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he is confined, if furious, he is tied, if his behavior is unacceptable he is isolated."
Mental illness became equated to brain disease and treatment became the responsibility
- of society. In the seventeenth and eighteenth centuries mental institutions increased,
but were based on either the dreadful prison model for the poor, or the monastery model
for the more privileged patients.

Before 1800 it was very difficult to accurately trace psychiatry as a particular
concept with a particular aim, for psychiatry developed in combination and association
with the other branches of medicine. Since that time, modern scientific psychiatry can
be divided into three overlapping periods for purposes of study.

The study of brain anatomy and the classification of mental diseases, along with
descriptions of the various classifications, was the main focus of psychiatry from the
period 1800 to 1860. Mental hospitals, or asylums, were the centers of psychiatric
scientific activity. The physician who devoted his whole time and activity to the
mentally sick was a novelty; his form of treatment was known as moral therapy. "The
term 'moral treatment' was given many conflicting meanings. In France Francois Leuret
(1797-1851) used to treat delusional patients with icy cold showers until they came to
recognize their 'errors'; he called that method 'moral treatment' ". (Ellenberger 1974)

At the same time, in France, Esquirol (1772-1840) wrote the first really
scientific textbook on mental diseases, and also proclaimed insane asylums as powerful
weapons against mental illness. He was the first to group mental patients together
according to their potential influence on each other. Esquirol was a pupil of Pinel (1745-
1786) who first instituted humane treatment for asylum inmates. Actually, Pinel gave
his medical authority to reforms already instituted by the hospital administrator
"Governor" Pussin. Nevertheless, it is Pinel who is remembered, especially because his
physician pupils, like Esquirol, went on to become famous.

Around 1860 German psychiatry began to out-distance French psychiatry, and the
center of scientific study moved from the asylum to the university psychiatric clinic.
There a treatment, teaching and research plan was instituted, and the university
psychiatrist who worked with colleagues and pupils became well-known. There were

improved techniques for the study of brain anatomy, and new biologic research methods
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along with experimental psychology became established. Simultaneous developments in

the study of neuroses helped create various schools of dynamic psychiatry.

Many adherents of organicism felt that all mental diseases were brain diseases
and tended to explain all mental phenomena in terms of real or ficticious brain
structures. The credit for overcoming "brain mythology" was given to Emil Kraepelin
(1856-1926) who combined neuro-anatomical research, experimental psychology and
thorough history taking. He was both a brilliant descriptive psychiatrist and a classifier.
His major contribution is the definition of manic-depression psychosis and dementia

praecox, now known as schizophrenia.

At an American Neurological Association meeting in 1876, sixteen members
present heard Dr. George Beard present a paper entitled "The Influence of Mind in the
Causation and Cure of Disease and the Potency of Definite Expectation". This paper was
remarkable in its originality as it dealt clearly with what is now known as psychosomatic
medicine. Such a presentation was new and startling, in fact so startling that the famous
neurologist, Dr. William A. Hammond, remarked during the discussion that if the doctrine
advanced by Beard was to be accepted, he "should feel like throwing his diploma away
and joining the theologians".

Dr. Beard maintained that disease might appear and disappear without the
influence of any agency other than some kind of emotion. Although there was much
vigorous critical discussion and skepticism, Beard brilliantly pioneered in the field, and
confidently and ably defended his position. When his famous paper entitled
"Neurasthenia (Nervous Exhaustion) and Morbid Fears as a Symptom of Nervous Disease"
appeared in 1869, his term "neurasthenia" was gradually adopted over the whole world as
"Beard's disease", and he was duly recognized as a great pathfinder. (Lewis 1974) What
Beard had described was a state of physical and mental exhaustion as a neurosis of

modern, and especially American, life.

Another prominent contributor to American psychiatry was Adolf Meyer (1866~
1950) who interpreted mental disorders as being faulty reactions to life situations. He
created a fresh new attitude toward the concept of the individual as a totality, and
founded the psychobiologic approach to psychological medicine.
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Psychobiology as a dynamic school of thought has had a notable influence on
‘psychiatric developments, particularly in this country and in Great Britain. Meyer
brought social work into psychiatry as early as 1904, and in 1908 co-founded the National
Committee for Mental Hygiene.

The chief aims of the committee were clearly stated:
(1) to work for the protection of the mental health of
the public; (2) to strive to raise the standard of care
for the mentally ill and for those in danger of
becoming mentally disordered; (3) to promote the
study of all types of mental illness and to disseminate
information concerning their cause, therapy and
prevention; (4) to obtain from every available source
reliable data regarding methods of dealing with mental
disorders; (5) to enlist the help of the federal
government to the extent desirable; and (6) to
coordinate the existing agencies and to aid in the
organization, in each state, of an allied but
independent society for mental hygiene. (Muncie 1974)

Two of Meyer's principles which have had a lasting influence on mental health

care are integration and treatment as negotiation.

Integration, briefly described, is the view that man is the indivisible unit of
study, and the living man can only be studied as a whole person in action. The whole is
greater than the sum of the parts, and the concept includes man in his society as a part
of the whole.

Treatment as negotiation is substantially the concept that the patient comes
with his own view of the trouble; the physician has another view. Treatment consists of
the joint effort to bring about that approximation of those views which will be the most

effective and the most satisfying in the situation.

While Adolf Meyer was working at John Hopkins Medical School, psychiatry was
being revolutionized in Vienna. Sigmund Freud (1856-1939) influenced the philosophic
thoughts of the world. His studies represented a new approach to the investigation of
human motivation and to the phenomena of the unconscious. Psychoanalysis became a
general philosophy of treatment, supported by the establishment of psychoanalytic
institutes and societies. With rare exception only physicians trained in psychiatry were
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eligible to learn the treatment method of psychoanalysis, but Freud's concepts

influenced others very widely.

