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CHAPTER I

INTRODUCTION

This isadescriptive stuck offour lflchiganChildGuidanceCIinies

located in the cities of Battle Creek, Flint, Kalanaaoe, and Lansing. The

purpose is to canine operational sinilarities and differences anong

those clinics. The first area of stucv is an analysis of staffing patterns.

A description of the existing staffing patterns is given'te show how

these affest .the philossplv and operatin of the clinics. This covers the

process that begins than the client first contacts the clinic, through

the diagnostic stunt, to deterninatini.af the disposition. Then treat-eat

nsthsds are explored. Thia covers the period between acceptance roe

treatnent and terdnatisn. The various nethods of financing are described

next. This includes financial arrangenents between state and local clinics,

resem'ces, none of soliciting funds, budgeting, and apenditures.

Finally, a stw is node of csmunity relations as affected In each clinic's

interpretation of- its function. This includes activities devoted to

interpretation of the clinic, cos-unity education, and public relations.

This stw was undertaken by five students in their second year

of training in the Hiehigan State University Graduate School of Social

work. Two students sore placed atthe Battle Creek clinic while one

student's at oachefths others.J.s each clinic servesafairly

cuparable geographical area, it use felt that a conparative study of

these clinics could be ado.



The following table gives the population and nunber of counties

served by each clinielz'

91% P tion cmue

Battle Creek 1111.169 2

Flint 196,910 3

Kalonaaoo 82,089 5

Lon-m . 107,807 b

; Even though there is substantial difference in the sine of

population served by these clinics, they have a comparable clientele,

drain partially frna highly industrial urban areas and partially fru

the smsundingruralaroas. Bach calamity also has a network of social

agencies that is availabla for collaboration.

Theplanto carry outastucw efthe four clinics urged as the

result of discussions anoug the five students placed in these clinics.

The students noticed sinilaritios an! differences in the procedures of

their clinics, and cans to the conclusion that an exploration of the

reasons for these variationsnould be interesting to then and night

revealcertainpstterns thatvouldbe of inpertanco tothe clinic

adninistrations. Pernission to proceed with the stow was secured fren

the School of Social Work, and‘the administrators of the four clinics.

The State Departnsnt of Mental Health. expressed interest and provided

cooperation.

The next step was to determine what specific areas of clinic

operation to study. The njor decision was whether to exanine one area

 

1“0.9“, Bureau of the Census, U.S. Census of Population, 1960 pp. 10—13



of clinic process intensively or to study the entire clinical procedure

nore generally. The later was decided upon because of the lack of

general studies on clinic operations. It was felt that an exploratory

enaninatien of the entire clinic process might point to areas in need

of further intensive stw.

A nunber of possibilities, such as client perceptions of the clinic

and censunity attitudes concerning the clinic were discarded. It was

felt that these areas fell outside the purpose of the stucw and were large

enough areas to nsrit a sore intensive separate analysis. It was finally

decided to cover the five areas of clinic operationsnoted above and to

examine then in each of the clinics.

A variety of techniques were used in eliciting the information for

the stunt. There was first a preliminary phase in which unstructured

interviews were conducted in some of the clinics as well as with

‘ officials in the State Department of Mantel Health. A review was made of

some clinic docunents such as bylaws, minutes, and rules and regulations.

in examination of current literature revealed few comparable studies,

however, there was considerable information that could be used for

specific related topics.

A more specific interview schedule was then devised as a basis

for obtaining detailed information from each clinic. Interviews were

mm with various members cfdifferent disciplines of the clinics' staffs

using the interview schedule“. The State Departnent of lbntal Health and

the four Lamps cooperated in giving the students m relevant

documents, reports, statistics and other information they thought would

be of help. Other procedures ani techniques were used in the student's



selected areas of study. These are described in the following chapters

in the individual presentations. All of the above information was then

coupiled into a written account of what had been found in each clinic.

Each student selected one of the five areas for a more intensive

exanimtion and report of his findings, using the compiled material as

a guide.

Each student approached his project through an analysis of one

I

aspect of operation canon to each clinic. Following this, the student

explored a more specific amect of clinic policy drawing upon sources

in the literature as well as data from the clinics. Thu, fie‘anor Keyee

completed an analysis of staffing patterns which was reviewed against the

wider background of interdisciplinary relatiomhipe on the psychiatric

tea: and the kinds of problem and issues involved in these relationshipso

Chapter IIcoversteanrelatimshipswhileChapter IIIdealswith

staffing patterns of tho four clinics. I

A pattern of adequate fanancing met be established by eagh clinic

to provide service. In Chapter IVm Babcock describes the patterns of

financing found in the four clinics. Fee charging has become more

prominent in all social agencies. The issues involved in charging fees

for service are explored in Chapter Vo

in examination of intake procedures is described by Marjorie

Slarpe in Chapter VI which is followed by theoretical discussion

regardingintalne inChaptor VILThcnasRuhala usedthis asapoint of

departure to discuss Joint interviewing of the family in Chapter VIII.

AstheFlintandIansingChfldGuidanceClinics arsengagedinexperinental

projects using the technique of Joint interviewing, a review of these
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developnnts is included as pertimnt to a descriptive stucv of thse four

clinics. The practices of Joint interviewing used in diagnosis at the

Flint clinic and in troatnent at the Lansing clinic are reported.

Wismeefflteprimyfunctionsofallchildguidance

clinics. In Chapter 11 Rn Hughes reviews the various philosophies and

policies of treatnent which prevail in the four clinics. Termination

follows treatment and isdiscussed in Chapter 1:. Continuity relations are an integral

part of every clinic's service to its cammiiw.-1‘honas Ruhala analyzes

the various‘procedures used by these four clinics inChapter XI. Finally,

similarities and differences anong the four clinics are mined in

Chapter XIIo .

It should be noted that the mterial presented does not necessarily

reflect policies or statemnta at either the State. Department of babel

Health or the Child Guidance Clinics. Rather, it is a commits of

findings from new sources, and is, therefore, the sole responsibility

of the studentso



cm II

Tum~ minnows

in discussion, or even thought, regarding staffing of a Child

Guidance Clinic leads automatically to the tea! approach of

orthopsychiatry. Webster defines orthopsychiatry as 'hopiwlactic

psychiatry, concerned especiallywith incipient nental and behavioral

disorders in childhood and youth."lg_lj§ychiatrio Glenn; states:

“Orthopsychiatry: Psychiatry concerned with the stuiy of children.

Wis is placed on preventive techniques to pronote normal, health

enotionol growth and devdopnnt.'2Win Dictiona'q_gf_

Wise].ferns defines orthopsychiatry as "the

study of nental disorder with emphasis upon osrlytreatnent and prevention,

an! based u the codoimd resources of psychiatry, pediatrics, psycholog,

and social work."3'1'hus the important factors are preventive psychiatry

using the tons! approach.

Hones defines the erthopsychiatric clinic as:

'...one in which the services of all three professional

W -- psychiatry, psycholog, and social work - are

available and coordinated as necessary in the interest of

 

litebster's new International Dicti (2nd ed. unabridged Springfield,

3 o o .o, , Po 17211

2Amrican Psychiatric Association, A ohiatric Glosssgrfilashington, D.C. :

American Psychiatric Association, p.

3Horace B. English and Ava Chanpney English, A C ehensive Dictionary

of Paychological and magical Tern w or z ,

.o 3 , po ‘

6

 



the patient. In such a clinic, the psychiatrist alms

has the responsibility for the treatmt of the patient

whether he does the treatment himself or delegates it.

It is not necessary that the psychiatrist be the

administrator of the clinic. It is essential that all

three pofessiom participate in the pinning and

review of cases and in policy mung."

Wield Bugged!“

then psychiatry, social work, and psycholon were brought

together in the early 1920's orthopqchiatry was born. They wsrebrought

together as full fledged nsnbers of the teen in Child We Clinics.

These were first established shortly after World War I as a means of

learning about the emotional life of children and instituting a treatment

program to elininate emotional conflict. Psychiatry, profoundly impressed

by the research findings of psychoanalysis, had cone to recognise that

emotional conflicts in the early years caused the serious enotioml

tonflicts and illnesses of adult life. These three disciplines found-

that by working together they could obtain a comprehensive picture of

the inportant factors in a child's national life.

Histrically there had already} developed a close kinship

between psychiatry and social werk.

The psychological concepts of hdolph Meyer, that at _

this tine (1916-1917) were coming to be progressively

are accepted by psychiatrists, led a new groundwck

and rationale for activities of nental health

associations. lbyer's ideas turned attention to the

individual's interaction with his environsnt...'l'ho

Mncheloa of Freudwas aluhaving a significant

 

hlhriaa HcBee, Chair‘s, “Synposiua, 1950 Training in the Field of

Orthopcychia‘try: Fifiings of the I'bmbsrship Study in Relation to

.Trainézng ad Worship," American Journal of Orthopsychiam, Oct. 1950

PP. “693 ,



 

influeme. The imights into hm behsvior it afforded

were to be a factu‘ in the collaboration of psychiatry

and social work...floroover, the application of psychiatric

principles to social work techniques proaessed with a

sweep an a speed that left a profound influence on the

entire social work profession. is a result, the ally-lent

of social work and psychiatry for collaborative service

tothenontallyillseenstohavebecmeapernanent

develop-oat. Significantly too, in the field of emotional

disorder of childhood, the col-unity environ-ant cans to

be seen as a nest important factor in treat-ant program

for disturbed children.5

In addition to the psychiatrist's developing interest in the

enviroment and the socialworker's interest in Freudian psycholog

there is another area these tw’o disciplines share in canon. Basically,

thesimofbothisgreater imividualsclf-realisation.1'hisis

practiced through freed- of choice, self-motivation and self-direction.

These are principle- under-137ml the hbelthe growth and development or

personalities. Both disciplines can flourish only in a democracy so

this regard for the individual's personality nukes denocracy more than

a political qsten. It is the life's blood of these professions as

practiced in the United States. In addition to this basic alliance

of social work and psychiatry in the democratic tradition. emu

first principle of temk develops this inruier when he states:

romeo-k is inoaupotible with .. authoritarian ideology.

Without a first conviction of the essential dignity and

worth of all non, withoit the recognition of the"

responsibility of each of us fa his fellow nan, teanmrk

and the welfare philosoply which it is designed to

ilplenent make little sense. Thus the “tow is not an end.

 

5Group for the Advancement of Psychiatry The P chiatrist and his Roles

in a butal Health Association Report e

on ucat on or a Group for the Advancement of Psychiatry,

February 1960) p. M.



It is a neans designed to serve the ultinte realisation

of the6potentiality of those whom we are dedicated to

serve.

Connery then develops the team relationship still further, swing:

2. Tee-rorkisafellowship ofnenandideas.’l¢o uoupcanlong

endure as ananingful entity without cannon ethos. The bond which unifies

theclinicalteanisthebondofservicearrlthededicationofthe

collective talents of its individual nenbers to the realisation of that

end. It is a fellowship of interdependent inquiry. Differences nay am do

wrist between individual members and disciplines, but without some canon

denominator of effective tea-work lies in the conception of men as the

product of a biological, psychological, and social catimmooi'hs

mthed of the tea- is the method of discipli-d scientific inquily Jointly

pursued...

