hours each week with the same child, teaching her
to walk again, is just as likely (or more likely) as the surgeon
to earn the scholar’s respect and gratitude.

Obviously, anyone who works in a hospital has access
to the personnel and resources of that hospital and so could
be considered to have Contacts (Medical). The Storyteller
could take this Merit as read, or could require the player to
purchase it for the character (or to justify why she doesn’t
have it — maybe the character has a bad reputation and
the rest of the staff is standoffish and unhelpful).

Allies: In much the same manner as Contacts, medi-
cal professionals can find themselves benefiting from favors
from former patients. Medical professionals in hospitals,
though, are usually disallowed from accepting anything
more substantial than a card or a letter from a former
patient — gifts, money or other tokens of appreciation
are seen as ethically shaky. Also, many patients feel that a
doctor or other medical professional who provides health
care is simply doing her job, and doesn’t necessarily deserve
anything in the way of thanks.

All of that said, sometimes gratitude does compel
people to offer favors. Consider: A man stumbles into an
emergency room in the middle of the night with a wound
on his shoulder. Upon examination, the wound appears to
be caused by a shotgun blast, but shows evidence of sear-
ing as well. The doctor pulls pellets from the wound and
watches in amazement as they scorch the man’s flesh. Once
the wound is cleaned, the man gets up to leave, telling the
doctor to keep his mouth shut. The doctor, stunned, cleans
the pellets and realizes that they are made of silver. If the
doctor does indeed keep his mouth shut, he has made a
powerful Ally — and he might not even realize it.

Retainer: A doctor who can afford a secretary or per-
sonal assistant might have this Merit, but other medical
professionals don’t generally have the means (or the need)
for it. As far as game applicability, though, a secretary or as-
sistant might be able to perform some research, transcription
or even errand-running, which would free the character up
for more direct involvement with the events of the story.
Whether this kind of function is best represented by Merit
dots or simply as a “given” for the character to be able to
participate in the chronicle is up to the Storyteller.

Resources: Medicine can be a lucrative profession,
but doctors are hardly rich by default. As the entries above
indicate, a doctor just out of medical school is probably so
far in debt that no Resources rating at all is merited. Most
medical professionals whose fields demand advanced degrees
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HIPAA

The Health Insurance Portability and Account-
ability Act, adopted in 1996, is meant to protect
patients’ information from falling into the wrong
hands. In an age in which a person’s medical re-
cords are a valuable commodity (unscrupulous
thieves can steal a person’s identity, accrue tens
of thousands of dollars worth of medical care
and dump the costs on the hapless individual
who now has conflicting and potentially fatally
incorrect information in his medical records),
the reasoning behind HIPAA makes a great deal
of sense. Unfortunately, as is so often the case
when bureaucracy tries to make something bet-
ter, for the most part HIPAA just made things
more complicated.

Under HIPAA, medical professionals must
keep patient records under lock and key, and if
they are transmitted electronically, they must
be encrypted. Patient records are limited to
authorized individuals, but determining who is
authorized (especially if a medical professional
from outside a given facility is to be given ac-
cess) can be difficult. Also, although under U.S.
law patients have access to their own records,
some facilities have grown downright obstinate
in giving out records to anyone.The reason

for this isn’t a desire to obfuscate the records,
though. It’s simply that HIPAA violations can
impose stiff penalties, and so hospitals err on
the side of caution.

What this means in game terms is that charac-
ters attempting to break into records rooms

or hack into patients files might find a much
greater degree of resistance than they might ex-
pect. Many facilities, in fact, do not store patient
records on computers with Internet access

at all, making breaking into these files from an
outside location impossible.

R

(which is most of them) are in similar situations, unless they
have some way to pay for their schooling without taking out
loans. Nurses, for instance, sometimes obtain associate or
bachelor’s degrees and then go to work for a hospital that
pays for further specialty training . . . but then the hospital
expects them to remain employed for a period of years, and
pay back the money for the schooling if they do leave.

A medical professional’s Resources rating depends
on how much money he has managed to put toward his
debt, his lifestyle and the degree to which he lives beyond

his means, and, of course, his insurance premiums. The
player and the Storyteller certainly don’t need to draw up
a financial portfolio for every character in the medical field,
but if a player wants his character to have high levels of
Resources, the Storyteller is quite justified in asking where
the money is coming from and why it isn’t getting spent
on other expenses.

Chaactebs tin 'the Medica] Profession

For a character to be viable in a chronicle, that charac-
ter has to have enough free time to devote doing the sorts
of things that player-controlled characters do: investigating
strange occurrences, getting into fights and so on. Medical
professionals’ time is generally at a premium, and this can
make the other activities (the ones that actually comprise
the events of the chronicle) difficult. A character who is
also a supernatural being such as a vampire, werewolf or
mage can work in one of the above professions and still be
aviable character, but it takes some specific circumstances,
and such characters can expect to be stretched very thin
(which isn’t uncommon for medical professionals in the
first place).

Taking a simple example, suppose that a mage works
as a clinical psychologist. Presuming that she works normal
hours, her weekdays from about 9 A.M. to 6 P.M. are taken
up in work. Since she needs to prepare for clients’ sessions,
and that entails extra research, on any given day she might
actually work later into the evening. She has responsibili-
ties to her Consilium and her order, as well, if she wants
to remain in good standing (maintaining or improving her
Status Merit in those groups). She might also have fam-
ily or other social life, and, of course, she needs to think
about continuing education every once in a while. If she
performs research, it’s probably on her own time rather
than during business hours. And all of this is before she
can think about following her cabal off on some enticing
lead. How can the troupe make this sort of character work
within the chronicle?

It’s not at all impossible. It just requires a little fore-
thought on the part of the Storyteller and the players.

® Be ready for conflict. Yes, the events of the chronicle
will conflict with the character’s normal life. That's part of
the point. The character might eventually have to choose
between the life she has built and the potential for delving
deep into the secrets of the World of Darkness, but that’s
very much in-theme for the game. If the character chooses
the real world, can she really afford to “dabble,” maintaining
amundane life but sneaking off into the shadows occasion-
ally? Are her compatriots willing to let her do that, or will
they leave her behind?

® The chronicle can intrude on the mundane. One
of the mistakes that players sometimes make is trying to
bring too great a degree of “realism” to their portrayal
and consideration of their characters. Remember: the
chronicle is an ongoing story. That means that anything
that happened to the character before the chronicle began
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Story Hook — Benefactors

The section on Allies, and to a lesser extent,
Contacts, raises an interesting notion. People
in health care professions, especially working in
emergency services, don’t often know who the
people they treat are.Thus, a player might take
dots in Allies or Contacts and leave the fields
unspecified, representing former patients.The
Storyteller is then free to work these former
patients into the chronicle. Below are several
examples of how this might play out.

* A character aids the victim of a vampire attack.
The vampire in question, terrified that he might
have killed in a fit of hunger, actually delivered
the victim to the emergency room. Since the
victim survived, the vampire feels that he owes
his soul and peace of mind to the character, and
resolves to protect her in any way he can.

* An SLP is assigned a stroke patient. The stroke
wasn’t a natural event, though, but the result of
reading a passage in a cursed text.The patient
is a mage, but the brain damage from the stroke
has left her unable to cast spells. Her cabal
discovers that the SLP is making progress, and
resolves to help her in any way they can ... pro-
vided that she continues making progress with
this patient. Doing so, though, might require a
better understanding of what caused the stroke
in the first place.

* The longtime patient of a clinical psychologist
goes missing one night. Her parents are found
dead, torn apart apparently by animals. Two days
later, she shows up at her psychologist’s home,
claiming to have turned into a werewolf. She re-
fuses to demonstrate this power for fear of los-
ing control and killing the character, but asks for
help and seclusion.What the psychologist does
here could make him a friend for life, or spell his
doom.A pack of very aggressive werewolves is
looking for this young woman, and they won’t
take kindly to meddling from a human shrink.

is back-story, and anything that happens to the character
during the chronicle is plot. Therefore, if a particular event
in the chronicle seems to be influencing every aspect of a
character’s life, that only makes sense, from a narrative
standpoint. For a cinematic example, consider how Edward
Norton’s character changes in Fight Club after the club
really gets going in earnest. He’s still working his job . . .

but now, his outside activities leak in. This can happen to
your character as well. If the character saw a man change
into a wolf last night, how does the character react to the
patient who has been talking about having the soul of a
wolf for months? Does the character find a newfound respect
or interest in what that patient is saying? It might be wise,
after a significant event in a chronicle, to play through a
few scenes of “everyday life” and think about how the event
has affected your character’s outlook.

® Be prepared to lose it all. Everything that a char-
acter has can come crashing down once the supernatural
intrudes, or even when the events of the chronicle begin (if
the character already had contact with the supernatural). A
doctor might lose his practice if he starts missing too many
appointments and his patients go elsewhere. A therapist
might lose her license if she starts behaving in a way that
her professional organization finds unethical. Any medical
professional has to keep up with continuing education and
the demands of the job, and there are always new grads who
will to step in and replace someone who can’t do the work
anymore. It’s not at all inappropriate to present these chal-
lenges to players and to force them to make their characters
choose between the world they know and the darker world
that calls to them.

Then again, some players would rather take it as read
that “my character’s a doctor” and not go into the con-
siderations of what it takes to maintain a medical license.
That'’s OK, too, if you'd rather a character’s profession just
be backstory, but medicine requires so much of a person’s
life, both for schooling and the job itself, that it would hard
to imagine a medical professional who doesn’t count her
job as a large part of her self-identity.

¢ Think logistically. Vampires sleep during the day.
They can become active during daylight hours only with
great effort, and even then they must stay out of the sunlight
or quickly perish. Therefore, any job that a vampire takes
must have some way of compensating for this affliction,
and simply taking “the night shift” doesn’t really work
because that shift normally runs from midnight to 8 A.M.
— which is well past sunrise during most of the year. There
are medical conditions that make people vulnerable to
sunlight, yes, but they are rare and might have associated
effects, so a vampire pretending to have such an affliction
and working in the medical community had best know what
he’s talking about.

Note, though, that none of this means that a vampire
can’t take a job in the medical profession, just that he
needs to be careful and thorough. The same is true for any
supernatural being. A werewolf needs to be careful around
normal people, both because she might fly into a murderous
rage with little provocation and because she might attract
spiritual interference. Mages do not, intrinsically, have
anything that prevents them from living and working as
normal people, but as mentioned, they belong to a greater
community that demands attention. If a player wishes to
make a character who is both a supernatural being and
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(for instance) a doctor, the Storyteller should ask how that
player balances and manages the mundane and supernatu-
ral sides of his life, not with the intent of challenging the
concept but with the intent of making the player consider
the question. If the Storyteller understands this balance, he
knows how to upset it during the chronicle (again, conflict
is part of the point).

Makality and Medicine

Doctors are sometimes seen as cold, unfeeling, cal-
lous and aloof. Surgeons, in particular, might be described
as “arrogant.” And yet, the medical profession is, ideally,
dedicated to helping people to heal, so why does this percep-
tion persist? And, more to our point, what effect does the
practice of medicine have on Morality, over time?