After 1920, the field of psychiatry continually expanded, along with an equal
expansion in non-medical methods of mental health care. About the middle 1930's
reports appeared in which social workers in clinical or social agency settings were
described as increasingly assuming treatment responsibilities with the support of a
consultant psychiatrist.

The 1940's saw the rise of the child guidance movement and the team approach
to mental health care. A psychiatrist, psychologist and social worker often worked
together, and the child's family was often included as part of the therapy process.

The middle 1950's was a crossroads in the mental health field. The decades since
". . .have seen a series of major challenges to the whole system of beliefs and practices
that constitute the core of psychodynamically oriented psychotherapy". (Orne 1975) In
1955 Congress asked for recommendations for a national mental health program. In
1956, attention was refocused from individual care to family care. The Social Services
Act of 1956 emphasized services "to strengthen family life and helping needy families
and individuals attain the maximum personal independence of which they are capable".
The legislation brought about increased use of psychiatrically sophisticated professionals,
other than psychiatrists.

The last twenty years have increasingly led to the development of alternate
models of therapy. With the increasing acceptance of psychotherapy as the treatment of
choice for psychological difficulties it soon became clear that the number of physicians
trained in psychiatry (only one tenth of those had formal psychoanalytic training) could

not meet the demand for short term services that the community needed and wanted.

In 1963 The Community Mental Health Act established centers "able to offer a
comprehensive program of prevention, treatment and rehabiliation". Centers and
hospitals used non-medical helpers to a great degree; medical personnel often acted as
administrators and supervisors.
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Justifying the development of non-medical psychotherapists are manpower
surveys (U.S. Public Health Services 1970) which showed that in 1963 there was one
sychiatrist for every 17,000 people in the United States. More than half of all

.jychiatrists practiced in 15 of the largest cities in the United States. Ten states had

giéwer than fifty psychiatrists, and in many communities there were no psychiatrists at
all. (Wolberg 1967)

Among the recommendations made by the Joint Commission on Mental Illness
and Health in 1961, were the following:

"1) the management of certain kinds of mental ailments be carried out by or
under the direction of psychiatrists, neurologists or other physicians specially trained for
these procedures;

"2) that non-medical mental health workers with proper training and experience
be permitted to do general, short-term psychotherapy;

"3) that psychoanalysis and 'depth psychotherapy' must be practiced only by those
with special training, experience, and competence in handling these techniques without
harm to the patient, namely, by physicians . . . plus those psychologists or other
professional persons who lack a medical education, but have an aptitude for, adequate

training in, and demonstrable competence in such techniques of psychotherapy."

The medical community did not react to the above recommendations with a
uniformly favorable response. Opposition to non-medical psychotherapy goes back at
least to 1916 according to Gladstone (1950) . . . Gladstone concludes that while the
clinical psychologist has a valuable function in and significant contribution to make to
the practice of medicine the psychologist should confine himself exclusively to the
treatment of the normal individual or serve in an ancillary capacity to the medical
psychotherapist.

Wolberg (1967) devotes a considerable amount of space to delineating the

different psychotherapies, focusing on their similarities and differences. He further

discusses the training and qualities necessary for a therapist. He defines medicine
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proadly enough to encompass psychotherapy, but questions "whether it is practically
justified in classifying verbal interchange, the communicative channel of psychotherapy,
as an instrumentality of medicine", and notes that this is what has been open to
challenge from non-medical professionals.

He concludes that:

"It is unrealistic to assume that trained
psychotherapists can ever supply from their ranks
sufficient practitioners to satisfy the ever-expanding
demands for mental health services. If our concern is
with the needs of the community, it will be necessary
to employ other professionals on whatever levels they
may best serve."

While he acknowledges the practicality of non-medical workers in the field of
mental health, Wolberg is specific when he states that:

"The proper training of such professionals is of utmost
importance in equipping them for their new roles in
providing service. Well-organized didactic courses
combined with small group discussions, and personal
group work or personal psychotherapy are helpful in
facilitating the most effective execution of duties.
Personal psychotherapy provides a discernment of
psychodynamic factors that cannot readily be grasped
through the traditional didactic courses and case
conferences."

The trend delineated above has defined two opposing forces in the current mental
health field. The first recognizes the need for therapeutic and preventive services that
cannot possibly be met by the psychiatrists alone, and sponsors training programs for
training other professionals in techniques of psychotherapy. This group consists of
psychologists, social workers and other social scientists who resent the fact that medical

practitioners, notably psychiatrists, have claimed the entire mental health field as their
own.

Another force, activated by the encroachment of non-medical people into their
formerly exclusive domain, consists of psychiatrists, who seek legislation and public

support to limit the vast numbers of workers who often offer independent treatment
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services to the public, for a fee less than that charged by a psychiatrist.

It is essential at this point for the reader to realize that both non-medical and

medical practitioners currently use many relatively new varieties of psychotherapy.
Harper (1959) lists thirty-six systems of psychotherapy, each with vocal adherents and
claims for effectiveness. The field is crowded with theories and practices, while at the

same time there are very few reliable studies demonstrating effectiveness.
That the field is in a state of flux is echoed by this well made statement:

"The last fifteen years have witnessed the gradual
erosion of consensus within psychiatry about the
conceptual models underlying psychotherapy, the kind
of training required to practice it, the procedures by
which it is carried out, and the ethical responsibilities
the therapist assumes in undertaking treatment. A
concurrent change in attitude within academic
medicine, the scientific community, and among the
public at large has gradually taken place, resulting in a
decline of esteem from that in which the theory and
practice were once held. It gradually became clear
that psychotherapy was unable to live up to the
promise made for it by its most enthusiastic
protagonists. Its claim to be a scientific discipline is
no longer universally seen as an undisputed good. On
the one hand, serious challenges from within the
scientific community deny the validity of these claims.
On the other hand, ironically enough, some segments
of the public are prepared to reject the psychodynamic
approach (and no doubt the behavior therapist's as
well) because they see it as too scientific, too rational,
and not sufficiently concerned with feelings, emotions
and love. (Orne 1975)

FAMILY THERAPY: SURVEY

. One of the relatively new approaches in psychotherapy is to consider the family,
rather than the individual, as the unit in which emotional illness occurs and therefore the
unit toward which treatment needs to be directed. (Harper 1959) Family therapy is an
orientation toward concern with family.
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] Preoccupation with the family as a socio-cultural institution is as ancient as the
‘history of mankind. Three of the Ten Commandments specifically deal with family
relations, and religious doctrines contain many special rules and taboos about family
structure and duties. Concerns about family dysfunctions are equally ancient.