3. Effective tea-tck'rests on the Iranian that the whole is greater

than the sun of the parts...Teamerk is...a.conviction that the

integration of distinct and overlapping skillagives rise to unique

insights and unique therapeutic possibilities. Jeni-dork is predicted on

the individuality of the participating disciplines. The team is’an huogenised

whole. Its strength derives fruit the preservation of difference. Befce

one can becuee a usefulaenber of an interdisciplinary process‘he nust

first have established his identity withiahis own profession...

h. Teanrork is an interpersonal process...teanrork does ”not just

happen, itdevelops fruadiscovery ofsolfandof othorsandfrona

conscious effort to iaplesent this insight iathe Joint activity.

5. Tea-rerk ilplisna capacity for youth and change. Teamwork is a

chrnaaic process...

6. Tea-tor]: ilplios the understanding and acceptance 1 authority...

each clinical decision is an expression of greater c lesser probablity'

inwhich each nust share, sons to a greater and some to alesser degree.

But all must be bound by the validity of group decision...The authority

ofthoteanistheauthority afroasonaficonpetenceurhenatare

individual finds little difficulty in relating to this concept.7

The psychiatric experiences of World War I increased interest in

working with children and stimulated the development of psychiatric clinics

for children. At this tine : '

 

6Maurice F. Comedy, I"The Clinate of Effective Teamork", Journal of

mghiatric Secial Work, XIII (January 1953) p. 59

71nd. 131359-60
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Child analysts devoted their major efforts to the study and

modification of conflicting trends within the child, drawing

the parents into the treatment situation in a widely variable

W, often through the parents' personal analysis. A specifically

American contribution to child psychiatry was the Child Guidance

Clinic, a structure which developed out of the interest of

psychiatry, psychology, and social work in how to help disturbed

children and their parents. The professional knowledge of these

groups gradually head all nude clearer the concept that a child

is in a We relation to significant people in his

environment. (hat of this concept evolved a therapeutic philosopr

which included nedificaticn of both environment all! child in

ways nest favorable for his psychological growth. This

philosophy was imlenented in the team or collaborative approach,

which provided for active participation of parents in a

therapeutic process focused on the disturbances in the parent

child relatiomhip. Parent participation was felt to be a

necessity since, in nest instances, the child is brought for

help because the parents are concerned about him—a child

does not seek help because of his own insight. kperience

in childguidance practice demonstrated also that a child

can sustain a change in his personality only with the support

of his parents or their substitutes. mm it is clear that

child guidance clinics did not discover the important influence

of the parent on the emotional development of the child, the

fact remains that the collaborative work of these clinics has

refined the professional skill needed to include parents in

the clinic sefivice designed to help a child with his emotional

difficulties.

with the change in eIphasis from diagnostic to therapeutic, the

aha-tag. of therapeutic pan-come: becane acute. s... .r the therapeutic

work had to be tuned over to non-medical personnel. Over the years, snore

of the theraw has been carried on by social. workers and psychologists.

The role of the social worker developed from history taking into casework,

which eventually developed into therapy. At first this was carried on with

the parents; later social workers found thq could treat the children

themselves. Along with the peyoholegiet's testing there developed

 

BGroup for the Advancement of Psychiatry, Basic Concefi in Child

chia Report #12 Formulated by the sy try

opeka, : Group for the Advancement of Psychiatry, April 1950)

p. 3
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the inclusion of work on educational medial problems which led to the

recognition that reandial problem fundamentally involve general personality

m‘oblens requiring the usual pqchotherapeutic methods. This experience

concuitant with the use of these methods led to its application to

other types of problu. Concurrently, the psychiatrist made some shifts

in the direction of his interests 1y sonetines taking the parents for

therapy as well as child patients.

Team Configurations:

Today, there are m definitim of “tean' and new different

kinds ofteansinoperation. Itiealmtysagroupofpersons givincdirect

advice to an individual or a family treating the emotional climte in

which a child grows. The nest cannon composition of the team consiets of

the three disciplines of psychiatry, social work, and psycholoy.

I'Here the lines of specialisation are hazy. Sens attenpts have been made

to make a clear distinction as to the division of labcn'. However, the

consensus seem to be that clear cut distinctions are difficult to nako."9

There are several configurations found in «causation of

recognized standing. Each requires separate consideration. In sons

organizations the three professions provide two types of service -

theram and casework. Sons diagnostic formulation is a basis for therapy

but psychological moaninations, as such, have been sharply curtailed or

alncst elinilmted as part of the routine for handling cases. This has been

9Daniel 11. View and Otto N. Raths, Jr., ”Contribution s of the Montal

Ibrgions Clinic Team to Clinic Decisions", Amricen Journal of whom

an (April 1959) p. 350
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done deliberately because of the conviction that psychological

examinations areno't indicated in the process of treat-out offered by

the organisation. The three professions are still represented on the staffs

ofnestefthese agencies, butwshovethreeprofessiens withtwobesic

functions «— psychotherapy and casework. This situation seem to have

developed as . result of changes inpractice, such asthe increased use

of nomedically trained personnel for treat-mt, and the grouting emphasis

on the selective, rather than the routine use of aw procedure in a

smcific case. It is felt that an early developmnt of a treatmt

relationdlipisfosteredandtineisnotloetwithsuchapoliq.

A second type is found in organisations where the psychiatrist in

a regular staff leather, has supervisory adninistrative duties, participates

in the farmlation of policy, but does not devote an appreciable tine

to direct service to patients. Instead, psychiatrists in these organisations

fumtion as;comultants to other staff numbers who carry nest of the cases.

This might be a logical outgrowth of the poetics of using psychologists

and social workers ft therapy, hastened, perhaps, by the shortage of

personal}

The two kinds of situations Just described represent changes in

function for the three disciplines. There are two other groups of

organisations which represent 'a greater departure he. the original

pattern of the clinic teen.

In one group of organisations the basic cocposition of the clinic

“ A—

mharic Krugman, ”A Study of Current Trends in the Use and Coordination

of Professional Services of Psychiatry, Psycholog, and Social Work in '

Mental $81612 Clinics all Other 331W Agencies affl- Institutions”, '

Aggrican JournelpofWI! (January 1950) PP. 58.62
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teanhas been chained. Only two disciplines are represented onthe staff

of certain clinics, either psychiatrist or social wa'ker, or psychologist

and social worker. In these organisations the services of the third are

available 11 en. special arrangement. The psychiatrist or psychologist

mbeaconsultautonafeebasis, ahistinewbeuadeavailableby

another agenoyteseereferralcases. Themerofcases seenbythis

outside cusultant is usually a smllpreportionof the total case load.

This consultant takes nopartinfomlationnoipelicy onthe work done by

theorganizationoronthetypeofcasetobereferredtohin. fiehasno

responsibiliw fa:- decidinguhenerheusspeeixieeese shouldbe handled

orreferred. Heseesthecases sonttohinandnnkesareport, eitherin

writing or at a staff conference which he attends. It would be rare for

this outside consultant to carry aw cases for the annoy on a continuinc

basis,bothenvbeconsultedaboutchmeswhichoccurincaseshehas

mu

Teas Functions:

Asmntionedproviausly, thereismohthatis basically cm

botveen psychiatq- afl. aociathork leadingta considerable overlappim

in functions resulting in some lack of clarity in functions. The

pqchiatrist's special contribution to the tea is his cutimling interest

in medicine with an emphasis upon pediatrics. This includes continuing

stuck and learning in the processes involved in somatic expessims of

psychic mhenonena as well as knowledge regarding the development of the

norm]. infant. Another specific contribution of psychiatry to the team

“an;
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is the psychiatrist's ability to deal directly with the unocnscicus.

Socialwork brought tothe teanthe knowledge that the child is

not an indepenient individual but is inflamed In his envirounnt

including his family upon whon he is dependent. Therefore, treat-ant of-

the child could not disregard familial situations fron which he cannot

be separated. Thus the social worker's \mderstanding of pvche-social

factu's, with emphasis upon social aspects brings into focus the difficulties

created by the individual's problem in carrying out his various social

roles. Although the caseworker may never deal with the unconscious

material directly, he met understand it in order to relate treatment to

the realities of daily life.

Most schools of internal medicine todw recognise the social

implications of illness an! teach students the social side of medicine.

No other discipline is more complex than social work and it actively

touches more people than our other. there there are human relations,

there is social work, as whatever affects the behavior of nan in his

relations to others is input-tint to social woo-R12

This is again an actual overlapping of the two fields. There are

severalareasotherthanaotualpsychiatlywhichisnosalsoemasised

as important to the psychiatrist.

.e.hc list have knowledge of, and ability to work with,

commi‘w organisations. He not know sonething about

calamity resources, and how they on be used fr the

benefit of the clinic patients. As a nonbor of the clinic

organisation, he does not need to know all the details,

 

1Zaporreo-d Ackerly ”The Clinic Tean', Anorinan Journal of mm

XVII (April 19h? p. 12
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but he certa ' should be alert to the over-all picture of

the calamity.

Required in the curriculum of graduate schools of social work are courses

in Commity Organisation and Social welfare Organisation. The similarity

between these subjects and Dr. Lauren's statemnt of psychiatric

requiremnts is obvious. The psychiatric and social work approach to the .

patientissinilarbecauseitisthrough interviewingasepposedtothe

psychological approach through testing. Both disciplines are involved

in the intake procedure while the psychologist is usually later with his

testim. Just as mdicine now recognisesthe social implication of

illness, the social work training period includes psychiatric components

and its implications which establishes another omen bond.

Of the three disciplines involved in the clinic team, psychiatric

social work has taken its task most seriously and made the most definite

efforts to deternine its functions and to train for these in an organised

fashion. In no recent years and in a somewhat less organised wq, psychiatry

has also attempted to establish standards of training. Clinical psycholog

is the last discipline to establish itself. It was necessary for

clinical psychology to go through the stage of breaking am from

academic weheloy inordsrteestablish its field ofworkonan.

adequate practical basis. There is now, a trend toward reanalganation

with the parent bow. Because the other"two disciplines did not have

this sharp contrast with theirorigins, thqr were able to deal with their

problem earlier and so establish themselves in the field of psychopatholoy

MA-

J~3inmioh 6.1mm, usymposium 1950 Training in the Field of (h'thcpsychiatry,

Findings of the Membership Strip in Relation to Traing and Membership"

American Journal of Orthopgchiatg, ChairnanHarianJicBee, n(6ct. 1950)

We



 

 “
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earliery' Todq the psychologist's contribution has mm sides, am of

which nu be enphasisod according to his training, experience, and interest.

Be my be a psychometrist, a diagnostician of personality structure, or a

psychotherapist. Basically, his functions are changing in the direction

of broader responsibility in cases, particularly in treatment. The field

of clinical psycholog isexpecting consistence in three mjor areas:

"...diagnesis...research...and theraw, the use of techniques for inprovim

the condition of the person who cues for help};

In 1959, The Amrican Orthopsychiatric Association culpleted a

stat of orthopwchiatric clinics, agencies, and hospitals frail six regions:

Chicago, Cleveland, Detroit, New England, New York City, and Washth D.Ca'6

This report iniicates that alLthree discipline engage in psychotherapy.