Looking to the first question, the perception of doctors
as somewhat emotionless persists for a number of reasons.
First, frankly, it’s not altogether inaccurate. Doctors often
do maintain a certain detachment from their patients, but
this is necessary for what doctors do. A doctor might be
able to treat a close friend for a given disease, but in order
to provide efficacious treatment, the doctor needs to remain
objective enough to diagnose. If the doctor cannot do that,
he should refer the patient. Given this, it’s easy to see why
doctors don’t get too close to their patients.

Another reason, of course, is because doctors see so
many patients. Any job becomes routine as years wear on.
The first child cancer patient an oncologist sees is tragic.
The 200th is just as tragic . . . but the doctor has years of
perspective and experience to inure her. Hopefully, this is
of benefit, and the doctor has learned over the years which
patients might respond better to a given treatment. Another
related issue is that patients sometimes don’t respond to any
treatment, or they refuse to follow the doctor’s advice or
they die. Medical professionals recognize the inevitability
of death long before people in other fields do.

Finally, especially in the United States, the health
care industry is precisely that — an industry. Insurance and
drug companies, hospitals and other corporations regard
the treatment of the sick and injured as another way to
make a dollar, and the doctors (and nurses and therapists)
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wind up caught between their professional and ethical ob-
ligations to their patients and the desires and stipulations
of their employers. “Productivity,” the amount of billable
time that a professional spends with a patient, has become
a buzzword in the health care profession. This results in
professionals seeing as many patients in a day as physically
possible. This is exhausting for the professional, of course,
and leads to (among other things) a loss of empathy for
the patients — when there are so many, who has time to
get to know them?

So what effect does this have on Morality? In practi-
cal terms, not much. A doctor who accidentally kills a
patient during a surgical procedure might need to check for
degeneration, but even putting a patient through a painful
treatment such as chemotherapy isn’t going to require such
aroll. A doctor’s Morality rating might settle at 6 or 7, but
it isn’t likely to fall any lower than that simply by virtue
of the profession. Over time, the rigors of the job might
induce certain derangements (especially at a place such
as Bishopsgate) but it’s just as likely to prohibit increase
of the Empathy Skill or simply produce a flat effect or cold
demeanor.

At the same time, though, remember that Morality
is not the same thing as “goodness.” Morality measures
ability to relate to one’s fellow human beings and, to a
lesser degree, respect for the law. Morality does not mea-
sure spiritual purity (not for human beings, anyway), and
a lower Morality score isn’t indicative of “evil.” It might,
however, be indicative of callousness or apathy, and years
of desensitization to human suffering can produce those
conditions. Representing them with a low Morality rating,
though, is up to the Storyteller to adjudicate.

Seeing fthe Sypepnatural

Supernatural beings are rare, and they have good rea-
sons to keep themselves hidden from humanity. That said,
occasionally people see evidence of vampire depredations,
werewolf hunts or magic, even if those people have no frame
of reference for what they are seeing. Broadly speaking, the
two professions most likely to encounter the supernatural as
part of the job are law enforcement and medicine.
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Doctors, nurses and other medical staff see the remains
of the supernatural and what it does to people. They see
huge wounds from a crazed werewolf and are forced to write
“animal attack” on a form, despite the odd similarity to a
human finger pattern to the claw wounds. They struggle
to determine how a healthy person jogging at night could
suddenly die of blood loss without a single wound on his
body. They see all this, and they have no way to explain
it. Even if they know enough about the occult or folklore
to think of the words “werewolf” or “vampire” (and most
professionals don’t), they certainly wouldn’t actually enter-
tain those theories for very long.

But little by little, if enough coincidences and strange
occurrences pile up, they start to guess at the truth. Not in the
sense that they realize that vampires exist and belong to clans,
or anything so specific, but simply that there is something out
there that doesn’t correspond to anything in their experiences.
Some turn to religion to find comfort and solace, some turn
to alcohol and other drugs. A very few seek more knowledge,
digging into the literature to find other examples. Professionals
who grow too persistent tend to join the supernatural commu-
nity, often as servants to a more powerful being (but sometimes,
by Awakening or being Embraced), or else they get too close
to something that values its privacy and wind up dead. Of the
handful of professionals who investigate the arcane truths of
the world and don’t wind up dead, some might decide that
their oaths as healers extend to protecting humanity (see p.
171 for more on this “hunter response”).

Most often, though, once a medical professional learns
that the supernatural exists, that’s enough. He now has a
handle on the strangeness that comes into his emergency
room or his asylum, and might even learn to treat the af-
termath of such events, given time. Such characters are by
no means happy or well-adjusted, however, because they
are aware of the danger that lurks in the World of Dark-
ness. Many of these unfortunates develop derangements
such as Avoidance or Suspicion, as well as problems such
as alcoholism and insomnia. They know very little, but
enough to be terrified, probably forever.

Medieal
Procedures inmthe
Chronicle

This section discusses game mechanics for medical
procedures and situations. Herein, we include new derange-
ments and an in-depth discussion on what a derangement
really means within the context of a World of Darkness
chronicle, as well as some new Merits to represent various
types of medical expertise and experience.

One thing to keep in mind, though, is that doctors and
other medical professionals do not “heal” people. They re-
move obstacles to the human body’s natural healing process,
allowing the body’s systems to take over. As simple as that
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sounds, the modern medical body of knowledge is capable
of some truly impressive feats, including transplanting or-
gans from one body to another, using radiation and poison
to kill tumors, repairing gross physical deformities such as
cleft palates and even replacing body parts with artificial
components. Mental health is somewhat trickier, because
the medical profession is still grappling with defining mental
disorders in treatable terms, but a few game systems are
included here for this arena, as well.

The systems included in this section by no means
cover every conceivable medical procedure that a character
might attempt. For the most part, we concentrate on the
procedures that are most likely to see use in a chronicle.
Even if a character is a speech-language pathologist, for
instance, systems for articulation therapy probably aren’t
necessary for the chronicle.

Systeims

The systems below expand upon the systems for heal-
ing and diagnosis presented on pp. 60-62 of the World of
Darkness Rulebook. All of the systems presented here are
optional, and are useful for troupes that wish to increase the
role that medical procedure plays in their chronicles.

Diagnosis

A proper diagnosis is critical for receiving proper medi-
cal care. If a patient is misdiagnosed, the staff might waste
valuable time using treatment methods that are ineffective.
Worse, the wrong treatment, especially with regards to
pharmaceuticals, can be fatal.

The roll results provided on p. 61 of the World of
Darkness Rulebook for diagnosis and treatment are per-
fectly serviceable for all of the different diagnostic tests
discussed here. The dice pools might change, however
— and note that not all of them involve Medicine.

Blood test and other lab tests: Most of the time, doc-
tors don’t perform lab tests. They send them out to be per-
formed by independent laboratories by trained technicians.
Performing the test correctly only requires game mechanics
if a player is playing a lab tech or if the Storyteller has some
reason to feel that whether a test is performed properly has
some impact on the chronicle. In this instance, the test
requires a roll of Intelligence + Science. The action can be
instant or extended, depending on the complexity of the
test and how many different steps it entails. A pregnancy
test, for instance, is an instant action (and often performable
at a doctor’s office, much to the relief of many an anxious
couple). Taking x-rays and ultrasounds (but not interpret-
ing them, which is the doctor’s job) probably requires an
extended action (five successes, 10 minutes per roll).

The doctor’s main responsibilities with lab tests are
knowing which ones to order in the first place and then
interpreting the results. Figuring out which test to order
involves a roll of Wits + Medicine; this is an instant action,

made at the end of an examination (see below). Interpret-
ing the results of a lab test is an Intelligence + Medicine
roll. This is an extended action (15 minutes per roll; three
to 15 successes required, depending on the complexity of
the tests, how accurate the information is and how obscure
the condition).

Suggested Modifiers — Ordering tests: Regular or long-
time patient (+1), success on Interview roll (+1 — see
below), condition is common (+2), professional keeps
current with testing techniques (+2); failure on Interview
roll (-1), professional has never seen this condition before
(1), patient is lying about condition (—2). Interpreting tests:
Good references/Internet access (+1), condition is common
(+2); professional ordered the wrong test (=3).

Evaluation: An initial consultation with almost any
health care provider, be it therapist, doctor or psychologist,
consists of an examination and an interview. This process,
which can actually take several visits, forms the basis of an
evaluation, after which the professional makes the diagnosis
(or, in the case of physical and occupational therapy, forms a
plan for treatment). This data collection process is complex,
but it is an important part of the job and occupies whole
courses in medical and therapy programs. In game terms,
the evaluation process comes down to two rolls, one for
Assessment and one for Interview.

The Interview comes first. Simply put, the professional
talks to the patient, finds out what the trouble is (from the
patient’s perspective) and what the patient would like out
of treatment. If a patient comes to a doctor with a pain in
his foot, the goal is fairly obvious: the patient would like
the foot to stop hurting. If a non-native English speaker
goes to an SLP, however, and asks for accent modification
therapy, the goal might be simply to improve intelligibility
or to lose the accent completely. During the interview, the
player rolls Intelligence + Empathy. This is an extended
action, with each roll representing 10 minutes and five suc-
cesses required. The challenge in the Interview is knowing
which questions to ask and putting the patient enough at
ease that he is forthcoming and honest about his symptoms
and history.

The Assessment includes taking all of the information
that the provider receives from the patient, including the
patient’s medical history, the interview and the results of
any tests the character performs (or orders) and synthesiz-
ing it into a diagnosis. The Assessment is represented by an
extended Intelligence + Medicine roll. Each roll represents
30 minutes. The number of required successes ranges from
five to 30, but the character might stop after achieving
only a few successes. This doesn’t necessarily result in an
incorrect diagnosis, just an incomplete one. A doctor might
recognize that the patient has an infection in a wound on
his side fairly easily, but if she doesn’t dig deep enough into
the matter she won’t discover the fragment of werewolf
tooth still lodged in the patient’s flesh.

The Assessment can also include behavioral or lan-
guage tests, depending on what the professional’s scope of

MEDICAL PROCEDURES I[N THE CHRONICLE




practice is. An SLP might administer a test of language,
speech, fluency and comprehension or perform an oral
mechanics examination to see if all of the organs of speech
are intact. A psychologist might ask a series of hypotheti-
cal questions, administer a Rorschach or word-association
test or simply write down and analyze a patient’s normal
conversation. Standardized tests have been normed on a
given population, and are therefore only applicable within
that population. For instance, a language test that was
developed and normed for children aged two to nine isn’t
useful for adults, unless the adult is developmentally and
cognitively at such an age.

Suggested Modifiers — Interview: Regular or longtime
patient (+1), condition is very common (+2), professional
has seen condition before (+2); language barrier between
professional and patient (—1), doctor has never seen condi-
tion before (—1), patient lies about symptoms (-2). Assess-
ment: Good research materials (+2), condition is common
(+2); interview roll failed (-2), lab tests were corrupt or
misleading (—2), wrong tests ordered or performed (-3).

Treatment

Once a diagnosis is made, the professional can begin
treatment. Depending on the problem, treatment might be as
simple as taking a few pills and waiting for the problem to clear
up, or treatment might require prolonged physical therapy,
chemotherapy, several different surgeries or other extensive
interventions. We don’t have space here to explore all of the
possible treatment options, even if we were to limit the problems
severely. Instead, World of Darkness: Asylum discusses several
treatments commonly used in the mental health field and how
they might translate to game systems.