Early Greeks deplored the alleged decline of family cohesiveness as endangering
the state and society. The decline of the Roman Empire has been partially attributed to
the family's failure to inculcate prior moral standards and disciplines upon its young.

Throughout history major social upheavals have been examined in the light of
changes in family life. The industrial revolution, slavery and urbanization are cases in

point. Family was a concern, but there had not yet been a treatment or intervention.

Freud, although aware that his discoveries pertained primarily to family
processes, chose to study and treat family pathology only in individuals. He thereby
limited the social parameters to the analyst-patient dyad, a situation in which a person

can relive family experiences through the phenomenon of transference. (Fleck 1975)

Not until twenty-five years after Freud's first accounts of family-related
unconscious processes -- such as his reinterpretations of Oedipus and Electra -- of the
family romance and incest, did the first psychoanalytic effort to conceptualize family
processes appear in print. Flugel (1921) conveyed an awareness of the family, but the
focus was on the psychopathology of each family member.

A psychiatrist whose thinking contributed to the emergence of family therapy
was Alfred Adler (1870-1937). He stressed the importance of social urges in the
development of the personality. Adler also emphasized the influence of the "family
constellation", that is, the totality of the interactions among all the members of the
family. He was influential in the organization of the first child guidance clinics in
Vienna at the turn of the century. (Papanek 1975)

Another significant contributor to family therapy was Harry Stack Sullivan

(1892-1949). He stressed the role of the interpersonal in the development of personality
and was greatly influenced by the teachings of Adolf Meyer. ". . .his (Sullivan's) insight
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into the mother-child relationship led to his placing the locus of pathology in the
interaction of the two. This was a major step in therapy as it moved from seeing the
person as a patient, to taking into account the interpersonal as a critical part of
pathology." (Foley 1974)

The roots of family therapy are in Freud, Adler, Sullivan and the social sciences.
Out of these roots came the grandfather of family therapy, Nathan Ackerman (1908-
1971). He was a psychoanalyst who made the jump from individual to family therapy
early and aggressively. An articulate spokesman for family therapy, he was well able to
speak to his psychiatric colleagues and be accepted by them. Ackerman was the bridge
between the almost exclusive orientation toward the intrapsychic to an interpersonal and
especially to a family concept. (Foley 1974)

Ackerman approached family therapy from the notion that there is a constant
interchange occurring between the person, his family and society. To fully understand
how a person functions it is necessary to see him in all these aspects, for they are not
isolated components, they are constantly interacting and influencing one another.

Systematic clinical study and research did not begin until the 1940's. During the
1940's child psychiatrists in particular, while doing therapy with children, often found
that the child's difficulties reflected emotional difficulties in the mother, or conflict
between the parents.

The analytic taboo about not working with other members of the patient's family
was not so strong in child psychiatry, and therapy with the child often led to therapy with
the mother. Some psychiatrists continued to refer family members to different
therapists, but others began to try, and often found it valuable to have the same
therapist work on different aspects of a family's problems. Eventually some therapists
began seeing whole families in joint interviews. (Shellow, 1963)

Other psychiatrists, notably Bowen, working specifically with schizophrenic
children were moving in the same direction. Scattered groups over the country
developed their own approaches to family therapy, often unaware that others were doing
the same. Gradually, formal papers appeared on the subject, leading subsequently to

family therapy as a movement and appearing as such in print.
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During the decade 1950-1960 family therapy branched out and became what it
essentially still is today. Before his death Ackerman wrote:

The most striking feature of our field today is the
emergence of a bewildering array of diverse forms of
family treatment. Each therapist seems to be doing
"his own thing." We are faced squarely with the
challenge to evaluate this diversity. Which of the
differences are real? Which are more apparent than
real? Does the dramatic quality of these differences,
in effect, obscure the basic sameness? (Ackerman
1970)

Bowen (1975), in reviewing the past twenty years of the family therapy field,
refers to a survey conducted by the Group for the Advancement of Psychiatry, published
in 1970. The results of a questionnaire sent to 300 family therapists showed responses so
diverse in theory and practice that it was difficult to find a format to report the results.

Therapists ranged from those who usually practice and always think in terms of
individual therapy, to those therapists with theoretical orientations made up of a mixture
of individual and family concepts, and with a wide variety of techniques. At the other
end of the scale were those therapists who tended to "think family" for all emotional
problems and who usually saw family members even if the initial problem in the patient

is one for which others would clearly recommend individual therapy. (Bowen 1975)

Family therapy as a field is seen by Bowen as being in a "healthy unstructured
state of chaos". At the same time, ". . . there is suggestive evidence that family
therapists come largely from childhood situations in which they had more than average
awareness of discord among relatives, some ability to see both sides of an issue, and-
some motivation to modify the situation." Bowen's statements come to life for me, for I
see them as quite true, in relation to both my background, my interest and my readings
of the literature. They reflect me.

Perhaps the future of family therapy can be better seen in relation to its rapid
rise to recent prominence. "For the historian the reason for this rapid success, over and
above the field of psychiatry, has to be found in family therapy's attempt to strengthen
an institution that traditionally has contributed a great deal to the prevention and
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‘treatment of mental disorders and that is now affected by some basic problems; decrease
of family ties, virtual loss of the extended family, and rise of the divorce rate." (Mora
1975)

Given that there are diverse theories and practices, all called family therapy, a
working definition for it might be: Family therapy is centered on the family system
rather than on the individuals in that system, and the focus is on the changes that can be
made in that system.