Abeutahalftoathirdofthoseusingmorethanonediscipline

fr psychotheraw said there were no differences in methods

and goals, although sons of these had previously made differences

in assigrunents. However, a little less than a third actually

made no differential between professions in assigment, methods

or goals. The attempts of others to describe methods and goals

of treatnent were not aluays successful. The descriptions of

social service treatment were the clearest, involving ego-

supportive methods geared toward rather well-defined goals,

but again the differentiation frail I'caseuork" was often

discussed. Psychiatric treatment was more usually described

accordiu to method by such terms as "intensive", "deep", or

"uncovering". Also mentioned were certain types of cases to

be treated ty psychiatrists such as psychosmatic diseases,

or additions in which drugs were beilg used. There was seldon

 

“maid sicko-o, "Clinical Psychology: An Evaluation", arth chia

12 -1h8:RetrospectandPro§p_ectJEd.IusonG.Lewory& or

gleam IE ioflc: Amrican Orthopsychiatric Association, 19118) pp. 231-2147

15min. 1». 237

16w. Meson anthers, ”The Psychotherapwtic Function of the Orthopsychiatric

Teen: Report of the Comittee on PsychothertPJ. Panel, 1959", American

Journal of Orthggchiatg, m (Janisry 1960) pp. 19-86 """""
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aw attempt to describe the methods and goals of psycholoylo'7

Only a few clinics specified types of cases or kinds of psychotherapy

appropriate for psychologists. In those settings where pachologists

do psychotherapy, they do not work with cases selected fa- then specifically

because of their profession. It again emphasises that the psychologist

doesnot present a clearly percieved image with respect to his therapeutic

role.

‘fhe stucéaindicates that there is no established basis for

distinguishinghow assignments .to the different disciplines are determined

or that the therapist's experience and attitudes are considered. The

general pattern in child guidance clinics is for social workers most

frequently to treat the parents and psychiatrists and psychologists to

tract the children. flavour, in contarst to this, in one region social

workers do the largest amount of psychotherapy with children. Reasons for

assigment to the mchiatrist were most often given in term of severity

of pathology, depth of nterialato be one with, or goals involving

persomlity change. -‘fhis policy was not always followed because in some

clinics the nest severly disturbed‘patients were assigned to social workers

and the psychiatrist was assigned those patients with particularly good

prognosis. A sizable number of clinics responding stated that social

work focused on reality and did supportive casework. These clinics

differentiated casework from poychotheram as a fern of treatment. Sometimes

expediency is thedecisive factor inassignnentwhichneansusingthe

 

“solo: a. Beisor, *3: mom of Treatmt', inerican Jon-mi

of Orthopsychiag, In (January 1960) pp. 59-60

189, cit. Mathews
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available personnel. There are the two extremes where at one end the

medical responsibility for pq'chotherapy is taken In limiting this

function to the puchiatrist. it the other extreme, responsibility is

on the basis of administrative structure, that is, a pivsician holds an

adndnistrative post but has no comection with therapy. The majority

plans fa' a psychiatrist to have sane contact in supervision, comultation,

or case conference.

The bulk of supervision is done by psychiatrists who also do the

nest unsupervised psychotheraw. Most of the cross-discipline supervision

is inthefornofapsyohiatristsupervismsocialworkorora

psychologist (oven in social agencies). More psychiatrists are consultants

than aw other profession. Most chief-administrators (hence, policy makers)

are psychiatrists. A situation cannon primarily in Michigan is that of

non medical clinic directors sharing supervisory responsibility with a

part-time consulting Mcmm.-rm, the director, who m be a social

worker or a psychologist, supervises representatives of the other

disciplines. ”The most striking finding of this portion of our survq was

the relative infrequoncy of psychologists functioning in a supervisory

role."]9

Ordinarily the psychiatrist is acknowledged as the senior

sis-berefthetean. Thoreisatendencytoprocenceivoofhim

as the team leader and the focus of vital team decisions.

Freoeudata, hewever,thisdoesnotappeartobetrueor

Justified for the specific decisions studied. There are

indications that the social worker is closer to the center of

team activities and decisions and a tendency for psychologists

and psychiatrists to save in his direction, atleast in our

 

19Soul. I. rho-risen, "5: Direct Supervision of .the Psychotherapist as a

Teaching Method", imrican Journal of.“ Orthopgchiatgz, Chairman

w. lhson Mathews, anusry l9 . p '
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teen process";Q

Thismbetruefor tworoasons. The socialworker, because ofhistory

taking, say be here familiar with the past history of the patients and

with current environmental stress factors. He appears to have pester

optinisn and enthusiasm concerning help for patients and their fan-flies

as contrasted to the more pessimistic and cynical attitudes of the

psychologist and psychiatrist. As a result, social workers are frequently

given the "green light" on their own terms. The social worker, additionally,

seem more willing to admit and accept disequilibrium: among teen members.

To have a democratic poop, it is necessary to have people who accept

emotionally as well as intellectually the relative equality of other group

where. There not be freedom of discussion_ani decisions node by the

group. kperience .in workingnith one's teamteabrings about a deeper

understanding of cos-unication. Acceptance of each other leads to positive

working relationships with the ability to talk about difficulties and

uncertainties in teen conferences.

Although it is difficult to distinguish psychotherapeutic

differnces betweent he various disciplines, there remains a tendency

toward the preservation of original professialal identity with the

disciplines Jomd in the cannon enterprise of pwchotherapoutic

teamork.2’}he majority of organisations sake use of the specific skills

pertaining to each discipline. thintenance of original professional identity

thus appears to be important to the members of the different disciplines

 

ZOWiener, gp.cit.

2114athews, gp.cit.
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also there would not be the struggle for this. There is considerable

obscuring of professional boundaries which appears to be due to the methods

and goals set by the administration. Yet, the orthopsychiatric team

was formed to bring a mltidisciplinary approach using the knowledge

and skills of the three professions. The original aim was for each

profession to contribute its own special and particular functions which

would be integ'ated to the solution of the presenting problem. One way

that a discipline's focus is able to prserve its original integrity is

for a;tean member to be supervised by one of his own field, e.g. the

social worker's supervisor and not the team leader remains responsible

for management of the social worker's treatmnt.

Relationships between team naenbers can easily influence the course

of treatment. Hostility agaimt a team mate can include members of the

family being traeted by the teanmate.

It has been said that teams in their relationships tend

to reproduce relationships of family numbers they treat.

“Jean members relate to each other as inlividusls, but each

participant's identification with his member of the family

influences his relationship with his teamte in new wars;

and feelings for a teammate 3 color ene's perception of

other ate-bore of the family.

lfitwasthwghtthateneteamtewasdmgingratherthanhelping

hismewerofthefanily. others ontheteannightfeelthqconldnot

work with this therapist and become discouraged about working with him

in other cases. If a therapist feels criticised he may lose confidence.

Yet nanbers m gain support and encouragement from each other and

 

22kt“ Peruts, "Treatment Teams at the James Jackson Putnam Children' s

Center", Snith CelliStudies in Social Work, XXVIII (Oct. 1957)

pp. 1-31 #7
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obtain growth through new knowledge, broadened viewpoints, and the ability

to cooperate.‘ Problems of professional rivalry and personal differences

can be faced in a mture way which develops personal growth and professional

ethics. Currentcasenaterisls canbethefocusfor teaching. Ina

favorable setting, teanstork increases rapport between disciplines and

enables more adequate supervision by senior members. It can be used as a

tool for the assimt of caseloads and responsibilities, and for

generating therapeutic enthusiasm. Perutz believes that the close

relationship between therapists as well as the relationship of clients

and teen members is the reason parent and child frequently work on the

ease material simltaneously.23Alm with this is the sharing of

responsibilities which are easier to carry tun if this rests on one

individm alone.

Fran the study of our Interial one comet avoid the

impression that in function, -as well as in training and teaching,

interdisciplinary teamerk-psychotheraw is only in its early

phase. Whatever it actually exists, it is usually only partially

applied, its structure and concepts are vague, and its inner

cohesion weak or not definitely established. lack of training

standards, lack of available personnel, lack of inner

conviction, lack of security, and competition for status

in the relations of the different disciplines are manifest 2b

in mm of the orthopsychiatric settings which we have explored.

There is lack of clarity regarding the professional boundaries in the

practice of psychotherapy within a given setting as well as between

settings. In new clinics, the three disciplines have become so
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2W 0. Rules and Mortimer Schiffer, "h: The Psychetherapentic

Training of the Team Members and its Influence on the Team" , Amrican

Journal of mnm Chairmen w. Mason ththews, m (Jan.

p. 35
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inter-mined as to lose an semblance of specificity. The direction has

been to mks to psychotherapist of everyone on the staff with sane

abadonnent of what the sooiel worlnr and psychologist have to offer free

their specialized training(the obvious status seeking implications

involved would provide material for another paper). inst social workers

and pqchologists w in effect he swim is that their own specializations

here little to offer to the help of emotionally- disturbed people unless

they transform thesselrea into psychiatrists. Thisnsy force pqchiatrists

to learn social work and psychology. The growth of the team should rest

in its effective integration .omeowledge from these three disciplines

plus related fields. Its strength should be in the checks and balances

of this canpesiticne

am:

The foregoing review of interdisciplinary relations indicates

a tendency for the functions of the three disciplines to overlap

considerably. Despite ennhasis on therapeutic activity, it is likely that

there willcontime-“ be specinlisntioninthose aspects which a

discipline's training emphasizes: the psychiatrist tends to work with

the unconscious and the handling of psychesenstic problem; the social

worker tends to esphasise social and environs-ital aspects of presenting

problem; and the psychologist tends to emphasise diagnostic and research

responsibilities.

One naJer value of the team approach is the availability, where

app'opriate, of Joint stuw representing three disciplinary orientations.

This interchange and textual sharing are important because problem of

disturbed human personalities are so complex that without it we run the
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danger of omission rather than emission.

We have the beginnings of an integrated interdisciplinary

psychotherapeutic team. Ve have far to go before we can expect uniformly

satisfactory results.



CHAPTER III

SPAFFIM} PATTERIB

We can understand the. operation of orthopsychiatric team through

a stucw of the staffin; patterns of existinchild guidance clinics. All

child guidance clinics infiehigannperate--undor the State Department of

Mental Bealih which Ins. established a basic staffing pattern whereby

"...the departmt will supply funds for times professional

workers consisting of a psychiatric director, a psychiatric

social worker, and a clinical psychologist; or in those

instances when a psychiatrist director is not available and

a psychiatric service is supplied on a consulting or part

tine basis, the department will supply funds for one additional

psychiatrii social worker or psychologist as the administrative

director." .

After a clinic has been in operation for two years and conditiom so

warrant, the state department will furnish funds fr additional

psychiatric social worker or clinical psychologist. ,‘fhe local board must

assure the respomibility when there develops a need for a fifth staff

reenter. Awhu'ther staff additionsafterthiswillbe node oathe basis

of equal sharing of financial support between the local board and the

Department of Mental Health.2

Hhen possible, the director of each clinic should be a psychiatrist,

 

1shots of Michigan, Department of hotel Health, His an Child Guidance

Clirlics: Reg?! and Policy Statenent,(Lansing, c an: State of

m, 9 ’ Po

211316..
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however, exceptions an be made when a psychiatrist is not available. In

such cases, a mnber of either of the other disciplines m be appointed

andthepsychiatrist (fullorparttine) shouldbeusedinaclinical

relationship. The director is responsible for the development an

administration of the clinic's services, supervision of clinic persomel,

recmndation of policies to the board and department, and provision of

professional leadership in calamity mental I'vgiene activities, and

development of sound inter-agency and community relations. The staffs

shall be coupesed of child psychiatrists, psychiatric social workers,

and clinical psychologists who shall be directly responsible to the

director.3 .

series

We can understand the operation of clinic staffs only in the frame

work of a specific setting. In our stuck we found differences am

sinilaritiesin the staff composition and function of four Michigan

Child Guidance Clinics.

with l

Staffs of Four Hinhigan Child Guidance

Clinics as of March 1961 _
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As can be seen from Table 1, all clinics have more or less followed the

basic staffing patterns reconnended to the Department of Mental Health.