Drugs: The first solution, for better or worse, in many
cases is psychopharmacology. Prescription drugs are given to
the patient in an attempt to help correct whatever is wrong.
Although psychopharmacology receives some bad press as a
methodology, its basis is sound: all thoughts and emotions in the
human experience are represented by chemicals in the brain. A
mental health disorder, then, involves some abnormality in brain
chemistry, and a drug that corrects this abnormality should fix
the problem. Detractors of psychopharmacology feel that some
diagnoses are prevalent because they allow doctors to prescribe
certain medications, which raises the drug companies’ profits,
which comes back to the doctors in the form of kickbacks and
perks, such as plum research jobs. Other critics simply take issue
with the idea giving a troubled person a pill instead of helping
him solve his problem (though, admittedly, this criticism tends
to come from people with a limited view of psychotherapy
— psychopharmacology is very rarely the only form of therapy
given to a patient).

In reality, though, there is no “magic pill” that a person with
schizophrenia can take to correct the problem. Drugs can help,
certainly, and many people with schizophrenia, bipolar disor-
der, attention deficit disorder and other problems find that the
right pharmaceuticals make them much more able to function.
However, there are some problems with psychopharmacology,

e r———TEE
Outdated Tests

Diagnostic procedures fall by the wayside as
they become obsolete ... for the most part.
Sometimes a doctor refuses to abandon the
tests that he is accustomed to using, no mat-
ter how outmoded and dangerous they are.
Sometimes funding for a clinic or hospital
doesn’t permit new equipment or training.And
sometimes, the older tests reveal things that the
newer ones don’t. Doctors seldom use mirrors
to check to see if people are breathing anymore,
for instance, much to the relief of vampires,
whose reflections appear blurry and indistinct.

One test, used as recently as the 1980s, is called
pneumoencephalography. In this test, the fluid
surrounding the brain (cerebrospinal fluid, often
abbreviated CSF) is drained almost completely
and replaced with oxygen, air or helium to allow
the brain to show up better on an x-ray. This
test was painful and dangerous, and has been
supplanted by the CAT Scan. But Bishopsgate
still has the equipment for performing this test,
and an older doctor might well order such a
test out of frustration, obstinacy or just dislike
for the patient in question.

e ——
even before considering any concerns about the drug industry
and the philosophy behind the methodology.

First, drugs work only when you take them. This re-
quires that the patient recognizes that he has a problem,
has the desire to correct it, understands (or believes) that
taking his meds will help and has the wherewithal to do
so. Patients without family support sometimes go off their
meds due to forgetfulness, anger or many other reasons, and
then the patient can probably expect to relapse.

Second, drugs don’t work for everyone. Everyone’s
biological chemistry is different, and that means that no
two people respond to drugs in exactly the same way. Some
people find that a few weeks on an antidepressant makes
them perfectly able to function, while others find that the
drugs exaggerate certain parts of their conditions. It can take
time to find the right combination of drugs (called a “cock-
tail”), and not everyone has that kind of patience . . .

... or money, which brings us to the third problem.
Drugs, especially in the United States, are extremely expen-
sive. People with insurance can usually afford their meds
with only a small “co-payment,” but for people without
insurance, even getting a good psych evaluation, much less
the right medication, can be impossible.

Finally, a drug cocktail has to be reevaluated periodi-
cally. A patient’s biology changes, and drugs don’t have the
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same effect anymore, which means the side effects can wors-
en or the intended effects can disappear. Also, some drugs
are habit-forming (sleep aids especially), and a good and
ethical health care professional works to prevent this.

Drugs are divided into broad categories based on their
general effects, and then further subdivided according to
what specific effect they have on brain chemistry, what
“generation” they belong to, potency and other consid-
erations. Classes of drugs include antipsychotics (used to
treat the symptoms of schizophrenia and other psychoses),
antidepressants (used to treat symptoms of clinical depres-
sion), mood stabilizers (used to treat mood disorders such as
bipolar disorder), stimulants (used, among other things to
treat attention deficit disorder) and hypnotics (used to treat
sleep disorders). All drugs have side effects (see sidebar).

Appropriate psychopharmacology increases the ef-
fectiveness of “talk therapy” (see below).

Figuring out which drug to prescribe requires a roll of Intel-
ligence + Medicine. Suggested Modifiers: Science Specialty in
Chemistry or Pharmacology (+1), successful diagnosis (+1);
unsuccessful diagnosis (—3). All this roll does, though, is allow
the professional to prescribe the right drug. Getting the patient
to take the drug is out of the professional’s hands, unless the
patient is committed to an institution.

Side Effects |

The following is a list of a few side effects of
psychopharmaceuticals, by type:

* Antipsychotics: Restlessness, tremors, cogni-
tion problems, dysphoria (a general bad feeling,
notable because it tends to cause people to
stop taking the meds), seizures.

* Antidepressants: Headaches, tremors, nau-
sea, sexual dysfunction, blurred vision, drowsi-
ness, skin rash.

* Mood stabilizers: Nausea, vomiting, seizures.
Mood stabilizers are often prescribed alongside
antidepressants and require frequent monitoring, as
they can be life-threatening if used improperly.

 Stimulants: Euphoria, insomnia, addiction,
loss of appetite.

* Hypnotics: Sleep, addiction, lethargy, dizziness.

Different drugs in the same categories have differ-
ent side effects, and it should be noted that while
many drugs have a potential laundry list of side
effects, the operative word is “potential.”’ Very few
of the extreme side effects ever show up, but they
might,and so doctors and drug companies have to
advise consumers.

ECT: Electroconvulsive therapy (ECT) is better
known as “electroshock therapy.” It involves inducing
seizures by applying electric current to the brain, and was
developed to treat the symptoms of schizophrenia. Origi-
nally, ECT was administered without anesthesia, but current
practice is to use both an anesthetic and a paralytic agent
before ECT (to keep the patient from self-injury during the
seizure). ECT has fallen out of common use because of the
proliferation of drugs that accomplish the same things with
much greater efficacy, but remains an occasional technique
for treating clinical depression.

As might be expected, ECT is controversial, and has
been negatively portrayed in the media enough that most
people cringe at the thought. Using ECT on an awake and
aware person requires a degeneration check at Morality 7.

Patients subjected to ECT don’t take damage from
electrocution, but if they are not anesthetized first, they
might take damage from the seizure. If an aware and mobile
patient is subjected to ECT, she suffers five dice of bashing
damage. Successive uses, obviously, can cause a great deal
of potential injury.

Talk Therapy: “Talk therapy” is a blanket term for any
psychotherapeutic modality that doesn’t require medical
intervention. One example is cognitive therapy, in which
the patient is directed to change his thoughts (this might
seem simplistic, but it’s much more involved than simply
telling someone to “think positive” — it involves a long
period of treatment and analysis into what thought patterns
are harmful to the patient and how they might be changed).
Another is expressive therapy, which can incorporate art,
dance, music and virtually any creative medium to help a
patient express his problems, and thus analyze and confront
them. Space precludes discussing the hundreds of different
types of psychotherapy here, and players in a World of
Darkness chronicle probably aren’t going to detail their
characters’ therapeutic approaches, anyway. Keep the fol-
lowing points in mind, though.

Psychotherapy is not quick. It can require months
or years of treatment to be effective, and, once again,
not everyone has that kind of time, patience or money.
Insurance companies, since they are seldom run by health
care professionals, don’t often understand why therapy is
necessary when drugs are available, and thus don’t authorize
many visits with a psychologist (but do authorize payment
for pharmaceuticals).

Psychotherapy also depends upon honest and open
interaction with the patient. The therapist can be one of
the best in the world, but if the patient isn’t cooperative,
then progress is going to be extremely limited. Some pa-
tients aren’t cognizant enough to realize the point of the
exercise, and some are aware of it but are savvy enough to
manipulate a therapist to their own ends.

Regardless of the specific type employed, game systems
for psychotherapy work the same way. The therapist needs
to gain the patient’s trust; this can be accomplished with
a contested roll (therapist’s Manipulation + Empathy vs.
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subject’s Composure + Subterfuge). This roll is made once
every session, as long as the subject wishes to keep resisting
the therapy. If the therapist wins, the patient participates in
the therapy, perhaps grudgingly, perhaps only temporarily,
but enough for the therapist to make some headway. If the
patient wins, he can participate if he so chooses, but might
lie or remain silent through the session.

The next step is the actual therapy. The therapist
presents the patient with the therapy tools, be they con-
versation, art, play therapy, primal scream or whatever the
therapist thinks will work. The therapist’s player rolls Ma-
nipulation + Medicine. If this roll succeeds, the character
has explained herself well enough that the patient can grasp
the concepts and employ them. The patient’s player might
then be required to make rolls such as Wits + Expression
(writing a poem), Intelligence + Composure (examining
and discussing his own feelings and thoughts) or Resolve
+ Composure (reliving a traumatic event). If these rolls
succeed, the therapy progresses.

At the end of every successful therapy session, the
patient’s player makes an extended Resolve + Composure
roll. When the player reaches the target number of suc-
cesses, the character stops suffering the effects of a given
derangement. The target number of successes varies based
on the derangement’s severity. A mild derangement requires
10 successes, a severe one requires 20 and an extreme one
requires 30.

Note that the derangement does not disappear; the
character simply stops suffering the negative effects. No
one is ever “cured” of schizophrenia, but it can be put into
remission. A traumatic event, a long period of time spent
off medication or supernatural intervention can cause a
relapse. In such an instance, the Storyteller can have the
player roll Resolve + Composure. If this roll fails, the de-
rangement returns, and all rolls involving resisting it suffer
a —3 penalty until the character gets back on her meds or
has a successful therapy session. The derangement must
then be put back into remission, but the difficulty is halved
(it remains the same, though, if the derangement returns
again later — a mild derangement requires 10 successes to
be put into remission the first time and five successes in
the future).

Emergency Procedures

The medical procedures that players’ characters are
most likely to be performing, of course, are in-the-field
emergency measures. Wounds caused by gunshot wounds
(or claws or fangs), burns from magic spells, damage from
falling and so on, are likely to happen when normal medical
assistance is too far away to be helpful.

The healing system presented on p. 62 of the World of
Darkness Rulebook works fine for stabilizing Incapacitated
characters, but it doesn’t take into account some of the
things that this stabilization might mean. Below are some
examples of what the Dexterity + Medicine roll to save a
dying person’s life might represent.

| o ——TT
As Long as We’re
on the Subject ...

...leeches are making a comeback, as well.
Leeches are sometimes used in surgery to drain
off excess blood. This prevents it from clotting
and blocking arteries.There is some increased
risk of infection when using leeches, but this is
easily manageable. Similar to maggots, leeches
are cheap and effective.

One wonders, then, what kinds of medical
marvels a doctor with the supernatural ability
to command various forms of vermin might be
able to accomplish?