MARRIAGE, FAMILY, CHILD COUNSELING: PRESENT

As a licensed M.F.C.  counselor, one is legally entitled to work unsupervised
within the family therapy framework described in the previous section. The present law
is as follows:

For the purposes of this chapter the practice of
marriage, family and child counseling shall mean that
services performed with individuals, couples or groups
wherein interpersonal relationships between spouses or
members of a family are examined for the purpose of
achieving more adequate, satisfying, and productive
marriage and family adjustments. Such practice
includes premarriage counseling.

The application of marriage, family and child
counseling principles and methods includes, but is not
limited to, the use of applied psychotherapeutic
techniques, to enable individuals to mature and grow
within marriage and the family, and the provision of
explanations and interpretations of the psychosexual
and psychosocial aspects of relationships within a
marriage and family. (California Business and
Professions Code 17800.2)

An amendment dated March 24, 1975, states:

The extent to which licensed marriage, family and
child counselors may practice psychotherapy is through
the use of "applied psychotherapeutic techniques to
diagnose and treat a mental disorder" directly related
to a marriage, family or child counseling problem, but
such counselor may not wuse "psychotherapy",
"psychotherapeutic services", or other terms of similar
import in advertisements.
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This study aims to advance the concept that a family-therapy oriented counselor
and a family-oriented pediatrician can work together in an interdisciplinary fashion. A
search of the current pediatric literature finds several instances of counselor-
pediatrician relationship.

Bodner uses the interdiscipinary approach in evaluating and treating "school
failures". Neuropediatric evaluation is seen as part of a multifaceted treatment plan
which includes parent and child counseling. The author wrote of her coordination of "a
comprehensive multidisciplinary approach to the diagnosis and management of school
failure", (Bodner 1976) but did not specify the types of ancillary personnel she
coordinated or whether they were part of her practice.

Hertz (1974) wrote "The Child-Family Counselor in Private Pediatric Practice",
in which he states ". .. the 20 families in our practice who were counseled by this team
approach in the past year had relatively complex problems requiring more time and skill
than could have been provided within a usual pediatric visit". The approach taken by this
team was task oriented, a practical problem solving and relatively short term approach.

Zeligs (1975) worked with her pediatrician brother in a joint practice for a
number of years, and specified the desirable training for a child psychologist as being a
doctors degree that covers training in developmental, clinical, social and educational
psychology, with a background in sociology, family and community psychology e,
internship in a children's hospital, a pediatrician's office, (etc.) . . . can be very helpful".

". . . that more interest and study is needed on the
question of how to train a true 'team' in an
interdisciplinary fashion . . . this ambiguous
interprofessional situation cannot be resolved until
medical educators as well as those responsible for the
training programs of other professions are willing to
bring trainees together, during the undergraduate
period, to observe qualified role models and a team in
action, before the traditional prejudices and blocks to
communication have occurred." (Jennison 1976)

Jennison seems to be suggesting a new type of training for those physicians not
yet in practice, and sees medical educators and academicians as ". . .not adequately
recognizing the need for preparing physicians to utilize fellow professionals in carrying
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out comprehensive care. They do not reciprocate the belief that social workers and
psychologists are all professionals working together with a common purpose." (Jennison
1976) '

In answer to Jennison's interest in "training a team", as part of a formal
academic program unknown to presently exist, I chose to address myself to searching the
literature as though I were part of a "trained team". For more formal training, I have
substituted "on the job" training; an internship in a practitioners office being considered

"on the job" training.

The following findings represent an attempt to explore the past year's literature,
especially Pediatrics, the official journal of the American Academy of Pediatrics.
Articles were selected for inclusion based on their applicability to interdisciplinary
intervention. While this particular study is of necessity focused on pediatric/counseling,
it is strongly suggestive that similar literature surveys of general and family practice
publications would yield equally feasible possibilities for the above mentioned type of
team approach.

The Battered Parent: Asthma's Other Victim

Treatment of chronically ill children cannot be successful without strong
emotional support for the child's troubled parents. These are "battered parents" - people
trapped by the disease of an offspring, defeated mentally, exhausted physically and on
the verge of collapse. It is a growing and increasingly severe problem among families in
which there is a chronically ill child. (Sadler 1977)

Concern for Life Called Eroded by Social and Economic Factors

Dealing with the burden of a child who has a congenital defect or will grow up
severely disabled may build stronger character and compassion. An individual with a
repaired defect is not more likely to live unhappily than a normal, healthy person.
Caring for these infants is, in fact, rewarding. (Koop 1976)
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ouse Calls for Families in Crisis

A family crisis is handled by having the therapist go to the home and talk to each
yerson separately in order to delineate the main problems, ease the tensions, make

ferrals and keep in touch for a while. This type of crisis intervention requires a
therapist with strong background in family therapy, crisis intervention, behavior
modification and counseling techniques. (Kinney 1976)

Children with Encopresis

Exclusive psychiatric care is deemed inadvisable. Study data showed that at the
outset of treatment children who are known to have multiple other problems with
"performance" in life might need a broader interdisciplinary management program.
Coordinated efforts from professionals in mental health, education and pediatrics may be

necessary. (Lavine and Bakow 1976)

These cases would not necessarily be handled with a
counselor as the mental health professional. Inclusion
here refers to the interdisciplinary approach.