All clinics have vacancies in various disciplines which do not show in

the above table.

hpediancy has been involved in the selection of new of the

persemel. Availability of staff is considered one of the prime

determining factors. Clinics generally attempt to follow the recomnded

staffing patterns but my be unable to do so due to lack of personnel

available. is a result, there are frequently openings for one discipline

when another m be available. The four clinics train social work students

and so develop a resource from which they may draw. In addition, one

administrative assistant stated that social workers have the least

definite diagnostic skills but the greatest all around skills which is

indicated by the social in social work. Therefore, social workers are

the preferred discipline to add to a staff. Lansing and Flint have

mohaledstiinternsrtmnfdeuelopmmnurce for themselves.

Intake Procedures:

Intake is an important function of the professional staff. The

following table points out the nary similarities and few differences that

exist in the four clinics studied.

TABLE 2

Specific Functions of Three Disciplines in Intake Hocedures

 

 

 

 

Clinic Psychiatrist Social Worker ngholmr

Creek 1.3. 2.12;; 2.139}

M" 1.2.3. 2.3. 1.3.

Kalamazoo 1.24.}. 2.a. 11a.

hug 1.2.3g 2.a. 1.3.       
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TABLE 2 "Contimsd'

2. interviews parent

3. unless clinical clinical diagnosis '

a. refers parent or child to psychiatrist when needed

b. decides who should see child

*.Flintusesasetteanapproach forintakeprooedure

Interpretation of this table shows that intaloe procedures for

Kalamazoo and Lansing are identical. Saial workers interview all parents;

psychologists test childru. Eithera'bothlwreferhisclienttothe

psychiatrist uhen waded. Flint operates in this sans manner with the

addition that they have definite team who are assigned to was]: together

regal-Irv. The psychiatrist is a neuba of one of these teams. With one

exception, these team are couposed of Issuers of two disciplines. The '

emception is the one team cmoeed of two socisleworkers. 0n occassion

awstaffnsberuydoanintakealone seeing bothpereutandchild.

Battle Creek has either social worker or psychologist interviewing parents

at the time of intake. The intake worker determines whether the child

should be included in the study. Walters at all four clinics refer the

child toths psychiatristwhenthsrsappoarstobe anodicala' serious

psychiatric problem. The psychiatrist is the only one permitted to make

aclinicaldiagnosisinKalamsoouflLansing. Thisisconsidereda

medical problem with personal responsibility resting with the radical

person. Flint permits all disciplines to participate in diagnosis. Aw

one staff member may make the final diagnostic decision, however, in

practice this rarely happens. The supervisor of the staff person would

enter into the decision in soon w. No one individual or discipline has

final and exclusive responsibility for the diagnosis. The psychiatrist
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m assume responsibility for noting the final diagnostic decision at

Battle Creek, but froqunstly those m be made by the clinic administrator

in the absence of the psychiatrist. This is definitely contrary to

policies of Kalansoo and Lansing though it concurs with Flint which

permits etha- than the psychiatrist to make diagnosis.

Treetmnt:

A

Allthree disciplines are involved in traetnent inall four

clinics although the psychiatrist does only limited treatment at Battle

Creek becausa thereis no staff psychiatrist. Flint does not see aw

difference in the treatsmt functions of the disciplines but rather a

difference in individual. skills. Kalamzeo questioned. whether there is an

distinction between psychotherapy and casework. Definshle distinctions

intraetnont methods are netdeliniatedhy aw ofthe clinios' staff

members, although specific mdical problems are always referred to the

medical authority of each clinic. This is the area that the American

Orthopsychiatric Association stuwyemphasised needed further understanding

and clarification. is pointed out inthat study, there is a lack of

clarity and understanding of the roles of the therapeutic teal whereby

social workers and psychologists do psychotherapy. The four clinics

studied appear to be members of the 'paychothoraw group" which stresses

the overlapping of the functions of the three disciplines. In contrast to

this nethod the Ansrican Orthopsychiatric Association emphasises the

special oquipumt and contribution that each discipline would offer to

treatment.

theChap‘terII.



29

nay-saber ofthe fanilynq be assignedfcr treatmnt teary

ne‘er of am discipline with consideration given to age, sex, problem,

and particular abilities of the therapist. Thus it is in the function of

treatnsnt that all four of the clinics follow an identical pattern: all

medical problem are referred to the psychiatrist but am Ieaber of any

ofthe disciplines m be assignedtoamnenber ofthe client teen.

Battle Creek operates in a slightly differentnsmer. Due to the shortage

of psychiatriapersmnel on the staff, the administrator me new

of the duties perfused he the psychiatrists at the other clinics. The

psychiatrists wwk m a consultative basis with diagnosis their primary

function.

Teaasvork hthodg:

As each of these clinics emphasises early treatment and prevention

and utilizes. the services of the three wofessionalnoups - pqchiatry,

paycheieg, and cesarean: - each M11 orthopsychiatric. The

services of the threadieciplinesmncre or less available for each

patient and are coordinated in the interest of the patient. They seek to

obtain a comprehensive picture of the important facta's in the child's

emotional life in order to give the best diagnostic, ccnsultive, and

therapeutic service possible..Thus the services of the team are available

to clients and so each clinic functions with orthopvchiatric teams. These

teens are utilised to serve the realisation of the potentialities of its

clients. ‘

The previous chapter points out that teen work and authoritarian

ideolog are incompatible. lime of the-four_clinics studied presents a
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picture of an authoritarian setting., In three of the clinics, the psychiatrist

automatically assunes the role of leader by reason of position as

administrator. In addition, this is accepted by satff members because of

the belief of the psychiatrist's superior training. All three clinics

have case conferences with psychiatrists whenever they are believed

necessary because of diagnostic or therapeutic problem. This leadership

role does not lessen the importance of the team approach. During case

conferences, nonworking on the case gives his interpretatim of facts

ani expression of ideas. Others on the staff w also express thoughts.

The psychiatrist then ashes decisions regarding the case generally and

specifically. Inonesense, Kalamaooandlansingnybeconsiderodncre

authoritarian because only the psychiatrist nay diagnose. 0n the other

hand, this nw be a clearer definition and perception of roles. Thus the

basic administrative composition of the clinics may affect leadership.

The staffinglpattsrns of the foam clinics are given below. The

profession of each clinicls administratine diameter and the composition

of the clinic staffs are shown;

Battle Creek

1 Social Worker- Administrative

Director

3 Social. Workers

2 Psychologists

2 Psychiatric Consultants

Kalamazoo

1 Psychiatrist—Administrative

Director

1 Social Worker—Administrative

Assistant

3 Social Workers

1 Psychologist

”.32:

l Psychologist-Administrative

Director

1 Psychiatrist—Clinical

Director

1 Psychologist

35* Social ‘worloers

w ‘

1 Psychiatristmidninistrative

Director

1 Social Worker-Administrative

Assistant

3 Social workers

2 1/10 Psychologists
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Flint and Kalamazoo are different from the other two clinics in

that each has a fourth profession represented on its staff; Flint has a

registered nurse and Kalamazoo has a speech therapist. Both of these

professional persons were added to the staffs in order to cable the clinics

to offer what it regarded as essential services to the calamity. The nurse

has knowledge of medical aspects of clients, acts as a liason between

county health depart-ants in making referrals to the clinic, and is able

to help train mdical.personneLin the community to look fu- emotional

overtones to plwsical illmss. -In addition, sin is a mnber of an intake

team pu'ticipating inboth intake and treatmnt under the supervision

of the chief social worker. She carries a caseload cmparable to a member

of an other discipline and sometimes conducts group therapy with parents.

The speech therapist in Kalamoo is considered experimental. She was

added to the staff because of the socialuork philosopr of beginning

where the client feels the problem is. -Just as a child who is unable to

read feels this is his problan and the area where he needs help, the

child who has a speech problem wants help with this. Each of the three

Injar professional disciplines working in child guidance clinics deals

with cammmication. The speech therapist is an additional facility the

clinic has available to learn more about commnicatiome

m:

The State Department of Mantel Health, under which these clinics

operate designates only the duties of the director and the basis composition

ofthestaff. Itisuptothedirectortostaffhisclinicsanddstsrmine

policies. Therefore, there are variations in staffing patterns, intake



32

procedures, treatmnt policies, and interpretations of teamwork reflecting

the director's philescplv. These variations are also a reflection of the

democratic philosophy of individual self-realisation practiced through

freedom of choice and self-direction which are underlying principles of

the disciplines cuposing the orthopsychiatric team.



CHAPTER I?

amines

The finmialnrrangements ofthe child guidance clinics in

Michiganaredifferent innany aspects fronthe pattern of financing

usually foundinsocislagcncies. Inaquiteextensive searchofthe

literature, the writer could find few reports on cuparable arrangements,

although there have been somewhat similar developments in other states

such as New York and California at later periods.

In Michigan, responsibility for financing is divided betwoen the

State Department of Phntal I-balth and the local commnity. Local soin'ces

are quite varied, but the state is the biggest contributor in all cases.

The arrangemnt began by the Children's Find of Michigan establishing

the Children's Center in Detroit in 1930 ani later a child guidance clinic

in Traverse City in 1937. This served as the impetus for the later growth

of child guidance clinics in Michigan.-The Children's fund offered money

to the Depart-eat of Mantel Health for a demonstration project to be

located ina commnity that would share in the cost. This clinic was

established in Lansing, Michigan in 1938o

The present statute of Joint financim by state and local

cousainitiee was inbodied in state legislation in 1938. ‘

Since 1938 the Michigan legislatm‘e has ammlly

appropriated funds to the Departsant for the

administration, supervision, and development of

the child guidance clinic program. Out of this

appropriation come the fundafor the salaries and

expenses of the basic professional clinic staffs and

33
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the expenses incidmtal to departmental

administration and supervision. The establistment

of new clinics is determined ty legislative

wowmioml

Since1938, thechildguidancep'ogrsmhasbeengraduallycxpanded.hll

the counties in the state are presently assigned for service to one of

the eighteen clinics.2

This principle of combined financing between the gevermnt and the

local cos-unity isinlinewith scale ofthe currenttheory offinancing

social services.

Thisauthor Joinswithmaxw otherswhoviewwith

pride, rather than alarm, the partnership of goverrnnent

and voluntary agencies in joint efforts fa- hunan welfare.

...In the final analysis, the attitude of the citizen, an!

the statosmnship of the health and social work professions

will determine the price to be paid for the conservation of

human resources.3

A more recent lrogram based on a similar financial arrangement to Michigan,

was established in New York in 1951; after considerable planning.

An act was established for a permanent system of

State Aid to localities for the operation of columnity

mental health services. Perhaps the most fundamental

principle in the act is its placing of operating

responsibility on local government, with the state wing

half the cost. This emphasis on local responsibility

is consistent with the 'home rule' principle embodied

innuch of Newlork State hm. Itis also based onthe

professional conviction that a local nantal health

.7: 
 

1Hichigan Child Guidance Clinics, Pr an and P011 Statement State

Depart-mt of Mental Health, 1% Mcfilg’an, 19%, p. 3

2Ibid, pp. 8-9.

3Leonard w. Mayo The ill-Iggy, Vol. 86 No. 2 February 1950 (Survey

Associates Inc.: may vania), p. S; ’ ’
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program can succeedonly tothe extent tlocal

citizem accept it and identify with it.