¢ Emergency Tracheostomy: The character’s airway
is blocked off and cannot be cleared. This might happen
because of swelling due to an allergic reaction or sinister
magic. In any case, the medical professional must make a
hole in the front of the throat to allow air to access the
trachea. EMS-trained professionals have surgical tools to ac-
complish this, but the cinematic example is to use a hollow
plastic tube, such as a pen. The danger, of course, is placing
the hole incorrectly and puncturing an artery.

e Stitches, sutures and other blood-loss prevention:
Deep cuts, bullet wounds, savage bites and other injuries
that part flesh and spill blood often require stitches or su-
tures. Properly performed, such procedures can stop bleed-
ing and save lives. A field medical kit contains needles and
stitches, but in a pinch, a long sewing needle and thick
thread could be used (though this would certainly levy
negative penalties). Deep pressure can also be used to stop
or slow bleeding, and for untrained people, “Keep pressure
on it!” might be the extent of their utility. Tourniquets
can also be employed to stop serious bleeding.

¢ Infection: Infection occurs when bacteria enter a
wound and multiply. An infected area is referred to as septic.
Septic areas can be the result of untended, unclean cuts,
scrapes, bedsores or other wounds, but can also occur rapidly
and seriously if, for instance, the esophagus is severed, allow-
ing stomach acid to spill into the lungs and other cavities.
The systems for resisting disease and poison found on p. 49
of the World of Darkness Rulebook work for resisting the
worst effects of infection, but a successful medical treatment
to clean and sterilize the wound, in addition to antibiotic
drugs, can add positive modifiers to such rolls.

Once flesh is infested, it might start to die, becoming
necrotized. Necrotized flesh needs to be removed; it can-
not be healed. This might result in amputation of a limb
if the wound is serious enough, but for smaller wounds,
debridement is enough. Wound debridement usually involves
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scraping the dead flesh away, leaving pink flesh behind (if
it’s got blood flow, it’s not dead). In some cases, though,
live maggots are applied to the wound. The right species of
maggot eats only dead flesh, does not burrow under the skin
and does not pupate in the wound, so apart from the disgust
a patient might feel at having live maggots eating part of
him, the little creatures are a superb (and, as it happens,
economical) method of wound debridement.

The Medicine Skif]

The Medicine Skill, presented on p. 60 of the World
of Darkness Rulebook, mentions that one or two dots of
the Skill translate roughly to first aid and other low-level
training, while three or more dots is more akin to what a
doctor or surgeon might possess. Below is an expansion
of what each dot of the Skill might cover. Since real-life
medical acumen is a combination of talent, intelligence
and training, there is no way to make all possible forms
of medicine fall into five neat little categories, but this
breakdown should at least provide a rough idea of how
much Medicine to give a character.

One dot: A character at this level has probably taken
classes in human anatomy and physiology (which might
or might not include cadaver dissection), and might know
CPR, the Heimlich maneuver and other simple lifesaving
procedures. A character who works in a hospital might
pick up enough information by observation to qualify for
a single dot in Medicine, regardless of what field she works
in. Medical professionals who work with patients in low-
medical settings (some psychologists, SLPs) might have
Medicine 1.

Two dots: This level implies a greater degree of school-
ing and experience. A character with two dots of Medicine
might have been a combat medic in the military, or might
be an EMT with below paramedic-level training. Most
nurses are at this level, as well, as are physical therapists.
A medical student in a residency or fellowship might also
be considered to be at Medicine 2. Such characters might
know how to perform a wide variety of diagnostic evalua-
tions, and even know, in theory, how to deliver babies or
perform some surgeries, but not have very much experience
in applying this knowledge.

Three dots: At this level of skill, a character might be a
general practitioner with a few years under his belt, a surgical
nurse (or nurse anesthetist, nurse-practitioner or other special-
ized nurse), a paramedic-level EMT or a medical professional in
a therapy field with a great deal of experience and theoretical
knowledge. Such characters are competent to perform compli-
cated activities within their scopes of practice (deliver babies,
perform lifesaving surgery, treat known mental disorders), but,
as has been mentioned, scope of practice differs from field to
field (even the most expert occupational therapist isn’t going
to perform brain surgery).

Note that at this level of skill, the next step is usually
to gain a Specialty, rather than a fourth dot in Medicine.
Specialties are discussed below.

Four dots: A medical professional at this level probably
has at least 10 years of experience in his field, stays abreast
of current research (or performs such research himself) and
if he continues to practice, enjoys a strong reputation in
his field. Other professionals in the area know his work and
refer patients to him. At this level, a character can perform
extremely difficult and complex activities within his scope
of practice (joint replacement, open-heart surgery, rare or
delicate mental disorders). Such doctors are usually very
expensive. Professionals other than doctors at Medicine 4
are rare, and such acumen implies an incredible devotion
to the job, independent study and probably additional
schooling, and a great deal of natural talent as well as years
of experience.

Five dots: Laymen might recognize the names of
doctors at this level of skill; they have become household
words (and thus, some level of the Fame Merit is appropri-
ate). Doctors such as this are often published and cited in
multiple journals, sought after all over the country (and
perhaps the world) for their skill, and only treat the most
complicated and challenging patients within their scopes
of practice. It is extremely rare for professionals other than
doctors to reach Medicine 5.

Specialties: As mentioned above, when a medical
professional reaches Medicine 3, it is much more likely that
she will gain a Specialty than progress to Medicine 4. Any of
the fields listed in the glossary beginning on p. 15 (cardiol-
ogy, oncology, etc.) might be an acceptable Specialty. For
purposes of game mechanics, fields such as Speech Therapy,
Physical Therapy, Occupational Therapy and even Psychol-
ogy or Psychiatry might be considered Specialties, although
there are numerous smaller fields within those arenas that
would make sense as well. A speech therapist might special-
ize in voice disorders, for instance, but it probably makes
more sense from a game mechanics perspective to buy the
Specialty in Speech-Language Pathology.

Long-Telm Effects

Roleplaying games, World of Darkness games included,
are usually written with the assumption that some form
of magical healing takes place. This is a simplifying tech-
nique. If magical healing doesn’t happen, then a character
can look forward to being out of the action for months of
bed rest, treatment, surgery, recovery, therapy (physical,
occupational, possibly speech if the mouth or throat was
damaged) — and all of that assumes modern medical fa-
cilities. Modern medicine has made fantastic advances in
rehabilitation techniques, but heavy damage to the human
body still leaves lasting effects. The World of Darkness, for
the most part, glosses right over them. Once a character is
“healed” and the boxes on his sheet are empty, he’s right
back where he started. For some characters, this makes
perfect sense. Vampires and werewolves are, by their nature,
not subject to the same problems as normal people. Mages
are, but they can heal magically in a more complete way
than any normal person can. But what if your character
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is a normal person with no access to magic? How can you
simulate the deleterious effects of serious injury?

For one thing, before implementing any such system,
make sure it’s what the troupe wants. While adding effects
of injuries to your chronicle might make for slightly more
“realism,” and certainly might have the effect of acting
as a deterrent to wantonly jumping into combat, such a
system adds more bookkeeping to the game and might
remove a dimension of non-reality inherent to characters
in a story (rather than people in real life). If the players and
the Storyteller agree that injuries shouldn’t just fade away,
though, below are three methods of handling them. We
don’t list specific injuries and their effects, because we don’t
have that kind of space and because two people might be
injured in the same manner but wind up with completely
different lasting effects. If your character is stabbed in the
back, she might wind up with trouble breathing (collapsed
lung), walking (severed nerve) or just massive blood loss
and scar tissue.

¢ Narrative: The lasting injury has no game effects,
but players are expected to portray their characters with
an eye toward old complaints. Maybe a character’s knee
flares up when the weather turns cold following a broken
leg. Maybe another character has trouble remembering
details following the car accident. Maybe a character is still
grappling with a nicotine addiction following surgery for a
tumor on his lung (obliquely related, but related nonethe-
less). The Storyteller can, if he chooses, award experience
for good roleplaying.

¢ Flaws: A simple method for representing ongoing
effects of injury is simply for the character to take a Flaw.
The system listed on pp. 217-219 of the World of Dark-
ness Rulebook can easily be applied to the results of serious
injury, and can allow a player to garner some additional
experience (which softens the blow a bit).

¢ Reduction of Traits: A harsh, but appropriate,
method of representing injury is to remove dots of At-
tributes or Skills from characters. Physical Attributes and
Skills are probably the most likely targets — people who
spend months in a hospital come out weaker than they
went in. Stamina, Strength and Athletics are the most
appropriate Traits to be reduced, but Mental Attributes
and Social Skills might be affected if the character suffered
brain damage. Merciful Storytellers might wish to translate
the lost dots into experience points, which then might be
spent on Traits that the character might improve while in
the hospital. For instance, a character is shot in the back
and loses a great deal of blood. He winds up bedridden for
months. The Storyteller rules that he loses a dot of Stamina
from the ordeal, dropping him from Stamina 3 to Stamina
2. Since Stamina 3 would normally cost 15 experience
points to purchase, the player receives 15 experience points
to spend. He buys a dot of Medicine (three points; he pays
attention to what’s around him and talks to the doctors and
nurses), a second dot of Academics (six points; nothing
to do but read), a dot of Contacts (two points; he takes a

shine to his physical therapist) and saves the other four to
put toward rebuilding his Stamina.

Note that some Merits have prerequisites that might be
lost under this system. The Merit isn’t gone for good, though
— just until the character rebuilds his lost Traits.

Delrangemefts

An important point to note about derangements is that
they are not the same thing as mental illness. A derange-
ment, as defined by the World of Darkness Rulebook, is “[a
behavior] that occur[s] when the mind is forced to confront
intolerable or conflicting feelings, such as overpowering
terror or profound guilt.” A derangement might mimic the
symptoms of schizophrenia, bipolar disorder or any other
diagnosed psychological problem but is not necessarily the
same thing.

Why do derangements come about? Most often, they
are behavioral changes that result from “sins” against Moral-
ity. Calling the actions that can cause Morality to fall “sins”
is misleading, though (if evocative). “Sin” implies some
religious transgression, and while many religions do indeed
prohibit killing (or at least regulate it to certain circum-
stances), you'll notice that violating the precepts of one’s
religion does not appear on the list of sins against Morality
on p. 91 of the World of Darkness Rulebook. That list is
written with the idea that people hold to a certain level
civilized of behavior and that deviating from that results
in behavioral (if not psychological) problems.

Morality is a tricky concept in the real world — phi-
losophers, epistemologists, theologians and even scientists
try to nail down what it means and whether or not there is
a universal human standard for behavior, whether from a
supernatural or natural source. The Morality system in the
World of Darkness, then, isn’t an attempt to state anything
about the way the world “really is,” but simply to make a
workable system for measuring how much the terror and
desperation of the World of Darkness has poisoned the
mind of a character. A derangement is a symptom of that
poison, and should be understood as nothing more than a
game term (i.e., you won’t hear characters talking about
“derangements”).

From the perspective of a psychologist, a derangement,
regardless of what form it takes, might well be diagnosed
as post-traumatic stress disorder, since it is a change in
behavior following a significant and probably trying event
in a person’s life. When designing new derangements,
it might be helpful to consider them from an empirical
point of view rather than an etiological one. That is, what
exactly is happening? What are the behavioral quirks?
What changed in a character’s outlook? (An etiological
perspective would examine why it is happening, what the
underlying pathology is, and as far as derangements go, we
know why they arise.)