Accident Proneness

Stressful changes predispose to accidents. Accident pronesess is a "tendency" to
be repeated according to the stressing events in one's life. Teaching better coping
mechanisms, more awareness, and learning to accept responsiblity for one's behavior are
all counseling aids which could prove helpful in preventing or mitigating the leading
cause of death for people under 37. (Padilla et al, 1976)

"Nonorganic Failure to Thrive" - A Long Term Follow-up

Children were reviewed at an average of six years four months after their initial
presentation. Disorders in personality traits and educational attainments were common.
The families of these children have a high incidence of marital instability and economic
difficulties. The traditional medical approach needs to be complemented by intensive

social support for these families at the time of initial presentation in the hope that the
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Jong-term effects of this syndrome can be ameliorated (Hospital Assn. for Social Support
Care Delivery 1977)

_}ielping Parents Cope with the Diagnoses of Congenital Heart Defect: An Experimental
Study

An experimental study was designed to help parents cope with the implications of
the diagnosis of congenital heart disease. Various intervention strategies were effective
in helping parents gain an accurate medical understanding and in helping them to deal
with their feelings and reestablish coping mechanisms. The team approach was
recommended. (Kupst et al, 1977)

A Pediatric Screening Examination for Psychosocial Problems

In an effort to avert the cumulative effects of unresolved emotional problems on
children's social and school adjustment, a psychosocial phase was added to a pediatric
multiphasic examination. Based upon a cumulative stress concept, the screening
procedures included child behavior and family stress questionnaires for parents, and
abbreviated standard psychological tests for children, administered by specially trained
aides. Follow-up by mental health counselors attached to the pediatric clinic was
provided for patients identified as being at high risk of serious psychosocial problems.

"Valid screening of school-age children for serious psychosocial problems can be
carried out routinely and at relatively low cost by paraprofessional personnel in a
pediatric setting. Impediments to effective use of the screening results on the part of
both health care provider and patient are discussed." (Metz 1976)

Psychosocial Pediatrics

There have been no advances in psychosocial pediatrics over the last 45 years.
There has been no perceptive decline in the incidence of behavior problems which
account for the bulk of treatment time in treatment centers. Prevention programs are
nonexistant, and such a movement would require an innovative approach to the current

health care delivery system. The recommendation is made for preventing behavior
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problems by educating parents, from the prenatal period, on through adolesence with

b

series of "parent education talks". (Turtle 1977)

The Pediatrician's Role in Adoption

In spite of the mutually bonded relationships most adoptees have with their
parents, some adoptees, as they reach maturity have a compelling desire to learn more of
- or even meet - their birth-parents. The adolescent period, with its inherent turbulence
and identity problems, tends to bring out certain emotional vulnerabilities in the entire
adoptive family unit. The pediatric office can serve as a clearing house for information,
offer advice to adoptive parents as to potential problems and offer support in dealing
with the possibility of a biological identity search. (Sokoloff 1977)

The Adolescent Clinic - A Model and Profile

It is necessary to consider underlying emotional problems in all symptomatic
adolescents. A drop-in clinic for adolescents met one afternoon a week, and 144 patients
were seen during the study period. Nearly half of those seen had emotional or social
problems that interfered with life function or normal maturation. The major function of
the clinic was seen as the adolescents' knowing that there are professionals willing to
listen to more than the chief complaint. (Zelzer 1977)

Anticipated Guidance

"As pediatric professionals, we can and must help stressed families succeed with
their children." If a helpful alliance is formed with parents, their ability to utilize help
(from physician, nurse, social worker) is enhanced. Pediatric setting is considered to be
ideal to foster a sense of personal worth, promote bonding and self-esteem. Preventive
efforts can be instituted around "critical periods". (Brazelton 1975)

Downs Syndrome Group is Organized and Operating

A parents group has been formed to help parents cope with the stresses
associated with parenting Downs Syndrome children. Training courses of six-weeks are
offered for the entire family. (Schaefer)
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Hyaline Membrane Disease - What Role Does the Family Play?

Emotional support is essential for these families. Ignorance, superstition and
guilt often surround the family's concepts about the disease and they are often already

involved in a high level of prenatal psychosocial stress. (Morgan et al, 1977)

Parental Anxiety Increases with Infant Contact

Parents who have sick newborns in neonatal intensive care units have a high
degree of anxiety. Because of the stress and anxiety these parents undergo, new policies
should be developed to help them constructively manage their anxiety, since this may be

- an important aspect in the acceptance of their infants. (Harper et al, 1976)

Parental Visits of Sick Infants: The Effect of Living at Home Prior to Hospitalization

The first weeks of life are an important time in the development of the parent-
to-child attachment. This process may be disturbed when hospitalization of the neonate
is necessary. Findings suggest that allowing newborns to go home for a short time
whenever possible and providing facilities for parents to "live in" and care for their
infants in the hospital might minimize the disruptive effect. Visible congenital
anomalies had been postualted to inhibit early parent-child interaction more than hidden
malformations, but this hypothesis was not supported by the data. (Lampe et al, 1977)

The Gifted Child: Hard on Parents and Many Others - Los Angeles Times, May 23, 1977

"Gifted children are eager, questioning and wanting to explore everything new.
On the other hand they may fear new encounters or learning something at which they
feel they may fail. They grow in idiosyncratic ways." Parents needs: for time alone, to
be able to set limits, and to build self-esteem need to be addressed, along with the
necessity of adequate peer relationships for the child. "They can drive a parent
bananas!" says Joyce Hagen, an assistant professor of education at Cal State University
Northridge to a meeting of the Gifted Children's Association.
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Routine Problems of Childrearing - Tougher with the Retarded - Psychology Today,
December, 1976

A new outpatient service at the Kennedy Institute's Behavior Management Clinic
in Baltimore teaches parents to apply principles of behavior therapy at home for
problems of temper tantrums, bed wetting, aggressive behavior and other routine
problems of childrearing which are even more difficult to deal with in retarded children,
"who do not always outgrow troublesome stages, particularly if their problem is
compounded by a physical handicap".

Sudden Infant Death Syndrome (SIDS): The Mystery and the Misery - Ross Timesaver
18:1, January-February, 1976

Pediatricians live in dread of the phone call that brings them to the home of a
dead baby, hysterical, guilt ridden parents and no apparent cause of death. There is a
local chapter of the National Foundation for Sudden Infant Death, with the membership
made up of parents whose purpose it is to share the grief, help with the mourning process
and search for a cause for the tragedy.