A mher of other states have also instituted similar programs in

the past decade or so within variations of arrangements. There are a

nunberofwaars inwhich clinics canbefinancedandadministered. The

range runs non state cache]. to local autonow, with the usual arrangement

falling somewhere between the two extremes. There are, of course, arguments

both for and against each type of arrangement. However, it is not the

pm'poseofthisstthodeterminewhatthebettertypeofarrangement is,

rather to report on the arrangemnt in Michigan, specifically as applies

to the four clinics under study.

In Michigan the local finances, coupled with the State's monetary

support, suppr the necessary funds for the operation of the clinics. At

the present time the Sttte is supplying approximately 60% of the total

operating funds for clinic operations. The remaining hoz is derived

from local tax resources or private local funds.

Inordertoentertheprogramthe local cummitymlsthave

established a base for the financing of its stare of total costs.

Itmlstbeunderstoodtha‘tifsuchaclinisis

established that; evidence shall be furnished of

continuing financial. support from local govormlental

and/or other sources for local operating expegses,

supplies, materials and secretarial services.

After the Departnnt of butallfiealth approve the counumity' 3 application

for a clinic, the Department includes the State's share of the cost in the

 

1'Boher‘t Hum, American Journal of Pfichinggi Vol. 113, February 1957

(The Lord Bel ess, ., e ., 1957), pp. 680-685

5WPoliq Statement,-1956, op.cit., p. 10 .
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nut budget :request. If the appropriation is approved, the clinic can

startdrawingflnadsthefollmdngJuly.Theclinicboardistotake

responsibility for the raising of local funds needed for the support of

theclJnic, mistoworkwiththeStatoDepartmnt oflbrrtalflcalth in

matters concerning finances..

Thedistributionoffinancialsupportbetweonfltenepartnentand

the clinic board is established in the department's Policy and Program

Statement and consists of the followings During the first two years of a

clinic's operation, the Department will sumly funds It three “$9331,ng

workers, consisting of a psychiatric director, a pqchiatric social

worker, and a clinical psychologist; or in those instances when a

psychiatrist is not available and pqchiatric service is supplied on a

consulting or part-time basis, the Department will supply funds for one

additional psychiatric social worker or psychologist as the administrative

director. “The Department will supply funds for essential. travel expenses

of state paid staff on! occasimally to professionaLconferences approved

tythe Department. Thelocalboard shallsupply funds for such expenses of

locally paid staff members."6

After the clinic has been in endstence for two years, arr! if the

need warrants it, the Department will supply another social worker or

psychologist. If still additional staff is required, the funds for the

neat staff number are the responsibility of the local clinic board. If

further staff is required, the funds for them will be supplied on an.

equalsharingbasisbetweenthenepartnentandthelocalclinicboard.

 

6mm and Polio; Statement, 1961, op.cit., p. 27
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Throughout all the clinic's operation, the clinic board will continue to

supph funds for the operating expenses for the local clinic and its

memo.

Financial Base of the Four Clinics under Stu :

Ietusnoweramimtheoperartingbudgetsofeachofthefom‘ clinics,

Battle Creek, Flint, Kalamazoo, and leasing for the fiscal year of 1959-60.

TABLE 3

Sotlrceo ofFums ofFour HinhiganChildGuidance

Clinics an! Amounts Reciegedégron Each Source in

199-

 

Battle Creek Flint- Kslsmoe Iansing___

State h2,2h1 143,209 38,1400 70,168

County 31,283 6,000 7,000 15,135

Schools 11,881; 8,263

Cities 1,500

Chest 37,910 17,053 30,h87

Foundations 11,550 3,2210 11,500

Fees (now)

Other 1,200 2,629 3,700 1,083

Total 86,271: 92,988 91,037 125,126

Themnberafresourcesforeacheftholocalclinicsisquite

variedascanbenotethhe above, rangingironfourto sevensources.

This range is above the average of sources per clinic noted in a national

stuch' w the American Psychiatric Association, which found that;

Complete responses to the questions concerned with

financing were received from 73 of the 9S responding

clinics...None of the clinics received support from only

one financial source. Thirteen oldnias recieved “E.“ from

two sources, 19 from three sources, 21; from four, from
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five and five from six different sources.7 .

Thevidevariety of sources is perhaps also due tothe following of

recanendations laid down In the State Department of hntal Health;

The use of may sources of local financial

participation is to be encouraged. This results in a

nore equitable plan of responsibility on the part of

the mam different cannunities served iv the clinic.

It is advisable, however, to encourage local tax

sources to provide the basic operating budget as a 8

public service and to ensure continuity of progran.

TheDepartnentelsorecounendsthat long-ternpledgesend

allocations should be managed, rather than less sure sources, and

it would appear that this Ins been carried out nest cases. The funds

nannielocal seurcesaretobeturned overtothe clinicboardand

deposited to the clinic's account, fm‘ exclusive use t; the board. Funds

are to be given 0.1:ch to the beard, rather than having the clinic's

requisition funds for specific purposes. It was felt this would deter

financial sou-cos from putting pressures on the clinic for services

that nightpot be in the clinic's best interest.

it the tins of the 1959-60 statistics, no clinic charged a fee.

This is especially interesting in the light of the present popular trend

of fee charging by social agencies. However, one clinic has since

instituted the fee policy, and the entire subject of fees will be dealt

with more extensively in Chapter X.

 

7Jcint Infernation Service of the American Psychiatric Association and

the National Association for Mental Health, Variations in '» :anization

Practices . ..h; Child Guidance Clinics ‘ ac . , ‘o. o, une

Fl; I"; V'Mengh

8Program and Policy Statement, 1956, op.cit., p. 19
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The amount of state fundsnllocated to each local clinic is

determinedb'the salariedandtravelexpenses incurredinclinicwork

In state paid staff ushers. The mint is fairly constant, with only

yearly increments for salary or staff changes brimim about an change

of an amount. The funds are kept within the State Department treasury

and they periodically..seni out the funds. in forms of checks to the clinics.

There is very little contact betweenthe Department and the local

cmniiw clinic concerning their financialmtters. The Departmnt is

available for consultation -on local fimncialntters, and also makes an

animal audit of State funds each clinic receives, but there is no organized

working together, the Department preferring to allow’ the cummiw to

operate autonomously. The clinics do submit a budget to the Department,

preferably six months before it is to becaue effective to allow for ample

time to obtain the required moxieys.

There is some variation in the fimncing practices of local

calamity clinics. A description of the local financing will be given for

each of the few clinics.

Financial Arrangemnts at the Battle Creek Child Guidance Clinic:

Battle Creek Child Guidance Clinic is a corporated enterprise and

the details for financirg are curtained in its ty-laus. A standiu c‘elmittee

an the finance determines the planning for financial needs. The director

determines the budget from the past year's expenditures and anticipated

changes for the ensuing year. The board inspects and approves the budget,

with this usually occuring in crewman the lasting with the

County Board of Supervisors Cannittee on Child Guidance Clinics. Battle

Creek receives funds from the State, KelloggFoundation (this grant was
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cm'tailed December 1, 1960, howsnrelyand from membership fees am!

contributions, and the primry local source - the County Board of

Supervisors. There are two contributing counties, with each asked to

contribute a proportionate share to the number served in their cm.

The clinic board, with or without the director, presents the budgetary

requesttoh'anchcounty, andiftheyapprovetherequest, theywill

write a check fm' the amual request to be deposited in the clinic's

account.

The process is considerably more conplicnted with Calhoun County.

TheBoard ofSupervisors ofCalhounCounty appoints aChild Guidance

Clinic Committee which goes over the budget with the Clinic Board and the

dimotorlinebylim.4ftersuchrevisions astheymayrequesthavebeen

made, the clininboard, with or without the clinic director, will present

the budget request before the entire board of supervisors for their

consideration. After it has been approved, the clinic mist submit a request

for a third of its appropriated funds every four months, to be deposited

in the clinic's account. Fees have been recently instituted, but has not

beenineffectlongenoughtodeterninetheamountofincomethsywill

furnish. The membership fees and contributions make between one and two

thousand dollars anmally with a total. mubership .f 15000 wing members.

The housing of the Battle Creek Child Guidance Clinic and the

furnishings and the equipment are the property of the clinic corporation.

The funds ft the above were obtained from donatimssnd special drives.

Thehandlinganddisbursement offundsiscaredforbythe

treasurer, with the responsibilities outlined in the bylaws.
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The treasurer shall be chosen non the members of the

Board of Directors. He shall have custow of all corporate

funds and securities, and shall keep in books belonging to

the corporation, complete and accurate accounts of all

receipts and disbursemts made by the Corporation. He shall

deposit all moneys, securities an! other valuable effects

in the name of the Corporaticmas may be ordered by the Board,

taking proper vouchers for such disbursemnts and render a

couplets and accurate account of alletransactions 3s treasurer,

an! of the financial condition of the Corporation.

The actual disbursement of funds is prescribed in the following

stateumt. "All checks, drafts, and orders for the mat of money shall

besignedinthenameoftheCorporationardshallbesignedbythe

treasurer, and countersigmd by one other officer."10

The finance comittee and the director of the Battle Creek Child

Guidance Clinic are currently studying other possibilities for additional

finances in order to compemate for the withdrawal of the Kellogg

Foundation funds which oocured December 1960. The school systems are

presently comidensd the primary source for these funds. The Commnity

Chest was not able to contribute when the agency was first initiated, and

it was felt the schools were not reach at that time.

Financial Arrangement at the Flint Chiligpidance Clinic:

The Flint Child Guidance Clinic is a cerporated enterprise with

. the financial arrangements for the clinic stated in the ly-laws. The

Board of Directors, consisting of not less than thirty members is

distributed anong three counties. The Board of Directors is responsible

for the raising of local funds in the counties served, which is needed

 

 

9The inenoeo Jews of the Battle Creek Child Guidance Clinig, Inc.

(53585, 131.5% N, SectionT.

loIbid, Article v, Section 1.
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for the support, maintenance and operation of. the clinic. The Board has

a standixg comnittee on finance which consists of not less than three

members and is to handlaall financial matters relevant to the clinic's

operation.

The financial base of the clinic is distributed among the following

resmn‘ces; State Department of Mental Health, Commnity Chest, County,

Foundations, and the other category, consisting of miscellaneous finances

and mnbership fees. The sources are ranked in descending order, according

to the amount contributed.

All financial matters of the clinic rest with the financial

comittee, ofwhichthetreaswereftheBoardofDirectorsisthe

chairman.

Itshallbethedntyofthisconnitteetoconsider

all matters relating to the financing of the clinic and

recommend to the Board of Directors measures to hears

the continuing financial stability of the Clinic and to

assist in the receiving of and accounting for such funds.

The Finance Cmittee shall sulmit for adoption by the

Board of Directors a budget of estimted expenses of

operating the Clinic for the ensuing year. The budget

my be revised frm time to time, but total expenditures

shall be made only in accordance with the at which

has been approved by the Board of Directors.

The Flint Child Guidance Clinic, as with all the clinics under

stuck, is attempting to widen its financial base in order to procure more

staff. In a smry of facts by the Advisory Board, thq noted the following

in relation to fimncial operations;

In the fiscal year 1957-58, of the 13 child guidance

n‘F'lint Child Guidance Clinic Constitutionand Article VI,

on , anuary , MiclifganT mm
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in southern Michigan,-_the Flint Clinic ranked 12th in

percentage of state tax funis received for its support

(10.66%), and llth in terms of the allocation per capita

(80.093). In respect to local tax funds made available for

its support, the Flint. Clinic ranked 13th of the 13 clinics.12

The funds received from the various sources are paid directly to

the clinic and deposited in the Corporation's account. Disbursemnts are

administered w the treasurer. ‘

Fee charging has been investigated as a further possibility for

the obtaining of funds. Fee charging was regarded as a wise move and

preparation for fee charging in the future has been initiated.