Below are a few new derangements. Again, these aren’t
meant to represent real-world psychological disorders,
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because such disorders arise from problems with brain
chemistry, for the most part, not from sudden exposure to
the supernatural or committing actions that society consid-
ers morally wrong.

New Derangements

The first four derangements are adapted from the
Vampire: The Requiem supplement entitled Ghouls,
because they are generally applicable. The rest appear
for the first time in this book.

Fetishism (mild): Your character formulates an
irrational, pleasurable association with an object or
situation. To fully enjoy himself, so to speak, he needs
to duplicate the situation or be in the presence of the
object. This can lead to some truly bizarre behavior,
often triggering a cycle of gratification and guilt that’s
extremely difficult to break. If your character experi-
ences something that reminds him of the event or object
he’s fetishized, roll Resolve + Composure. If the roll
fails, your character focuses on re-creating the situa-
tion or coming in contact with the object in question.
For example, an orderly who fetishizes licking female
patients’ feet when they are restrained might see an
attractive woman sunning herself by a pool and feel
compelled to indulge himself.

Masochism (severe): Your character is no longer
satisfied with the presence of the object or duplication
of the situation. He must now be hurt by it in order to
enjoy himself. The effects of fetishism apply, but the
character must also suffer an amount of bashing dam-
age at least equal to his Stamina during the compulsive
activity in order to be satisfied. Without the interference
of an outside agent, he won’t stop until the damage is
inflicted in full.

Insomnia (mild): Your character has trouble getting
the required amount of sleep, and not just occasionally. It
happens more often than not, and leaves her feeling tired,
irritable and unable to concentrate. Any time the character
is engaged in a stressful situation (Storyteller discretion),
roll Resolve + Composure. Failure means that your char-
acter is unable to sleep properly and suffers a —2 penalty on
all rolls the following day. Each day thereafter is considered
“stressful” and requires a similar roll until the character
succeeds and gets a full night’s or day’s rest.

Cataplexy (severe): Your character has so much
trouble resting that her body is beginning to fail her.
Whenever the aforementioned sleep roll fails, the
character suffers from bouts of overwhelming feebleness
throughout the following day. Any circumstance result-
ing in an intense emotional reaction such as laughter,
anger or fear requires a Stamina + Composure roll.
Failure means that the character slumps to the ground,
paralyzed with weakness for a full turn even though she
remains fully conscious.

Repression (mild): Your character has blocked out
the memory of the event that caused this derangement.
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She might not remember pulling the trigger and killing
that man. She might remember walking into the old house,
but have no recollection of the horrors she saw there. In
any event, only through intense therapy or memory-alter-
ing supernatural powers will she regain those memories.
The character is aware that something happened, and is
potentially open to discovering what, but cannot call up
the memories herself. In addition, if she finds herself in a
similar situation, the player must roll Resolve + Composure
or else the character blocks out the memory of that scene
as well.

Denial (severe): Your character not only represses
the memories that trouble her but has constructed a
potentially elaborate scenario to replace them and
grows hostile if someone tries to persuade her otherwise.
Whenever someone tries to educate the character as to
the truth of what happens, the character’s player rolls
Resolve + Composure. If the roll succeeds, the character’s
delusion remains intact, and the character becomes
irate and refuses to discuss the matter. If the roll fails,
her internal commitment to the safety of the delusion
weakens a bit, and she is at least willing to listen.

Supernatural Fascination (mild): Your character, usu-
ally following a supernatural event, has become convinced
that the supernatural influences every facet of life. “The
supernatural” here is defined by the character in question.
He might become devoted to a particular religion, and see
the hand of whatever God he chooses in every aspect of
life. He might believe that aliens or secret government
masters control everything. In any event, he believes that
the world has a secret set of rules and codes that, if he
abides by them, he will go to Heaven/have good luck/be
safe from harm/etc. At least once a scene, and more often if
significant events occur during a scene, the player must roll
Resolve + Composure. If that roll fails, the character must
perform some action appropriate to his beliefs. He might
utter a brief prayer, mumble into his wallet (which he’s
sure contains a communication device), line his hat with
tinfoil to prevent the aliens from reading his mind and so
on. Because this derangement is so pervasive, it shouldn’t
cause major disruptions to the character’s life, but its effects
are almost constant.

Zealotry (severe): Your character has decided that
his spiritual or supernatural beliefs are so important than
everyone should share them. He proselytizes to everyone
he meets, given only a few minutes of conversation. He
might ask people if they have accepted Jesus Christ as
their personal savior, or he might simply warn people
engaging in “sinful” behavior that they are bound for
Hell. He might snap pictures of agents of the govern-
ment conspiracy and warn other people to “stay away
from them.” He might occasionally curse while looking
at sky, as though expecting the aliens to arrive any
moment. The game system for this derangement works
similar to Supernatural Fascination, but the effects are
more extreme, as described.

— The Merit listed below are ;ies:gned and described with

medical characters in mind, but nothing says that other
characters can’t take them as well.

Mertta] Mekits
A Little Knowledge (e)

Prerequisite: Mortal (non-supernatural)

Effect: Your character has either had a brush with
the supernatural or been in a field that has regular casual
contact with the supernatural (such as medicine or law
enforcement) to know that something else is out there.
While he doesn’t know anything specific (i.e., this Merit
doesn’t give any bonus to Occult rolls or offer any frame of
reference), your character doesn’t suffer negative penalties
when trying to identify or diagnosis conditions for which
there is no easy medical antecedent.

For instance, a doctor with this Merit sees a patient in
the ER with long, vicious bite marks. The doctor knows that
no animal short of a bear could have made those wounds,
and he knows that there are no bears native to the area.
Normally, this would negatively affect his treatment — he
might waste valuable time trying to shoehorn the evidence
into his own experience. With this Merit, though, he takes
it as read that something made these bites and treats them.

This Merit also offers a +1 bonus to any roll made to
recognize a strange or otherworldly situation. If the char-
acter ever becomes a supernatural being, including a ghoul
or a Sleepwalker, he loses this Merit.

Emotional Detachmertt (o)

Prerequisite: Resolve oo

Effect: Your character can distance himself from the
pain, grief and suffering of his fellow human beings long
enough to help them. This might make him seem somewhat
aloof, but it also means that he doesn’t second-guess himself
when performing delicate surgery. The character ignores
penalties stemming from stress equal to his Resolve rating.
For instance, if an EMT is trying to perform an emergency
tracheostomy while in a moving car with a werewolf on the
roof, the EMT might normally suffer a—2 penalty from sheer
emotional pressure. If he had this Merit and his Resolve
were 2 or higher, he would take no penalty at all.

Good Time Managemertt (o o)

Prerequisite: Academics, Medicine or Science ®®

Effect: Years of working with demanding corpora-
tions have served your character well. She can make
effective use of her time, provided that she’s not relying
on anyone else who might slow her down. Each roll in
an extended action has the time requirement reduced by
one quarter. For instance, if the character is translating
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Letter from S.B. to Mrs. Holly Ulrich

Dear Mrs. Ulrich,

! don't Hink /W'// ever ge% Hiz leftor. But 1'd lite it 1y you did. | Hink you should Lbnow
what really Aa/:/aenea/, M%g says she won't open Hiz leftor and I she dpesn't open it
7

and it never 5#4 4enf,

2r2's no veason | can't say what really Aa/:ﬁenea/,

OK. What really Aa/a/:enea/ was that I got inty thiz (itfle club af school with Hese Hree
olher 547/4 and one éﬂ/, And we a//a/dﬂjﬂme seally éﬁ//)/&/ 4/2%, We cut ourselves with rasvrs

and mixed the blvod /%eﬂw, and one n/’g# we all ﬁaf naked fﬂﬁeﬂw, and the é&/ and |
did it | bnow Hiz all Sounds sick, but you need ty bnow what really Aa/a/:enea/ and WA/,

¢ tizs had been going on fjor a month, and one norning | woke up and it really hurt when 1

went ty the bathroom. And 1 told ny mom and we went ty Hhe dvctor and he said 1| had her-
05. G0 since | only ever did it with one éﬁ/, | bnew he had tr have it too, and | called him

' and ol hin e neaded

5&% checked out and tell the ofter ﬁi//é because | was
m/f/ sure he'd done it with them, tro. And ke said Hat I'd better no
il A | i < e "D

2lling the other
c i ;’Z/ Hat-

When | W/ to cchool Hhe next morning, the other 5«/[/4 wouldn't talt to me, and fAe/
all fad big cuts on their hands. | bnew that /Aé)/ d done somethin /amff/ big ty use
vd, an ' crpes, but fé wouldn't li

a text and each roll would normally require one hour,
a character with this Merit only requires 45 minutes
for each roll. Characters using Teamwork (see p. 134 of
the World of Darkness Rulebook) cannot benefit from
this Merit, or characters relying on machines (such as
lab equipment).

Good Time Management applies only to mundane
actions. It does not apply to magical rituals of any kind,
though it does apply to researching such rituals.

Physical Mekits
Tolerance for Biojogy (®)

Prerequisite: Resolve, Stamina or Composure ® ®

Effect: Some people see blood and pass out.
Some people hear another person throwing up and
get queasy. Your character can watch medicinal mag-
gots being massaged into open, blackened wounds
and feel nothing except a bit of curiosity. He never

feels nauseated due to unpleasant things he sees in a
medical setting, and receives a +2 bonus to any roll
to keep composed when offered scenes of violence or
carnage, or when exposed to horrific smells.

SOC"iEﬂ Meﬁi*ts
Bureaucratic Navigator (e e)

Effect: Bureaucracy has a pattern, and your character has
learned to recognize it. Within any given bureaucratic system,
be it a hospital, a government agency or a corporation, he has
learned whom to talk to get results, which rules he absolutely
must follow and which ones he can ignore because no one pays
attention. You receive a +2 bonus to all Social and Mental rolls
made to navigate, manipulate or work within a bureaucratic
system. Note that this Merit doesn’t accomplish the impossible.
Your character isn’t going to get a permit for a heavy assault rifle
if such weapons are illegal in his city, no matter how much he
flirts with the ladies at the country courthouse.
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Chapter Three:
Bishopsgate—
Built on Secrets

Years passed and no one
in our town, no one I
could name, allotted a
single word to that great
ruin which marred the
evenness of the horizon.
Nor was mention made
of that darkly gated patch
of ground closer to the
town’s edge. Even in days
more remote, few things
were said about these
sites. Perhaps someone
would propose tearing
down the old asylum and
razing the burial ground
where no inmate had been
interred for a generation
or more; and perhaps a
few others, swept along
by the moment, would
nod their heart’s assent.
But the resolution always
remained poorly formed,
very soon losing its shape
entirely, its impetus dying
a gentle death in the gentle
old streets of our town.

— Thomas Ligotti,
Dr. Locrian’s Asylum

We often forget that the ground on which we stand has more history than
we know. The land has been here longer than our nations, than our institutions.
[t will outlast us.