Home Care for Children Dying of Cancer Supported - Los Angeles Times, April 7, 1977

"Dying at home may not be 'right' or helpful for every child or family, but it
should be available to all families who desire it. Candlelighters is an organization of
parents who help one another deal with the emotional stress of having a child with
cancer."

Preventive Health Care - Committee on Standards of Child Health Care, 1977

Additional visits to a physician's office are indicated, and preventive health
assessments may be necessitated by any severe or continuing problem of physical,
emotional or social health of the child, by need for relief of anxiety or improved
understanding of the parent regarding the health and health care of the child, or by any
unusual stress which may be placed upon the child.
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Preventive Health assessments would be indicated for all of the following:

School age children with diabetes

Children with handicapping asthma or kidney disease
Preschool child with an atypical behavior and activity pattern
Preschool child with delayed language or motor skills

School children with any condition requiring special educational help

Q@ © O 0 & O

Any child in a family experiencing unusual emotional or social problems
within itself or in its community

[e]

Children with overly anxious or inexperienced parents, or parents far from
supportive help of experienced relatives

Children with particularly rapid growth

Children with particularly strenuous academic programs, or sports programs
Children enrolling in day care

2 O O 0

Children going abroad or experiencing unusual social and emotional
exigencies

These visits would have a potential for prevention of disease and early detection
of deviations.

Screening for M.B.D. (Minimal Brain Damage)

"Although the underlying cause is considered to be organic in the sense of
developmental lag or deviations in the central nervous system, it is axiomatic that in
mild to moderate cases the degree of manifestation of the condition will depend in
considerable measure upon the unfavorableness or favorableness of the environment. In

severe cases the symptoms will be apparent regardless of the nature of the environment.”

"physicians are in a strategic position to identify these children at an early age
using diagnostic aids for office screening and case management. Evaluations must be
made in medical, social, psychological, educational and language areas with special
emphasis on complete, detailed history taking. Coordination with school personnel for
their evaluations are also indicated." Minimal brain dysfunction is often diagnosed on the

basis of little evidence, and wider testing procedures are presented for use in a
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physician's office. The physician could delegate history taking and screening tests to an
aide, be responsbile for medical testing, coordination and evaluation. (Peters et al, 1973)

A Death in the Family

Adolescents and children do not progress through the mourning process as quickly
as adults who are psychologically mature, thus the parent and child are quite commonly
out of phase in their mourning processes. Bereaved adolescents need support to cope
with the tragic event. (Wessel 1976)

Come to Terms With Teenage Sexuality

Physicians recognizing the multiple health issues related to teenagers' sexuality
(venereal disease, contraception, abortion and homosexuality) need to be prepared to
provide them with appropriate services. The extent to which he should care for sexually
active teenagers should be determined in part by knowledge and comfort in the area of
human sexuality - not taught in medical schools until recently. (McAnarney 1976)

Realities of Alcohol and Drug Abuse

Any consideration of psychotropic substances must firmly differentiate between
that which is purely experimental and limited in scope (substance use) and that which
serves as a true psychological crutch in association with significant psychosocial
disurbance (substance abuse). It is highly unlikely that "use" alone can lead to "abuse" in
an emotionally healthy youth; in fact, most of the evidence indicates that there must be
some sort of predisposing vulnerability. The consumption of alcohol or marijuana does
not axiomatically lead to the use of harder drugs. Only when the patient establishes a
relationship with the physician can the full extent of the problem be explored or
motivation for change be brought about. Situationally reactive problems of recent onset
can often be treated in the office, the special drug programs being reserved for youths

with a deeper rooted and more confirmed habituation. (Hofmann 1976)

Chronic Illness

"Inadequate or inappropriate use of available supportive services may be one

explanation for the disproportionate numbers of chronically ill who have psychosocial

29



fficulties or whose families experience unnecessary emotional and financial burdens."
pless et al, 1972)

psychologic Factors in Pediatric Allergy

Six categories of interaction between psyche and soma are conceptualized, and
the need to realize that the interaction varies greatly from one case to the next is
discussed. "The great body of allergists, while rejecting the psychosomatic approach to
‘allergy, are well aware that resistant allergy may be a disturbing factor in a family and
‘seriously interfere with treatment."” There is a need for family guidance to help develop
.healthy attitudes and to guard against mothers becoming either overprotective or

careless. (Speer 1974)

FUTURE HEALTH CARE:

The present laws, those already mandated but not fully implemented, will be
examined together with legislation currently being considered. @ Any subsequent
enactment of legislation currently under consideration will, of necessity, take several
years to implement.

Speculation as to the future of health care in an expanded form is based on
material recently presented by Lindenwood College at a full-day seminar conducted by
faculty sponsor, George Gooch. It is included in this section from a purely personal
speculati point of view, but is based on acquaintance with current laws and current

writings.

Although the term "physician extenders" may be a catch-all enigma to doctors, it
is being viewed as a cure-all by many members of Congress. The likely results: action
early this year to extend Medicare and Medicaid reimbursement to nurse-practitioiners
and physician-assistants in rural clinics. This extension could have far greater
implications by paving the way for Medicare and Medicaid reimbursement of all physician
extenders. (Snyder 1977).

The bill referred to above was recently passed, and its implications are quite

broad. Care for the elderly and the poor is now being paid for by the government at the

30



same rate, no matter whether the care is delivered by a physician, nurse-practitioner or
physician-assistant. Rural areas have been covered first because of the shortage of
physicians in those areas. How long before those same services will be paid for, when
used by the urban poor?

Nurse-practitioners are currently entering private practice. The most far
reaching implication, in my opinion, is the fact that repayment is made on a "fee for
service" basis. This means that a certain procedure has a set price, not set according to
who provides the service, or their level of education or training, but according to a
predetermined fee scale. What implications could this have for insurance company
reimbursements of all types? What about mental health care? Some feel that mental
health care will not be reimburseable in the future, and that insurance companies are
likely to pay only for short-term care.