Financial Arraggents at the Kalmnaaoo Child Guidance Clinic:

The Kalamazoo Child Guidance Clinic is a corporated enterprise

with the outline of financing contained in its tar-laws. Kalamazoo Clinic

has the widest financial base of the four clinics under study. In

addition to state funds its sources include city, Community Chest, county,

schools, foundations, plus membership fees and contributions.

.Kalanasoo Clinic has a Standing Finance connittee composed of the

director, treasmr and five members of the Board of Trustees, representing

the counties served. It is the duty of the finance cannittee to advise

the Board of Trustees in regard to property, investments, and administration

' of financial setters of the corporation and to act as a budget omittee.

The budget is cenpoeed ty the director, his'adninistrative

assistant along with the finance conmittee, and is approved by the total

board. Originally the director, along with the board, interpreted the

clinic to the various sources and explained wry their help was needed
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fimncially. He was consequently able to arrange the wide base they now

have. Presently the finance committee along with the director, present

their operating budgets and requests for funds to each of the different

sources annually.

Counties contribute funds to the clinic through County Boards of

Supervisors, Boards of Education, Calamity Chest and miscellaneous

voluntary cmtributiom with the conception of Kalamazoo County. The

Boards of Education give 31¢ per school child. Because Kalamazoo Counw

contributes more through the community chest and the city contributes a

flat amount, their quota per school child is considerably less.

The mudaer of cases accepted for service per county is figured

on a basis of the percentage of referrals undo the previous year plus

the percentage of contributions divided by two. This, too, correlates

with the assessed valuation. G

The disbursement of funds is handled by the treasurer in a

similar manner to the procedure of the other clinics. "The treasurer

of this corporation shall have the custochr of its funds and property

and such other duties and authority as the Board of Trustees may confer

upon him."13

Nearly 50% of the financing for the present clinic building and

furnishings was paid for by the Office of Hospital Survey and Construction

utilizing funds appropriated by the Hill-Burton Act. The balance was

paid for by donations ani service club drives. The property is owned by

the City of Kalamazoo, as a govermnental unit who required to be eligible

 

l3
Kalamzeo Child Guidance Clinic .1.“
ll . ’ L4 Kalamazoo, Michigan,
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for the Hill-Burton funds.

TheBoardis stillplaguedbytheproblemoffindingaway by

which the financing of the clinic can have a greater degree of certainty

than exists at present. A cannittee has been appointed to study the total

fiscal problem and make recommendations. The cannittee is presently

stlrtvim fee charging, and will be making a decision concerning this in

the near future. The Kalamazoo. Clinic also plans to attempt to get

additional funds frm tax sources in order to stabilise finances.

Financial Arrangements at the Lansing Child Guidance Clinic:

The Lansing Child Guidance Clinic was the earliest clinic in the

state of Michigan and is an incorporated clinic. The financial base

for the lensing Clinic includes the following resources; State Department

of Mantal Health, Commmity Chest, County, Schools, membership fees,

donations and etc. The resources were listed in descending order, accerdiu

to the amount given.

The management of the property of the clinic, its funds and the

business of the Corporation, is vested in the Board of Directors which

consists of 2b mmbers. The funds are handled In the treasurer whose

duties are described in the by-laws.

The treasurer shall attend to the finances of the

corporation and has the custody of its funds and such

funds shall be deposited in the corporation name in banks

, designated by the Board of Directors and subject to checks

signed as designated by the Board of Directors.1h

The clinic administration and the executive -comittee of the clinic

”Constitution and hires of the Lansing Child Guidance Clinic,July 1952

ArtEle V, §ection E, Lansing, Michigan, p.2
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board (5-7nenbers) decide the budget for the ensuing year, according to

the needs of the Clinic. This is determined w the studying of the past

year’s expenses and adding Vary increased costs or anticipated expenditures

for the next year. After the budget is drawn up, it is submitted to and

mst be approved w the total Board of Directors. The budget is then

also suhnitted to the Lansing Camuunity Chest and these other resources

that my request it. In the past year three resources, besides the community

chest, requested that the budget be subnitted to them.

The finances are paid directly to the clinic to be deposited in

the Corporation's account. There is a flat rate per child charged to the

schools with Class A schools expected to pay 30¢ per child and Class B

schools 20¢ per child. Because the large percent of children served

are referred from schools, the clinic feels justified in requesting a

certain percent of its funds from the Boards of Education.

The amounts expected from the comunity chests of counties

contributing to the clinic varies. The amounts requested are determined

according to the number of children served from the different areas and

this amount increases or decreases according to the number served.

(he of the budget problems is the time that is involved.

In addition to the bookkeeng time and preparation of the budget, much

time is required in procuring the requested amounts from the various

resources. As noted before, the budget must be submitted to a number of

different sources, which demands time in explaining the budget.

Fees are not beingmsed as a financial resource, although it has

been considered tar the staff. It was feared that it would Jeopardize

the present sources and could result in a reduction of their contributions
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at this time.

Summary and Conclusions :

Thoro are several similarities and differences which were noted

in the financial arrangements of the four clinics. . The main difference

appear to be the variations in the number of types of sources from which

funds are solicited. When anticipated changes in the neact several years

occur, however, this area of difference will. break down. For example,

Battle Creek Child Guidance Clinic is the only agency presently charging

fees, but this move is now under consideration In the other three clinics.

Three clinics receive grants from the Coonmnity Chests and-two from

schools. Again, Clinics not new obtaining funds from such sources are

meeting to approach them in the future.

The present financial arrangements seem to be the result of

convenience and availabiliiar of funds at the time the clinic was initiated.

As costs of services are growing and some of the sources are withdrawing

their support, the clinics are beim forced to widen their financial

base with the pattern becoming more similar between the four clinics.

There are slight variations in budgetary procedure. This seems to

be in response to local sources requiring certain arrangemnts in

reviewingthe budget. Inallthe clinics, thebudgetisdrawnuptnra

finance comittee of the board, with the assistance of either the director

of the clinic or his assistant.

The similarities are by far greater than the differences. All

clinics are incorporated with property and funds under control of the

Board of Directors of the Cerpcn'ation.
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Disbtu'semsnt by all four clinics are made through the treasurer,

in two clinics with the sanction of the beard, and in the other two

clinics In a co-signature of another designated member of the board.

is noted above the budgetary procedure is similar in its Joint

nuke-up between staff and board. The actual steps followed in gaining

approval. of the budget by different sources varies in response to

established requirements.

Another sinilarityis found in the increasing budgets of all four

clinics as they try to meet the rising costs of services and needs for

expansion. The final similariiar, is. the attenpt ofveach of the four clinics

to widen its financial base, alums with the desireof finding a more sure

means of fimnce.

In cmclusion," all four clinics have carried out the reconnendations

of the State Department as outlined in its Pragram am Policy Statemt.

The trend waald appear to be toward geater similarity in financing

between the clinics, even though they represent four quite different

metropolitan areas.



CELEB V

m CHARGED”

Lem of Fee We. the BattlLGreeLGhild Guidance cums:

a usersWWnpolicies in regard

to chargingJeee.which_are,mqationaLpantn£thefinaneial base for

child guidance clinics..Lt present Wthe four clinics under

straw, the Battlefireekfihild.flnidance.fllinic,.haaimtitmted a fee systole

HmIt. is-me..ef thatnendaimfinansiwlef modern dw social

services, amthepessihiliiaef fees isalsebeingceneidered Iv several

more of the clinics unier stub.

Several procedures were used in staying the fee aster at the Battle

CroekClinic. First, thelita'aturewassmqedinerdertedeternimtln

cm‘rent status of fee charging. Second, an open ended questionnaire

consisting of ten questiom was devised in an attemt to learn the

staff's attitudes concerning fee charging.

In this chapter the thecratieal aspects of fee charging will be

examined. The experiences with fee charging tar other agencies as reported

in the literature will be described. The fee system of the Battle Creek

Clinic as it is currently operating willjhen be" discussed. Following

this, an analysieef the staffls attitude toward fee charging at the

Battle Creek Clinic will be reported. The chapter will then be concluded
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withaaanlysieoffeechargingforathreeannhperiedasreported

in the agenq records.

Feoohargingiaeecialagencieswasinitiatedinthemdle

forties. Albivalent feelings marked the initiation of the fee charging

policy. On the one hand, there was comiction that the psei'essmsi

cometency of the sociaZLwerker had reached the level where he was

qualified to charge a.~ fee..It was also. felt that with increasing numbers

of clients cmingfrn theniddlaclasa on above who had the ability to

pa for the services, an! infant, expected to pay, warranted the charging

ofafee. Onthe otherhaml, the concept of offerings free service to

all who requested it was being questioned. There was the additional

belief that an agency instituted Iv the calamity should not charge a

fee for services to the clientele of the caninity.-The result has been

slow mmsnttowand fee charging, uncoordinated in. approach, and with

considerablalisgirims and hesitancy.

Inch of the acne deliberateness and hesitant; in entering the foe

cknrgingpolicyisstillbeingreflectedintheliteratmoftodveThere

islittle comensur onthe anounttobepaid, andwlntainimam

maxim fees should be. A stuck in New York in 1958 found the following;

Tmemtofeveryfourclinicschargedfeesefsono

oralloftheirpatientsfcrsoueoralloftheservices

provided. In one clinics, high income groups received

servicesfreeandinetherslowinccne gz'cnpsworechu‘ged

a substantial fee for clinic services. There was no cit-emit:

wide patterninfee charging inthisarea of service.

The above stuck is one of severaleattenpts todaternine a more uniform

 

1"Fee Charging in Voluntary Psychiatric Outpatient Clinics in New York City”,

Calmnig GoumiLef (beater New York, .(New,1enk,_N.I., Feb. 1958), p. ii .
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neansanderdorinfee charging.inotherexanpleisthepolicy forfee

chergiegsetuptvtheDepartmentofl‘isntelflealthinl‘iichigan.2

Thegrowthofthepraotme ofcharging fees seenstoreflect

growing feelings of competency on the part of the profession of social

work. The preiessies feels that it has both tin knurledge and skill to

stable its practitioners- to serve peremiroa achlasses. The idea is

boomingnore- prevalent that fees have a therapeutic ralue, and that those

who can afford to pq for servicesexpect to do so.eThere is the further

impression that not chargingafee, frat those who- can afford to pay,

w indicate ssveralnagative thingato them. First, that we are not

culpetent enough to denand a fee fr our services. as the other professions

do. Sec“, that those who can In foeLroduced to a. pauper like status in

tam services and netbsing required to 1333.3

The social worker has meant that their services exist

for clients in all econuic strata. The public, on the other

hand, has unused that social services exist for people who

cannot pay. Charging a fee for casework services has partially

helped to bridge this gath

Sons of the positives in fee charging would include:

(1) Pciu for goods or services is an integral part of our cultm'e;

 

   

2Manual for
o ,5?“   

Fee Collection in '

t ‘ I 'f: ‘9‘

D O '7 9

 

3Rnth Fizdale, u New Look at Fee Charging", Social Casework Vol. mun

No. 2, (Albaw, Nszork, Feb” 1957), pp.63"@""""‘“‘.3 ¥

Tina C. Jacobs, ”Attitudes of Social Workers Toward Fees", Social Casewor J

Vol. XXXVIII, No. 5, March 1957, pp. 198-202; .