The Psychiatric Hospital at Bishopsgate is an example of this. It has stood
for barely a century and a half, but the hospital’s grounds carry a history of mad-
ness and violence that predate its building. Terrible things have happened on
this land, and they’ve been happening for longer than anyone alive today can
know. The question is, why?

Perhaps the earth is sick. Perhaps it is sour. Perhaps the people who do
these things to one another, year after year, are the helpless, the victims of an
ancient malevolent power from beneath the earth that dooms them to repeat
the same atrocities generation by generation, manipulated like toys until they
break. Perhaps the people in the asylum do what they do because they want to,
because the opportunity is there to do it and they do it anyway, because that’s
what people do, one generation traumatizing the next, over and over, until there
aren’t any people to do it.

This cycle of murder, madness and abuse flares up over and over. A sickness
seeps into the fabric of the building, into the minds of the people, both those
who came here to recover, and those who should be working to help them.
Perhaps, ultimately, it doesn’t matter. Whether they do it themselves or some
external agency forces them to do it, well-intentioned people grow cynical and
hateful, and people suffer.

So What's Wolse?

In stories set in a world where the supernatural is real, sometimes it can be
easy to forget that ambiguity can be just as creepy, if not more so, than direct
revelation. The Storyteller shouldn’t feel forced to settle the question of what'’s
under the Bishopsgate (although the following chapter offers plenty of options
to that mystery). Maybe it’s more frightening if the people in the asylum do
what they do because the Thing under the earth makes them. Maybe it’s more
frightening if they do it as the result of choice. Human beings sometimes do
the wrong thing because they can, and they do it surpassingly, horrifyingly well.
That’s the cold, awful truth. That’s all there is.

But then, maybe it’s more frightening if the source of Bishopsgate’s evil is no
more than hinted at, left open enough that the people who face it could conclude
that there’s something down there . . . but not definite enough that anyone could
make any real conclusions. Feel free to pick the one that works best.

A History of- Madmess

In Bishopsgate’s short history, the hospital has seen more than its share of
incident. It’s good to know the past. Sometimes, the past carries lessons. Some-
times, the past carries warnings. Always, the past gives shape to the present.
The documents that sit in county, city and hospital archives give some clue as
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to the shape that the Bishopsgate Hospital’s history has
taken. They speak into the present.

The Mound (1674)
From Daniel Shepherd’s Jowrnal:

17th Ockober, 1674. Having sent Moshola anead +o treat ith
the native Indians, our party encamped in an open, Sparsely wooded
area not far from the river. The Weather for much of our Jourmey
has been clement, and Hhe Families have been in high Spirits.

Moshola retumed with Hhree dignitaries from the Local Tribe;
a Group of Savages wilder in Demeanour and Dress cotd scarcely
be imagined. The Man who Moshola indicated to be their Chief,
whom | guessed to be aged about SO, as ofa particutar striking
Aspect, clad aut in Feathers, Bone and Hide, but yet spoke mitdLy
and offered Friendship, indicating his Company, who Laid Huee
nead of fresiy-Ritted Deer in our midst.

Ketations were cordial in the extreme; at no point did our
conversation prove any Less than pleasant. Our estimable Guide,
through well-chosen Words and the proper Obeisances, maintained
good- Retations ith the Savages.

After e had duty reciprocated in the Giving with huo sacks
of Beads and three Muslets, | commumicated fo Moshola our nten-
tion to settle here, and begged Moshola to assure the dignitaries
that as Neighbours e would prove no trovble; Moghola conveying
Hhis Sentiment to the Chief, the Chief proved amenabie; the only
Froviso, said the venerable Indian, was that we mae no permanent
Settement in the close Vicinity of certain Mounds; the neasest and
largest of which, Moghola explained, as a fiat area some waf a
wite of the River Bank on which had been itk a Grave.

These Mowmdss, Moshola explained, were & Source of Fear fothe
Indians, and +o buitd near +o them was an Offense +o their Supersti-
Fions; even +o go near for any Keason s a Source of Trembling for
Hhe most courageovs Savage. The Indians said that they had not
builk the Mounds, claiming Hhat Hhed had been buitk by Hhose who
nad preceded even the hdians’ Coming to this Land. They said that
one coutd become Lost in the Mounds, for there were Doors through
which evit Spirits from deep within the Earth cotd Leap ovt and
atch the umsary Trespasser asay. They said that umder the
Mound.s sere Tunnels, which Led doum o the deepest Kegions.

1 sa3 mo Merik in their Superstitions, but gave my Assent to
this, as a brifle. This agreed, the Cnief gave nis free Assent +o
our Settlement. . . .

I8th October, 1674. Having taken the Opportunity to LWalk
around Lk LiLL be the Perimerer of our news Ciky, | came across shat
must surely be that Mound. hich occasioned S0 much superstitiovs
fear among the Savages. | sas only a broad, flar grassy Clear-
ing, central to hich s & narros Tumutus of Earth, some Seventy
Paces in Length and Fifteen Paces in Breadin. 1 fett no Evidence
of there being any Malignancy here, and purposed. to build here

when Necessity demands it . . .

Story Hooks: Undel the Mound

The mound once lay where the East Wing of Bishopsgate
Hospital now stands, and the upper level of tunnels now makes

up some of the so-called Labyrinth of passages and sub-basements
under the hospital. Those tunnels go down a very long way,
spiraling further down toward the depths than anyone knows.
What’s down there?

¢ Ruins. Someone or something once lived down here.
Tunnels give way to vaults and huge, ornate buildings that
contain the relics of a civilization. Strange wrecked ma-
chines, incomprehensible writings, artwork that represents
things incomprehensible and smashed furniture designed to
hold people of a very different shape and size from people
of the present. The inhabitants are gone, but some of the
things they made still have energies, and bringing them
to the surface could have terrible consequences: dreams of
horrors long gone, ancient plagues, mutation, possession,
psychoses above and beyond anything experienced by a
patient.

¢ A Living Culture. A previously unknown pre-Co-
lumbian civilization still survives deep in the tunnels below
the hospital. They’re insular and hostile to outsiders. Perhaps
they resemble the highly advanced but amoral people of H.P.
Lovecraft’s short story “The Mound.” Maybe they’re closer in
looks and intention to the “Deros” of 20th-century folklore:
malevolent, deranged creatures with the power to influence
the emotions of the people above. Maybe the beings down
there are monstrous in other ways: flesh-eating Morlocks tend-
ing vast mechanisms of indeterminate purpose; pale, bloated
beings responsible for three centuries of disappearances, who
engage in revolting feeding rituals and who croon and titter
hymns to gods better left undisturbed; boneless worm-like
beings who use some of the doctors in the hospital as agents
in order to obtain the human blood and offal they need to
survive; or something just as bad. It doesn’t have to be ancient,
either: when James Teesdale’s house burnt down, many of his
“friends” vanished with him. The blind, bloated inbred can-
nibal descendants of James Teesdale’s original black coven (see
p. 57, below) could yet survive, only making occasional sorties
into the sub-basements of the hospital in order to find food.

¢ A Contagion. Danger from the earth can take other
forms. It doesn’t have to be visible straight away. Isolated from
the world above, all manner of plagues could wait in the depths
for an unwitting intruder to take the infection and bring it to
the surface. An alien plague could have evolved into something
entirely outside human experience over thousands of years.
Who knows what lives and multiplies down there in pools of
water, stagnant for millennia? Or worse, it might be a biological
weapon, created by a lost civilization — or a surviving one. A
disease can be one of the most terrible enemies anyone could
everface. A hospital, quarantined, becomes a prison. People die
terrible, painful deaths. Those who would treat them begin to
fall apart. Some seek to save themselves. Others become para-
noid, seeing illness even when there is none and lashing out in
fear and horror. Others try to escape, maybe even unwittingly
taking the contagion elsewhere. Symptoms could manifest in
any number of ways. They could be realistic — wasting, diar-
rhea, vomiting, bleeding and the like. First symptoms could be
psychological — hallucinations and delusions (in a madhouse,
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who'd notice if someone goes mad?) Or they could be bizarre,
leading to mutation, evolutionary shifts or random disappear-
ances of partial or whole humans — it could be like the Jigsaw
Disease from the old Judge Dredd comics, which causes chunks
of flesh to vanish one by one until there’s nothing left, or the
ghost-plague that has people turning into shadows burned onto
the wall, as in the Japanese film Kairo (Pulse). A plague from
beneath the earth could lead to another kind of survival horror
as well, as the plague causes its victims to fall prey to homicidal
rage, cannibalistic urges or, worse, resurrection after dying, as
in any number of zombie movies (but especially 28 Days Later,
which has a bio-engineered disease as its rationale).

® A God. Somewhere far, far below the ground, there
is a deity, a vast, horribly ancient being that looks at best on
the humans as a disinterested and slightly cruel child with a
magnifying glass looks on ants. This god can sense walking
above its resting place. Once upon a time, the deity was
an object of worship for a lost civilization. Or a surviving
culture still worships it. Maybe there wasn’t anything that
worshipped the deity in this world, and long ago the god was
imprisoned here for some reason that no one will ever know.
Fans of H.P. Lovecraft will find it easy to imagine Really Big
Monsters with unpronounceable names, toad-like outlines,
tentacles and huge numbers of eyes and mouths, but even
Lovecraft himself would have considered that description
inadequate. Whatever it looks like — and it doesn’t have
to have anything like a consistent appearance — this alien
god is material, alien and abstract at the same time. It’s a
cosmic personification of some abstract concept. Some
mathematicians and philosophers are of the opinion that
some of the more conceptual areas of higher mathematics
(calculus, imaginary numbers and the like) always existed in
their own intellectual non-space, waiting to be discovered.
What if emotional abstracts such as hate, anger, fear and
inevitably madness were also things that weren’t artifacts
of human consciousness but instead were cosmic, Platonic
realities that humans simply accessed? The Thing sleeping
so far under the earth feeds on and propagates the emotion
It personifies, perhaps sending equally conceptual but no less
real servants (or “children”) to the hospital above, the better
to bring about the destined time when It awakens fully and
eats the world. The best a human could hope for is to delay
the inevitable, passing on the danger for another generation
to deal with. If we’re really as insignificant as all that, that’s
still something of a triumph. Certainly, actually seeing the
god from beneath the mound could only mean defeat of a
permanent, eternal kind, defeat for the entire world.

¢ Nothing. There’s nothing down there apart from some
lizards, some burrowing animals, a whole load of bugs and worms.
And that’s it. They'’re a natural feature of the stone and soil
making up this region, and if anyone or anything ever really
lived down there beyond the first few levels, they’re long gone.
They'’re unstable and bleak, however, and lend themselves to
claustrophobia and paranoia. Perhaps it’s down here that one of
the orderlies is hiding the bodies of those patients whose hearts
and eyeballs he ate. Perhaps the doctor whose abuses at the

asylum are at risk of being uncovered takes flight from his more
righteous colleagues down here. Perhaps this is where one of the
nurses keeps a brutalized harem of scared, filthy patients, forcing
them to fulfill her urges. A multitude of sins can be hidden down
here, and it seems to go down forever.