Currently mental health care rendered by marriage family counselors is not
reimburseable by any third party carrier. However, the government recently decided
that dependents of servicemen could utilize the services of counselors and would
reimburse for those services. How long before other government agencies, in addition to
the military, reimburse for counseling services? If and when they do, will it be on a fee

for service basis? Will an hour of time be worth so much, no matter whose time it is?

President Carter has a great interest in the field of mental health care, and has
recently set up a commission to study it. This article appeared in the AMA newspaper
dated February 28, 1977.

Naming his wife as honorary chairperson, President
Carter established a 20-member Commission on
Mental Health. The commission will study health
services to the mentally disturbed and will be
dominated by lay persons rather than mental health
professionals according to Thomas Bryant, MD, who
has been named the commission's executive director.
Dr. Bryant currently heads the Drug Abuse Council.

"It is not a commission on mental illness (or) mental
retardation,"” Dr. Bryant said at an opening press
conference. No agenda for the commission has been
set, other than a deadline of April 1, 1978, for its final
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report to the President. An initial budget of $100,000
has been designated for the body, which will identify
such problems as "the projected needs for dealing with
emotioinal stress during the next 25 years," and "to
what extent (are the mentally ill) being underserved."

The last mental health commission which Congress convened in 1955 had far
reaching effects. The article quoted above goes on to say.

. . .President Carter estimated $37 billion to be the
dollar cost of mental illness, retardation and drug and
alcohol abuse in the United States.

The last mental health commission was created by
Congress in 1955 and its work led to the Community
Mental Health Center Act of 1963. One of the goals
of this legislation was to get the patients out of the
large mental institutions and back to the community
setting. The number of patients institutionalized in
state hospitals has decreased from 500,000 in 1963 to
200,000 in 1976.

Federal funds of $1.4 billion and $3 billion in matching
funds, from state, local, and private sources have
created 650 community mental health centers.
Congress has set a goal of 1,500 centers for the nation.

Who is going to staff new mental health centers? The proposal calls for three
times as many health centers as are now funded. The last (1963) Mental Health Center
Act saw the entrance of many, non-traditionally trained mental health workers, into the
newly expanded mental health field. It contributed greatly to the rise of noncredentialed
workers, variously called "nonprofessionals", paraprofessionals", and more recently, "new
professional". There is a huge and growing literature on the subject which contains over
a thousand items.

Psychiatrists are concerned. As for the future, ". . . there will be mounting
pressure from the various subprofessions to achieve independent status". For the
immediate future, "I believe psychiatry will have to be primarily oriented to the sudden
expansion of demand engendered by the extension of health care to all segments of the
population under some form of insurance. At this time there is some official hesitation

about providing psychiatric services because of the anticipated high costs.”(Rifkin 1974)
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Pediatricians, too, face an uncertain government policy toward the care they
ffer.

The Carter administration has repeatedly committed
itself to mental health insurance . . . the
administration will likely spend this year organizing,
with a push toward congressional action in 1978. That
the first step toward national health insurance will be
pedicare appears likely . . . Children would receive
total coverage for preventive medical outpatient
services . . . limitation would include curtailed mental
health services." (Harvey 1977)

As a mental health worker who chooses to work in a pediatric setting I must
assess the above information and try to formulate a logical plan for my future. It seems
to me that "preventive services" is the key word. Stress is predicted to be the major
research area, in all medical fields, in the next 25 years. The medical team of the future
will consist of three equal members: a physician, a nurse-practitioner and a psychologist.
Community care, group care, HMO (Health Maintenance Organizations) all loom on the

horizon as alternatives to medical care in a private setting as we know it today.

Physicians will likely do complicated procedures and serve a larger population,
much the same as psychiatrists will largely supervise a multidisciplinary staff at
community mental health centers. As a counselor I will have a role, for I will be a
former paraprofessional, more technically trained, for a new aspect of medically related
mental health care that did not exist before, but will be desired in the future. Both
government and the public will have more of a role in that future.

Senator Kennedy is also interested in medical care and the federalization of its
delivery system. He is currently investigating restrictive licensing laws which prevent
full use of paraprofessionals, control of professional school accreditation and other areas

of concern that ". .. may represent unnecessary restrictions on health manpower supply".
(AMA News)

The National Health Planning and Resources
Development Act of 1974, P.L. 93-651, creates over
200 Health Systems Agencies (HSA's) throughout the
country. These HSA's will be responsible for preparing
and implementing plans designed to improve the health
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of the residents of each Health Service Area by
increasing accessibility, acceptability, continuity, and
quality of services, and preventing unnecessary
duplication of health resources.

This law specifcally provides for individual health care
consumers and providers through participation in local
Health Systems Agencies and their Sub-Area Councils
(SAC's).
The sub-area councils are now being formed; an election was recently being held

in the Los Angeles area. Councils have not yet begun to execute their mandate.

More workers will be needed in the future. More previously unqualified workers
will receive reimbursement from a government increasingly involved in the entire health

care field. Of those facts we can be certain.

Traditionally trained personnel will be used to supervise "nmew types of
professionals" in larger health organizations of varying types, according to community
needs. This can be inferred from the facts.

Local organizations consisting of providers of health care, and consumers of
health care, will establish priorities for, and review delivery of, a multiplicity of

services. This is already law.

The model for future interdisciplinary care may be neither medical nor social, per-
haps both will co-exist.

"The most general alternative to the medical model is
the social model, which attributes the major portion of
mental illness to the impact of social and economic
factors. This viewpoint is most concerned with
prevention than with caring for those now afflicted. . .
(Rifkin 1974)

Many new approaches to mental health currently exist. "The broader
acceptance of prevention, social and community psychiatry has necessitated a
reexamination of preventing what in whom." (Offer and Sabshin 1914)
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CHAPTER III

References have been made to the need for interdisciplinary training (Jennison
1976) and the need for practitioners learning to become providers of "health care" instead
of "medical care". (Low 1976) While academicians and medical society officers might
see interdisciplinary practice as desirable, this paper is an attempt to assess the
attitudes toward such practice by those who would actually be involved in such an

arrangement.