Alice T. Dashiell, "Fees for SociaLHelfars 3min " The Social Welfare

Forum 1251,(Celmbiallninersity_ Press, Nszork, 1951 , pp. 0

hi New Look at Fee Charging, op. cit. p. 67
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(2) The growth of Warrants charging fees;

(3) The Mailing of fees can be a therapeutic tool; (10A source of

ma in wideningithojaee. of fimncing; (S) Attowts to nuke the clinic

noose self supporting; (6) The upper class client and the co-mnity expect

the agency to charge fees; (7) Aids client- imrelvoluont in treatment;

(8) Can be used as a eoasure of netiratinjr to. interpret resistance.

W, nest of theseminpnossima only._m.s.tndy which instituted

a “810.011” honrifoo for intmimfoundthat they reached a

substantiallplargonpertimnf. the upper c1assas.than do the agencies

with a slidinfee,_(5m.as opposed to lSX).-Thia_stu<v also questioned the

accuracy ofthe iepressionthatthe sliding fee scale as medtyneet

tenancies is a legitimate practice.

menacliontistoldthat certaiaorponditures canto

taksnintoaccountaniothorscannot, wanagoncy in

setting the fee, hemfeelthathisw of life is being

controlled. Since this infamotion is being transmitted to

him by the caseworker, the clientm become concerned with

whether he can rely upon the worker's integrity to permit his

tonaloehis swndecisions inotherareas ofhislife. His

concept ofthewerloeras apersonablatounderstandhis needs

and values may be bltn'red.5

The ngatives WW..wmld include: (1) The concept of

“our; fees is incongruous with the philosoplw of social work; (2) Can

b° ‘180:! as a controlling device; (3) Tends to workagainst those who cannot

W; 0;) Stir: tine could be utilised sure profitably is working on direct

N1“; (5) Tends to discriminate against the thrifty; (6) Not accepted

1? “easy board a- the comunity; (7) Tennis to increase thedistance

bet'I'Boiitheni.ddl.o_nlass worker andtholonriclassclient, who cannot

\_

5-12-12. Po 76
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afford to pay. One author points_out that new of the- positives currently

beingclainedinfavor offees arereallyonly inpreononsaniwithoutaw

substantial documntatim.-Tho anther conducted a study on the difference

between foe and non-fee wing clients. he found that,

It is submitted that fee and non-fee clients in their

respective relationships with the sane caseworker

constitute too different groups of clients, and that

casework techniques .as projected w those caseworkers

do work much more sgccossmm with the foe than with

the non-fee client.

Suefurthorqnostimingnflthafeepolicyis also

raised newof Speciallfisports mummnlggncies on Selected

Lame“ of Fee Shaw Casework Service. They noted in their digest

that m ofthe inpresoimcurrentlxheldabout the positives and

negatives infoe chargingeare in dire need of validatim. The areas

especially in need of further 815mb? is the degree to which fee charging

ac‘l'o'ually facilitates diagnosis and troatnent. If fee charging does

enhance workability of clients, with what categories of problems is it

“931’: and least effective as an aid in working with. The question of the

mmnrt of the fee also needs standardization and further determination of

the mount to be charged, as well as the base for charging. Much additional

study is needed in these and other rolamd problems before we can say with

“V deg-cc of certainty just what the value of fee charging is.7

In establishing a fee policy there are some agencies that feel only

\ Ml

6W1 Goodman, "Are there Differences Botweonloe. and Non-Fee Cases”,

WMVol.-5, No. h, Oct. 1960 (NASW,A1baw, NJ. 1960)

T'Digest of Special. Reports from Eleven Agencies on Selected Aspects of Fee

Charging for Casework Service", (FSAA, NewIork, H.I., Informtion Service,



5h

3 law unifor- rate is equitable andwillinsnre optinl use of the agency.

the feeahouldapplvtoevelyonesothatnodistinctionsaredrawnbetween

pox-sole fru different econmic or social levels. The charge should be

kept low enough so it wianot be a factor in discouraging participation

of persons with little initial motivation in taking agency services.

There are those who feel that fees should represent the actual

cost of providing service with adjustmts made to those who camot afford

that amunt. In this way funds from calamity contributors will provide

foo.- those who cannot afford to pay, rather than subsidizing service for

those. who could afford to pay the full cost of service.8

There is Itch variation in the ways in which fees are assessed,

even among these who use a sliding scale._The fee scales are the most

Gals-noun used device, and are usually.,based.on ascednle which considers

f‘m-JJ incur, size at family- and takes into consideration special

“fixation and canitnarts that might make fee payim more difficult.

A mneber er agencies use the "City Worker's Family Budget" developed by

the Bureau of labor Statistics, to set the base above which fees are

ch“reed. However, new agencies devise their own scales in order to fit

the functions they want the feecharging to perform. In nearly all cases,

‘gehcy services are not denied to those who cannot pay. Host agencies

1“slot that the fee plan be used flexibly and allow changes to suit

micular situations.

In evaluating the hazards and values of fee charging, it would

‘Preerthat hosts: the hazards canhe overcome through advance preparation

‘.

8Willie: 0. lemon, "Fee Chaging inlisnialjsalth Clinics", Omit

Servicesnramh, men (PublichalthWM, m.,Tan.' Egg),

Po 3
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of the staff in applyingthe fee aniimpreparing the commity to accept

W 1'00.

A most important factor in the applicability of a fee

system in any agency is the attitude and understanding

of the professional staff who are going to administer

it. To be effective, a fee plan, like any other part of

agony policy, must have the acceptanceof staff nennbers.9

In terns of community acceptance, The Digest of ElevenPW

found that;

Occasionally, nieunderstanding arises in other agencies

in the col-unity, and clients my sometimes express the

opinion that their cmtributiona to the chest should

entitle them to free service. _Sndl difficulties are

regarded as springingfrom lack of coomunity interpretation

programs on the part of agencies. .It seemed to be generally

thought that problem .with communities around fee charging

could be nininiaed In careful explamtionfio

In neural, the exprisnceof other agencies as reported in the

literature indicates tint fees are rapidly becoming a part of agencies'

flue-mm base. There are numerous rationales- used to support the

instituting of fees, but the validity of these reasons is being questioned.

“a“ is no set pattern inthe field for establishing the amounts to be

”1‘1 or what the criteria should be for setting upper and lower limits

°f the fee plan. There is general consensus that no client should be

tmhedwbecausehecannotaffordtopayafee. Inordortointiatea

1'“ program smoothly, it requires adequate time and interpretation of the

”lie: to the =staff, board, client and! the conmnity in order to gain

“’91“ acceptance. Considerable nore study is needed on the process of

”39881“ of fees to more accurately determine the_pesitives and negatives

\

9 .

Attitudes of Social workers Toward Fees, op. Cit. p. 199

whitest ef Special Reports, Op. Cit., pp 3-11
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gr fee charging amlte set equitablenndjtandsrdised procedures for

charging fees for services.

Initiation of the FeeWgt Battle CreekChild Guidance. Clinic:

The initiation of a fee program at the BattleCreek Child Guidance

Clinic with a view toward emining its present functioning will now be

presented.

The idea of establishing a fee 'poli.cy_had been under consideration

for some tine.,It was felt fees would be used as. a needed resource for

”James, as well as- has the other values whi.ch_heve been outlined. The

Battle Creek Chiliouidanoe Wtests out new innovations

and policies on an experimental basis. This was true in the case of

the fee p‘ogran. The primary drawback was some concern about the calamity's

”airless to accept fees. Another agency in the cmnity had started a

he Policy, but received considerable pressure agaist it by labor, who

“1"- that they were mixing contributions to the United Fund and should

an“ be required to pour again when requesting service.

The staff had discussed the policy, as had the board, and most were

in their of charging fees. ~

The Calhoun County Council of Social Agencies, with financial

”Bi-Beams iron the Kellogg Foundation, conducted a survey of social

We! in the city ef Battle Creek in 1359 and made the following

recmwtion cumming the initiationef fees at the clinic.

‘ It iastrongl; recomnded that the clinic proceed to

develop and institute a realistic system of fees and charges

for its services...‘1‘he clinic is used by a cross section of

the populatien and probably by a fairly significant mmber

of self-supporting fanilies.- These- persons should share in

the cost of paying for specifiejemices rendered to than.
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Fees should be arrangdcns slidinchale with the maximum

fixedattheactualcostoftheservice. Chargesinaw

instance should rage downward from this amount to nothing.

In no instance should any person be denied service because

of inability to par, m should payment or non-payment result

in any differentialinmvice or. access to service. In this

connection the clinic has a responsibility not only to itself

but in relation to other agencies in the commuity who may

find their efforts to develop and institute fee policies

impeded by the present practice of the clinic not chargim

the-.11

The Isedy report, as the survey is called, substantiated the

clinic's impressions that the commnity. was reach for the initiation of

a fee policy. With the backing of the amenity power flames, the commit:

council, beard, and staff, the planafor the fee policy were formuated.

The board and director drew up a statemt ofdpolicy on fees for

the clinic, in which they noted mm of the values indicated earlier.

They further decided that the fee schedule, to be drawnnup should be flexible

and allow for variationaio suit particular.needs and incomes (See

schedule in appendix). Fees are paid on a weekly basis for the whole

family rather than on a per interview basis. The maximum fee is $13.00,

which is felt to approximate the actual cost per treatnnt interview.to

the clinic.

No client will be denied service because of inability to pay,

nor are other agencies making referrals expected to paw, except where

they have budget appropriatims for this purpose. There is also no fee

for the initial contact tar the client with the clinic. It is felt that
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this first interview shandhersedto detemnawhotrer the problem

belongs at the clinic and to explain procedure, including fees, and that

there should be no cost for this service.

In as much as the cost for intake studies is considerable more

in staff tine, all! because it is a once only activity, the clinic feels

it can charge acre for this service. At present the intake fee is four

times the weekly Mint far a fulllrork-up. The minimal fee for intake

is $10.00 and the mximuais $50.00. However, service will not be denied,

in anyform, to those unable to pay the minimum fee.

In order to keep resistance toward fee wing to a minim», a

policy was set up for interpreting fees to the client. The fee is first

introduced at the initial phme call by the client. At the tins of the

screening interview, it is again discussed in fuller detail. The find

setting of the fee takes place at the time of the interpretive interview.

(For form of this purpose, see appendix) If the case is picked up later

for treatment, fees are again discussed and alterations are rude, if

warranted by extenuating circumstances. Fees will again be discussed

during treatment if the insane charges or the client becomes resistant

to nking pmts. Actual payment of .the fee is handled by the secretary,

who also is responsible to notify the worker in case of son-pmt of

fees}2

Following this drafting of a policy statomnt, an intensive

canninity educationlendeava' was embarked upon to notify the public of

 

nStateuEIw of Poliq en Fees, Battle Creek Child Guidance Clinic, Unpublished,

PPO 1"
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this change. The fee policy was publicised for schools, social agencies,

pmsicians, and in the local newspapers in belief that adequate preparation

of parents, before referral, will make future clinic contacts with the

family more meaningful and therapeutic. It was also felt that the better

the cemmity understood the fee policy, the less resistance there would

be to its initiation. Consequently, a series of newsletters were sent to

the institutional settings and several articles explaining fees were

published in the newspaper. The plan is to present the fee policy on

several more occasions during the first severalyears of its use. Fee

charging was then begun on July 1, 1961.