The Burriing of Sqtiire
Teesddle’s Mansion (1714)

From A History of My Family and Country, or A
Memoir of A Peaceful Life, by Joel Walker Shepherd:

Tt was sﬁort[y aﬁ'er the Thaw of that year that 1
witnessed the Burnin qf James Teesdale’s Mansion.
The cry went up sucfr?enfy; Squire Teesdale’s young-
est Son, Edwin, unique amony his Brothers for lﬂs
Attendance at the Methodist Hall and thus familiar
to us, came to my door at Two O’Clock in the ‘J\figﬁt,
sﬁouting and making the most terrible Commotion,
and cr ing out, “Master Shepherd, Jofease attend, for
the sa& of your Aunt and her husband”

‘J-(aving discovered the cause of his Excitement,
ﬂyuffe(f on my Breeches and Boots and took to
rousing the Militia. Within a ‘J-(agf an Hour, we
had reached the house; we near drained the River
in our Exertions, but our most strenuous and
determined fﬁorts came to Naugﬁt, for the Fire
had taken the Foundations of the House.

The ‘Rcz?( came down with the greatest Crash
7 have heard, and the Walls oftﬁe House coffa}asec{
soon afterward, coffa])sing into the groum[ with
a SJoeecf 7 would have tﬁm:?ﬁt im]aossiﬁfe, had 1
not seen it myseff 7 fancie that there were great
Hands yuffing the Walls inward and downward
into the Eartﬁ, and tﬁougﬁt that 1 had heard
sometﬁing (ike unto a great Shriek from some Voice
7 dare not name. 1 concluded that 1 was tived. It
was but a Tancy.

The Squire, his two elder Sons, who had been
visiting, and his other Guests, o whom there were
ten, yerisﬁecf in the Fire. Qtﬁff to me to tell his
Wtfe, his CDaugﬁter, and Edwin, who was now his
onfy surviving Son and tﬁrougﬁ this tmgerfy heir
to Squire Teesdale’s estate, such as it was.

These sad Duties went as could be eagoected: Bugor
the ’Resyonse cf Squire Teesdale’s Widow, my late Father’s
Sister, was singufcm 7 approached with grave Countenance

and told her that her husband was lost. She set her mouth
ﬁrmfy, and said (mfy this: “He has surefy returned to his
r@ﬁtﬂf Place; 7 shall not weep for him.”

From the journal of Reverend Bodycombe

July 3rd: The Holy Ones came to me again

=
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last night. They told me that I had done well.
They said to me, “Well done, thou good and
faithful servant,” and I saw them clearly for the
first time. It’s the eyes, you see. It’s the eyes. No
matter how fair the angel may appear to be, a
man can see the truth of an angel’s soul through
its eyes. Their voices, too — they mocked me.
They were laughing at me, and as the scales
fell from the eyes of the Apostle as the light was
withdrawn, so, too, did they from mine.

They had hidden their eyes from me until
now. They had hidden in the light. They had
hidden in the light, and their faces had been
obscured by a thing I had thought to be the
light of divinity. But last night I saw them for
who they were, and I realized my sin. For I
have fallen prey to error, God help me. I have
fallen so far and I have led all of these sheep
into error with me.

And now I alone, and it is my duty to face the
truth of what I have done and to report it to the
world, to present a truer Gospel than the Gospel
hitherto preached.

Were I a strong man, I might be able to do
it; but I am not a strong man. And I am alone. I
passed on the promise of the angels to my lambs,
that they would pass from this world and find a
new world of joy and peace, if only they would
drink, I made them to drink, and they drank

joyfully and willingly, and I stayed behind to
await the angels, to watch as they ushered my
flock into perfection.

But I caught them in a lie. I denied them
Heaven, and now they lie cold and dead, and
I must face the consequences of what I have
done.

I cannot. I am not a strong man, and I de-
serve far worse an eternity than that to which
I have consigned my lambs.

May God have mercy on them. And on me.

Story Hooks: Angels and Devils

The cycle of madness and death that predates the
hospital, but that doesn’t mean that it can’t have its im-
plications even today.

¢ Angels: The angels that Rev. Bodycombe say may
have been the true inhabitants of the tunnels. They may
have been ghosts or spirits. They may have been psychic
projections of the true inhabitants under the earth, or they
may have been the products of psychic machines left by a
long lost civilization. They might also have been a product
of Benjamin Bodycombe’s imagination — or the result of
an instable mind. Whatever they are, what happens when
present-day patients in the hospital begin to experience
the same kind of theological delusions that Bodycombe
did? What happens when a patient with no knowledge of
the hospital’s history begins to repeat the same channeled
sermons the unfortunate minister received 150 years ago,
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James Teesdale and the Witches

When James Teesdale arrived in Bishopsgate
and built his house on the mound, it didn’t take
long for the rumors of witchery to circulate. He
kept to himself, he owned a huge and ill-tem-
pered black dog, he had a large library, which he
wouldn’t allow the local minister to visit, he had
come in haste from the witch-craze in Mas-
sachusetts with little explanation, he consorted
with several of the less reputable people in the
town and he always made sure there were |3 at
dinner.

It might have been that he was just a misan-
thrope, who enjoyed the company of other less-
than sociable individuals, whose hatred of the
church came from entirely reasonable sources
— he'd seen the witch-hunts firsthand, and he
had nothing but contempt for the superstitious,
laughing at them and provoking them with his
sacrilegious antics. Of course, he wasn’t going to
let the Vicar of Bishopsgate see his library. He
just detested the man.

On the other hand, he could just have easily
been a magus of some kind.Was he an Hermet-
ic experimenter?! A pentacles-and-Black-Mass
balls-to-the-bloodied-wall Satanist? Or just a
deluded dabbler with a desire to shock?

Owners of Mage: The Awakening shouldn’t
have any trouble imagining a scenario in which
Teesdale, an Awakened and anti-social worshiper
of the Abyss, left behind artifacts and books in
the catacombs under Bishopsgate. Maybe he

left other, more active things, too. Spirits and
demons can wait a long time.

word for word? And what happens when half a dozen oth-
ers do the same?

® Hauntings: In a world where the Restless Dead
really do exist, it’s inevitable that a place that has played
host to much more than its share of untimely deaths would
spawn a few ghosts. According to some traditions, suicides
are denied the afterlife, a condition made more acute by
the denial of hallowed ground for their remains. The mad,
vengeful ghosts of more than 30 suicides swarm through
the hospital, playing havoc, first quietly, as things move,
patients begin to act and speak strangely, and then more
decisively. Bizarre phenomena take over the hospital, as
the ghosts, driven endlessly to repeat their final days, seek
to drive every single human being in the hospital, doc-

tor and patient alike, to share their fate. Or the shades
of James Teesdale’s coven take over the hospital instead,
trying to complete whatever it was they were doing when
the mansion burnt down — and speaking of that, why did
the mansion burn down? Why did Elizabeth Teesdale get
out perfectly safely when her husband and his coven died
in the blaze? And why did no one ask any questions about
the cause of the blaze? An angry ghost’s unfinished rite may
prove the solution, a solution to which the only escape
could be a repeat of what Elizabeth Teesdale (maybe) did
200 years ago.

® A Relic: James Teesdale’s grimoire or Benjamin
Bodycombe’s revelation turns up, in a used bookstore, or
in the cellar of one of the doctors’ houses or in one of the
sub-basements, just sitting there, waiting to be found, as if it
had been just put there the day before. The more someone
reads it, the more he begins to find the peculiar phenomena
described in the book happening. Angels appear and grant
visions, or alien entities appear just outside the edge of the
retina, preying on the patients or subtly changing them
somehow. Only the owner of the book can see it. Maybe
it was always happening; maybe the character just never
noticed it. Maybe it’s not happening at all, and the find-
ing of the book was coincidental — the character, who is
himself ill, is unconsciously using the contents of the book
to fuel his own delusions.

Timeline. 1674-1857

Unknown past time — Undefined pre-Columbian civi-
lizations builds mounds in area that will one day become
Bishopsgate.

1674 — (October) City of Bishopsgate founded by
English settler Daniel Shepherd.

1675 — (January) Death of Daniel Shepherd, of fever.

1695 — Arrival of James Teesdale, late of Massachusetts,
along with his two sons, by a now-deceased wife. Although
he left Massachusetts in some haste, Teesdale arrives with
a sizable fortune, and is soon established as the richest man
in the region. Teesdale secures an advantageous marriage
with Elizabeth Shepherd, 14-year-old granddaughter of the
city’s founder. The marriage is evidently not a happy one,
although they have seven children, two of whom survive
past the age of seven, including another son, Edwin.

1697 — Completion of Teesdale’s mansion, built over the
largest of the mounds in the region, notwithstanding the warn-
ings of the local Native Americans. Teesdale fells much of the
surrounding forest in order to cultivate the grounds, which will
prove to be unsatisfactory in their fertility. By the end of the year,
the last of the Native Americans have left the immediate area
of Bishopsgate. From now until the last Indian is forced to leave
the district, no Indian comes within a radius of roughly 10 miles
from Bishopsgate, centered upon Teesdale’s home.

1714 — (March) James Teesdale’s house burns down.
Teesdale’s family escapes, but Teesdale’s body is never
found. Elizabeth Teesdale will later cause a minor scandal
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by refusing to wear mourning dress. Although not yet 40,
Elizabeth Teesdale does not marry again.

1841 — The last Native Americans leave the county,
having been “encouraged” to do so by State Government
under the Removal Act.

1851 — The land, uninhabited since James Teesdale’s day,
is sold by Teesdale’s descendant Elliot Teesdale to a religious
splinter group led by Rev. Benjamin Bodycombe. The Teesdales
have owned the land for more than a century, but have never
lived on it. The group builds a subsistence community on the
grounds of the old Teesdale mansion, in which they intend
to pursue Bodycombe’s idiosyncratic brand of Protestantism.
Bodycombe, only one of many self-proclaimed prophets of the
19th century, encourages among his followers a communal pool
of wives and a strict regimen of vegetarianism. These teachings,
along with his outright denial of Nicene Trinitarianism, led to
the ejection of Bodycombe and his followers from the Episco-
palian church in Philadelphia. Although not strictly welcomed
(and the subject of declamatory sermons in the local Method-
ist Hall over the next five years), Bodycombe’s sect causes no
trouble, and receives none in return.

1857 — (January) Rumors of deviant practices lead to
increasingly fraught relations with the main community
of Bishopsgate, and, finally, the complete withdrawal of
Bodycombe’s sect from society. Neither Bishopsgate nor
any of his adult followers will be seen alive again.

1857 — (July) Bodycombe’s sect commits mass suicide.
Thirty-seven men, women and children willingly swallow
fatal doses of arsenic. Bodycombe shoots himself through
the mouth with a .303 rifle. It is a week before anyone finds
out what has happened. There are two survivors, both chil-
dren under the age of seven. Although taken in by families
of the community, neither of the two girls seems to get over
the trauma, and both are dead within the year.

Lay Me Down (1863)

From a letter stored in a small town museum archive, in
a town near Bishopsgate

My 2 Dearest A//y,

z guess i2's time I crote Zo you and
I'»m Z‘/?ln,é/ I/ never see you diln, and T
wart o say I'm Sorry and I russ you. Im
Sorry For all those z‘/zmgé Z sad, Lily, Z'm
Sorry I went o war and Z'm Sorry that I'm
hnever 30//73 Zo come back hore.