To this end, an interdisciplinary research project was undertaken by a solo
practitioner, currently engaged in the private practice of pediatrics, and a

paraprofessional counselor currently serving an internship in that pediatric office.

The project would attempt to survey the patients in the above practice as to
whether, and how, they would utilize a counselor who would be part of the practice.
Another aspect of the project would involve a survey of other local pediatricians in an
attempt to assess their attitudes regarding a similar arrangement in their private
practices.

This Chapter will establish the rationale for interdisciplinary research, and
further describe the projects undertaken as part of this study. Project methodology will
be elaborated and results of the several surveys will be reported, along with a discussion
of the findings. Various problems and limitation to the study will be delineated and

recommendations for future interdisciplinary endeavors will be made.

It should be noted that future endeavors were not necessarily suggested by the
results of the findings, but were generally the result of the internship period, which
allowed for physician/counselor interaction and mutual exchange of ideas, in addition to
time in which to conduct the studies.

Although counseling work with patients was neither a primary nor a secondary
purpose of this project, the availability of a counselor/intern resulted in instances where
the counselor's services were utilized. Several case examples of such intervention are
included in the final sections to this Chapter.
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"Data gathering and decision making are not synonyms and the former, perhaps,
yas been too much our escape from the latter." (Berwick 1976) Health plans for the
uture are now being made and Berwick writes of the difficulty of obtaining data on
sediatric intervention programs ". . .in social innovation, experimental control simply is
not feasible, and standardization of experimental treatments impossible to attain". He
goes on to mention that more and more, the data upon which health policy decisions are

based, in preventive medicine and especially in pediatric intervention, are characterized
by enduring uncertainties.

As a member of the Center for the Analysis of Health Practices of the Harvard
School of Public Health, Berwick concludes that collecting more data may not contribute
as much toward resolving a dilemma as will learning to use open, interdisciplinary
approaches. "We need to work more closely with professionals not usually thought of as
health scientists to make the most of the information we already have." (Berwick 1976)

Research is not something sacred to the university, but
merely requires the seeking of an answer to a question.
Pediatricians must become more involved in this
search if only because it is certain that the
information we need will not be found in the
laboratory or even in the university hospital, but
among the people we see in our practices.

The coalition of physicians with social scientists is a
necessary condition for advances in this field. To call
for multidisciplinary research had become trite, yet
the cliche has validity . . . those of us interested in
preventive medicine need our friends in psychology or
sociology if we are to have any hope of addressing the
issues of health behavior. (Heagarty 1976)

METHODOLOGY: PATIENTS SURVEY

A randomly chosen population of 100 families was selected from an estimated
total practice population of 1,600 to 2,000 families. The practice population included
those families having visited the office for any reason during the preceding three years.
The 100 families were located within an approximately 20 mile radius of the office,
covering a wide range of socio-economic groups.
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A letter explaining the purpose of the survey was included along with a
questionnaire and a stamped, self-addressed envelope. The letter and questionnaire are
shown in illustrations | and 2. The questionnaire listed thirteen possible situations for
counseling intervention. The possible situations were taken from the current literature,

more fully described in the previous Chapter, from my own hypothesis and from the
physician's experiences within his practice.

METHODOLOGY: PHYSICIANS' SURVEY

In an effort to parallel the survey of the patients, it was decided to limit the
physician's survey to those whose practices were located in the same geographical area
as that in which the patients' survey took place.

Twenty-four pediatricians, representing the approximately 60 pediatricians
currently engaged in private practice in the aforementioned area were surveyed. Each
physician was sent a letter/questionnaire, illustration 3, along with a copy of the
patients' questionnaire. The patient form was sent for clarification purposes, no request
being made for its return.

Names were randomly selected from the yellow pages of the telephone directory
according to geographical location, and included only those physicians identified as
pediatricians. Those practicing as part of a group were surveyed as individuals; a
questionnaire sent to only one member of any group.

FINDINGS AND DISCUSSION: PATIENTS SURVEY

Many of the patients chose to identify themselves on the returns, even though
there was no space provided for them to do so. We later felt that these people wanted to
overcome the obvious limitations of an anonymous questionnaire and desired a chance to
discuss the survey in some way, or even to merely acknowledge their participation in it.
We then decided to make an additional copy of each signed, returned form and to place
that copy in the patient's permanent file. This would enable the physician to have an
easily seen reminder, giving him an opportunity for discussing the survey and the
findings, at their next time together in the office.
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Pediatrics

In tyying to provide medical care for the whole child, I am interested

in preventing as well as curing disease., So that I can better provide

this type of care, I am considering adding to my staff a licensed

Marriage Family and Child Counselor who will be available for consultation
under my supervision.

I would appreciate your helping me assess the value of having such a
person available in my office. Could you please fill out the enclosed
questionnaire and return it to me as soon as possible? Thanks for
helping - your cooperation will be greatly appreciated. A stamped

self -addressed envelope in enclosed for your convenience,.

Sincerely yours,

Figure 1
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1f a licensed Marriage Family and Child Counselor were availabde in

your office, | would like to see services available in the following areas;

( ) Pre-hospital planning and orientation
( ) Reaction of child to hospitalization
( ) Reaction to chronic physical disabilities
Adjustment to the anticipated stresses of:
( ) Moving to a new area
( ) Illness of a family member
( ) Physical disability of a family member
( ) Death of a family member
( ) Divorce of parents

( ) Remarriage of a parent

( ) Problems of being a parent--childrearing and pregnancy

( ) School Problems--attendance, behavior problems

( ) Drug abuse problems

() Sex Counseling

()  OERE ow svaebipiessobioss seesenses s s resaierey sy ses
Comments :

Figure 2
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