I need you Zo 1[’01‘31\/5 e, Al/y The Padre
sa/s that it's on/y Zhe Good Lord who does
Zhe /10/-3/‘///29 éL(Z‘ T seen oo Mdn/ Zhings thad
lead me to assume that the Good Lord s done
with /’orgl‘\//rg wd all he's concerned aboet is
/ay:rg a dea/ of wrath down wupon the a)o/‘/o/
Yoa re all there /5 that malters noeo. Yod re
a/l there is that 5 forgz%rg

I saw a man roll over and die ye\sz‘erday.
e J&ASZ‘ Zetrned over and let ot a sad #ind

of 6/3/7, /ike ‘/78 d been told the 4035 were
loose and he d have Co round therm wp, or
Some such other rinor apnoyance, and then
he cent fafez‘. Atbins coent over and looked,
arnd he said he was dead, and e hollered For
2he doctors, but Zhey didn ? come, and we
Spent the n{ghz‘ with him just /}/’.”3 Chere.
z éegan Zo See Z‘/I/ngs in the dark. @ares
COM/‘ng out of ' the trap—door in the Hoor like
Luciter and s cronies From the Bad Place,
wandering arocnd the ward, and 5»7////73 and
latghing [ite z‘/7ey 'd have wus all.

I woke up in the sun this morning, and
the dead man cas gore, the doctors Zook
him aoay I quess, but I got acoful scared.
T fnoeo I dreamed all that with the Devi/ and
all, but it made me Scared. then 2hey cut
ofF 1y /33, Zhey didn ? stop the gawngrene. I
can't get rid of the smell now and it a/onz‘
even hurt anymore, and I #qure that I'ma

goner soon. And I don'? want 2o 30 Zo Hell,

L//y You 301‘ Zo /’orgn/e me for 30//13 Zo war
and domg what Zhe 3enera/5 and the colonels
rade me do, because God ant the forgx%tg
bind anymore.

Ma/ée Zhey V] send me home. Don'? mowrn
e, Lily. Go to the chapel and say a prayer,
L//y Z.ay e in Che 3roano/ and say oodéye
and £orget me. Go And yourselF a man cho Vi
Cread you 3000/ and not 9o of £ to war and 3&1‘
His dumb self killed. But please, L//y, forjfv/e
me. I saww the face of the Devil himself last
n{ghz‘, wid T don't want 2o see Him aga/n.

Yoar5 -/’ore\/er,

Malac hi

From Bishopsgate documentary archives, stored on

microfiche

24th February 1891

Dr. Gamble,

It is the opinion of the Bishopsgate’s
director that pandering to patients’ fears is
deleterious both to the therapeutic intent of
this hospital and to the morale of your col-
leagues.

I feel obliged to remind you that you are a
professional, and you should recognize that as
such, your taking seriously patients’ fancies
concerning the foundations of this building is
neither useful nor desirable.

It need not be said that your request to
gain access to the sub-basement levels of the
East Wing cannot be indulged, and I advise
that should you persist in these inquiries, Dr.
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RO SCleaims ,(1986)

Not Looki ng for New England7 Sworn statement of Rebecca Lowe:
1 had been trusted with the mop. | uasn't dangerous

0 thed et me use the mop. On the floor. | asn't going

Of course, having a settlement at Bishopsgate in
the 17th century limits the geographic loca-

tion of the hospital, given that it took quite a to do angthing with it So they trusted me with the
bit longer than that for the Colonies (as they wmop. I'd been making progress. They said | was making
were then) to shake off the control of the progress. So they give me & mop and buclet and they
mother country and even longer still to settle (et me clean Hhe wards.

the entlre.contlnent. Storytellers who WIS'h I s ashing Hhe aoo“ in He corridor. The one
to place Bishopsgate elsewhere in the United .

States shouldn’t feel that they need to change north °F Cave Ward. Jusk above the stainuell. And. there
too much. WAS Hhig Screaming and commotion LiRe You never heard in

gwru{"e,andﬂ\mmﬂkubzg Fm,m\dﬂ\mor&uuu
dragging him dounstacrs and he was hollering and Rick-

Perhaps the first settlers were Spanish or
French. Maybe instead of befalling Benjamin

Bodycombe’s Protestant extremists, the mass ing and Suinging back and FO" th and suddenty he gets
suicides happened at a Jesuit mission. Perhaps Frce and he's rumming down the corridor at me Like a bull
the occultist whose home burnt down was a mY pa had on hig FM'M that got F"“ and | just stood
Frenchman who went there as a missionary, there and he pushed me to the Floor and Snatched ainy

or a pioneer in the West, who retreated into
unexplored territories rather than survive in
society. The mound itself could be anywhere:a

MY broom and then he did thingS with the broom and. the
tuo orderties, they 1EAEn't MOVing no more.

| 7th-century Spaniard could have just as easily Then he ran asay past me, and me, 1didn't Rnow shat
come across the place as a Pilgrim.The town to do, $o | ran ovt of the ward and ran vpstacrs banged
could be called something such as “Las Tumbas” on Hhe door ‘,F Hhe OFF'CC and got Doctor Marvin and told
or “San Eustochio” (giving a reason for one of Wim and e Locked the door again buk with me ovt OF i+
the carved saints on the hospital’s fascia). and e 7an bo gek elp and. | sat LnkLsoFfiu Forab'd'awi
The further west the hospital is, the less history then | heard screaming and shouting and Hhings and ran
there is has to play with, and a Storyteller will inbo the corridor and | Looked into & ward and ib s FUlL
likely need to make some choices as to which OF people and ik 1S on FWC and the door was Locked. and

historical events (and their modern-day implica-
tions) best suit the chronicle. Did the occultist’s

they were hammering on the door and | tried and tried

house burn down in 1811, leaving a blank piece and. | thovted F‘"‘, F’f‘) buk no one 1AS Listening.

of ground on which the hospital will one day An orderty, Mr. Holmes it 1uas, came running down
be built? Or did the religious suicides happen a the corridor touard the shairs, and there were a couple
little earlier? If the hospital is west of the Mis- OF ordesties and aurses | didn't Bnos and | Hried +o Y,
sissippi, does'that mean thfit t'here may-stlll bea Welp, Let bhem ouk, bt he pushed. pask me, and | grabbed
Native American community in the region? The . .

answer depends on what works best for the Wis arm and he pushed “J head against the wall and
chronicle. | passed ot and when | came to, ib was hot and | contd

hardly breathe, and | cotd hear sereaming. I was the

i S it <ond. | ever weard. Trey's eft the wad people

there. They were dging and they'd teft them all there.

Hopper gha.ll, ?egre‘ufully3 be forced to ?Jsk for 1 went +o Hhe ward and Hried to open the door and the
your remgna,t.;lon, nor will he feel obliged to handle was red ot and burmed my fand and | contd see
supply you with a good reference. Y
Dr. Hopper considers this matter to be the faces of the people and | didn't even have my bucket
closed. OFMWM"M‘MO&CM“OM‘W{’ONAOU{’OF
Dr. A. X. Cave, there, and | ran ovt, and Hhere were men triing to put
on behalf of out the fire, $0 1 ran +o some of them and. Fold them there
Dr. L. K. Hopper, were people d-4ing in there, and no one Listened, and they
Director, Bishopsgate Asylum jusk L2k Hhems die.
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Resignation (1087)
From Bishopsgate documentary archives, stored on
microfiche

18th June 1907

Dear Dr. Brake,

It is to my regret that 1 must write
to inform you that Hoyle and Shepherd
will no longer be able to continue in
our current role as contractors, ef-
fective immediately.

I attach a copy of a deposition from
one of my men concerning his discoveries
in the sub-basement level of the East
Wing as was; | trust that this should
in itself prove adequate to explain
his unwillingness to continue in this
capacity.

Please also find attached an in-
voice for work done to date. I would be
thankful if your payment was tendered
as soon as possible.

Yours sincerely,

A. D. Hoyle,

Chief Foreman,

Hoyle and Shepherd.

Also from the microfiche archives, directly following
the preceding archival

20th June 1907

Dear Mr. Hoyle,

Please find enclosed a banker’s
cheque covering your work to date,
along with an additional sum for your
expenses, as agreed yesterday.

Yours sincerely,

Dr. E. K. Brake,

Director, Bishopsgate Hospital

A note discovered in the late 1920s, which has reap-

peared periodically every few years since.

It is in the walls. I would like to kill it, but it
has whispered to me that I cannot and I know
that it is right. I prised back one of the panels;
an eye stared back at me from a fusion of brick
and pale flesh.

Ihadno choice, then. I stopped Roe, Ibroke
him I broke his neck and he won’t do what the
building tells him to do anymore, they won'’t.
He didn’t know I could see what he really was
but I knew. I can see and heard that beats
beneath this place. My third eye opened wide
open and I can see the truth in all things and I

can see that it’s here, living through the walls
in strands of flesh and gore. It whispers to
people and they become its slaves and lovers
and they’re not warders and orderlies, they’re
just disguised as the warders and the orderlies
andIcan’t get them all. But I got their leader. 1
got the monster who leads them. He won’t put
his fingers in my head anymore he won’t pull
any of my thoughts out.

It can’t stop me any more. I’ going some-
place where they can’t find me ever.

Laurence Merrigan

Db. Gorfay's Notes
(1/920—1493¥)

Project 311/312
May 17th, 1929

Patient 1142: Male, aged 19, de-
lusions of religious nature;

also Patient 1139: Male Negro,
aged 16, cretinism

Being fortunate enough to be able
to oversee sterilization, 1 decided
to take the opportunity to perform
the transference of reproductive or-
gans with those of patient 1139, who
had also not yet been sterilized.
Having restrained and anesthetized
both subjects, 1 began the operation
at 2.14 pm. Aside from some hemor-
rhaging on the part of 1139, the
experiment was initially a success.
I have decided to postpone steril-
ization of both subjects until the
results of this experiment have be-
come apparent.

Postscript, June 12th 1929. 1142
died this morning. The wound appears
to have developed gangrene. 1139, to
my surprise, appears to at least be
in somewhat higher spirits, although
having had him brought before me for
inspection today, | note that the
injury has also become infected. |1
expect the subject is not likely to
live much longer than 1142. This is
something of a disappointment. 1 shall
have to try again.

Project 353

July 29th, 1929

Patient 1199: Female, aged 25,
erratic behavior (post-natal)
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RE: Personnel Changes

Date: Friday March 9, 2007 9:58 am
From:bmcclusky@bishopsgate.com

To:allstaff@bishopsgate.com

Gary Pilcher is no longer em

ployed at Bishopsgate

My intention was to duplicate the
famous experiment of Dr. Sarles. The
subject, who is dolichocephalic, 1is
subject to episodes of inappropriate
behavior. Dr. Sarles discovered that
certain incisions in the forebrain
of a patient could, if carefully
executed, remove negative emotional
extremes In a subject. After restrain-
ing and anesthetizing the patient, 1
shaved an area of hair and proceeded
to make a circular iIncision through
which 1 extracted a small amount of
tissue.

Postscript, September 12th 1929.
1199 has responded well to the treat-
ment. Although somewhat listless, the
subject is co-operative and responds