Staff Attitudes Toward Fee Chargig:
 

The fee system has now been in effect for eight months. It was

decided to interview the staff to learn the staff's present attitudes

toward charging fees. in open ended questionnaire on devised, consisting

of ten questims. Five of the six full time staff members were interviewed,

the sixth mnber being on vacation. The psychiatrists were not interviewed

for severalreaaons. They work at the clinic onaparttime basis and there

have been several changes of psychiatrists in recent mantra. The present

psychiatrists were not at the clinic before fees were initiated. In

addition, the m the intake process is carried out at the clinic, the

psychiatrist would have no occasion to discuss fees with the parents.

In discussing the attitudes of the staff, the responses to each

of the questions will be examined. The first question was, "What is your

general attitude at this tine concerning fees?" Three indicated they were

strongly in favor of fees, while two indicated that in general they were



 

.
1
“

F
r

.
.
-

 

m

 
 



60

not in favor of fees. Those infamfelLthat the feepolicy is fulfilling

all the purposes they had expected and have noted no reason not to have

fees. Two staff numbers gave the following reasons for finding fee charging

undesirable; (1) It puts a monetary basis to giving services and (2) both

felt fees could be therapeutic, but not with all cases, and we do not

know as yet with what types of cases fees actually are therapeutic or

with what cases they m do harm. The latter occurs from withdrawal

from treatment or increased resistance iron clients who would otherwise

be reached.

The second questim, "what is the purpose of charging fees" had

general consensus among all the staff. Charging fees provided (1) financial

gain for the clinic's support, (2) and aid inejudgensnt of client's

motivation, (3) the clientehas- an, investment in mutant, (h) roe

charging can be therapeutic, (S) the value of the service given warrants

charging a fee. All staff members gave the first three above points as

being the purposeof charging fees. ,Two staff where noted the fourth

reason with one staff mailer giving the fifth reason.

In response to whether the staff felt the fees were fulfilling their

purpose, there was general consensus that they were. One staff newer

doubted whether the fees would be of much financial assistance. In general

all the staff felt that as long as the fee schedule renains fluible, as

it is at presmt, the fee policy should fulfill its purpose.

There was sue diversity in Opinion on how fees affect treatment.

The staffagreedthaLthere were sane_positinaspects. Those that were

mentioned were as follows; menu's synbolic meanings as evidenced by

the client's handling of fees canindicate sum of his- conflicts, some of
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which 0‘9 quite basic; mons'yneanaloyei to some. clients, so they can

return a measure of the love received; feel they are getting smoothing

for an investment; makes cliem-feelJle-_is a participant and not totally

dependent on altruism; can be a good indicator of motivation and

resistance. On ,the other hand several of the staff unenbers expressed

negative effects. These included; stirs up hostile feelings; may bring

about premature termination; indiscriminate fee charging to all categories

of problem, linen we do not know with which categn'ias of clients fee

charging is therapeutic.

The next question concerned the staff's general attitude toward

fees and am changeeintheir. attitudes. It was felt. that in general the

staff goes almgwith fees charging, . aoceptirg_it nuch better now that

scan of the initial anxietieLabout. chargingtfeea have. been worked through.

Several staff answers noted that the degree of acceptance of fees is as

variable as the timber of workers in the clinic, and that each one's

attitude is quite related to the worker's own personality and previous

training and experiences. It was felt that the attitude has changed more

positively toward fees as tends to enhance the feelings of professionalisn

of the waiters. A11 felt that it was important to have a general favorable

attitude, especially since the board and columnity were desirous of this

move. It was again felt that the flexibility of the fee poliq at the

clinic has helped considerably in allowing each worker to work out his

adjustment to the fee policy.

The question. concerning the client's attitude toward fees noted

a general comensus of opinion that the clients reacted quite favorably.

There was sane initial amiety about the amount, but they usually felt it
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was quite fair and were satiefied if they were getting the help they had

expected. The staff did not feel it was a strong deterrent, atleast for

those people who were alreaohr being seen. Severalstaff members suspected,

but could not émfirn, that some clients hesitated in calling in because

of fees. All staff members felt a study should be done in this specific

area as there are not enough facts known at this time.

The staff felt the cemnity ' s attitude was generally favorable

turd the clinic charging fees. All staff members felt the commanity

desired and expected the clinic to charge fees and had the confidence

in the staff to do this. One staff number noted that the general community

would be more eager for fees than the client, because it lessens the demands

of the clinic on tax funds. Another noted that the commity could feel

that we were making an effort not to tax them anymore than necessary and

were taking what measures we could to support ourselves without reducing

service to clients.

The staff was somewhat split as to whether it is incongruous for

a public supported agency to charge fees. The staff agreed that it

involves a change in thinking from our older traditional concepts, but

felt it was a positive change. One staff neuter stated that commuity

criticism would be nore warranted if we did not charge fees to improve

the clinic‘s financial situation, then would be warranted from the

charging of fees..'1'ho staff neabers that held negative opinions felt that

the amount of income that would be realised front fees would not make

up for the increased resistance by clients who had to pay fees.

There was a wide range of differing opinions on the question

regarding the negatives of fee charging. The range of negative points held
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in.fee charging was from none by one staff member to six by another

number of the staff. The negatives in fee charging included the following:

(1) Charging fees increases resistance and gives the client a tangible

excuse for;ternination. (2) Indiscrininate application of fee policy to

the full range of problem, without knowing to which it is actually

beneficial. (3) Hiscalculating a fee can be quite damging to the client.

(14) Failing to adjust fee with income changes due to hesitancy of client

or therapist to bring the matter up. (5) The tine it takes to work out

fees and‘do paper work could be better utilised especially since it is

not a big source of income. (6) may tend to deter clients from intake

and treatment who otherwise could have accepted it. (7) thlure to handle

problems around fees can have negative effect on the future course of the

client.

Whether fees have affected the caseload in am manner was another

question. The staff agreed that further stucb and more tine would be

needed before definite statements could be made either way. This is due to

the fact that the treatment caseload changeover is quite slow and any

notiuiable change would require quite a little nere time than has elapsed

since the fee policy was initiated. The general impressions were split

among the staff with half feeling that fees had no effect on caseloads,

while the other half had the impression.that the new policy has resulted

in some drop outs. After a;year or so with the fee policy, more definite

trends may be established on.any effects on caseload. The staff‘who felt

it caused drop outs did not feel they could point to any particular

categories of families or person such as a socio-economic class, that

would affect the over-all caseload. They again indicated that this question

"
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needs specific stuchringto determineihe effect of fee charging on the

caseload.

The final question was concerned with the staff's opinions of fees

as a adequate source of income. There was agreemnt that a certain amount

.of income would be realised, but that it should not be required to be a

major source. The staff members were hesitant to predict how much income

should be expected from fees, estimating that a few years would be required

before definite statements could be made. All the staff felt that the

money realised from fees should be utilised to expand services, rather

than to replace present fimncial sources. Several staff sewers also

noted that the fee would help considerably in filling the gap left by

the expiration of the Kellogg Foundation grant.

A M of the case records concerning fees and their effect upon

the caseload had been plamed. However, this was not carried out for two

reasons. First, because the fee policy is relatively new and the recording

of fees by the staff is not yet uniform. There is a fernwhich is to be

filled out after fees have been determined. However, in a sample of the

cases selected, in a large percentage of the cases this had not been don.

There was usually a statemet or two about the fee contained in the record,

but not enough of the meded information. Secondly, some of the staff do

not fill out the ferns until the cases are closed. There is still quite

a little changeover of cases which were diagnosed and placed on the

treatment waiting list before fees were initiated and consequently do not

have any fee data recorded. is aresult any-memos. too irregular

to pernit generalizations.
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gag-fi and Conclusiananf the Study on the- Fee PolicL at the Battle

2‘00 0 c:

The fee policy at the Battle Creek. Child Guidance Clinic was

 

 

initiated July 1, 1960 and has been in operation about eight months. Fee

charging was started at the comnity's request and has operated relatively

smoothly. The income realised has amounted to approxintely $500.00 per a

month. E. J

Interviews were conducted with staff members at the Battle Creek J

Clinic in an attempt to determine their attitudes toward fees. Part of the §|

staff approved afi part disapproved, but all felt that the flexible policy

they use makes adjusting to charging fees relatively easy.

Both positives and negatives were noted by the staff, with the

majority of the staff feeling that charging fees is a move in the right

direction. All the staff felt there is a real mod for intensive stucw

in a number of areas connected with charging fees, both in their own clinic

and in the field in general. Those noted were: (1) With what problem

classifications are fees actually therapeutic? (2) What are client attitudes

toward wing fees? (3) n. fees have a deterrent effect on intake and

treatment? (1;) that are the commaity attitudes toward a public agency

charging fees? (5) What are the lower and upper limits of fees, and how

can they be standardized? (6) De fees intensify the client's participation

as is co-only supposed? (7) What is the noxious portion of clinic costs

that should be covered by fees?

In conclusion,. theconmunity, clients,,.board and. staff have accepted

the clinic's charging of fees. While there are a number of questions in

the staff's minds, and further stucb' is needetho. clarify these points,
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at present the positives appear teeutueigh the negatives and the paying

of face has becaue a permanent part of agency policy.
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CHAPTER VI

MAKE PROCEDURES 3

In this chapter we will examine the intake processes of the four

clinics beginning with the initial contact and continuing until a

disposition of the case is made. The purpose is to compare the techniques ;‘|

and Procedures followed by the four clinics, and to indicate some of the

relationships between the philosophy of a clinic and the use of particular

Procedures.

Included in the discussion of the intake processes are: (l) the

taking of the initial referral (2) methods used in screening out

“Wu-canto (3) mnctiens of the trees disciplines in the intake process

0‘) nuRiser and type of interviews included in the process (6) criteria

f" 8"-"Beptamze and/or rejection of clients for treatment.

Reference is also undo to the handling of the treatment waiting

lhts- Inastly, mention is made of statistical figures which give some

m‘tion as to the sources of referrals to the clinics. 'fhese figures. ‘

also cOmIpare the types of diagnoses made at the various clinics and the

type 01‘ service offered.

The data were collected by personal interview with members of

“ch ‘1‘ the three disciplines at the four clinics under study.

supple“latrtary information was obtained from policy statements at the four

“mica. Statistical figures were obtaimd from a Michigan Department
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of mural Health report for the period July 1, 1958 to June 30, 1959.

Althauagh all four clinics use the multidisciplinary approach, they

vary rather widely in their intake process.

Initial Referral and Screening:

The Battle Creek Child Guidance Clinic revised its intake procedure

in 1958, in an effort to reduce the waiting list. At the present time the

clinic attempts to offer appointments to new applicants within or two

weeks after the request for service is made. A referral worker (a social

worker who usually serves voluntarily for a period of six months and

who is responsible for all correspondence with the referral sources and

other necessary sources of information) makes the initial decision as

W mfilnrthe applicant belongs at the clinic. If the case is a re-

referrnl, the original worker usually again assumes responsibility

“1°88 this is contra-indicated, the clinic feels it is more effective

to have an 3031.; worker permanently assigned to intake responsibilities,

'1‘” Outside agencies have nore opportunities to becole acquainted with

hil.” (“Dd vice verse), thereby nakim columnication more efficient.

The intake worker has a list of the staff who will do the

awnings i.o. one psychologist and his social workers, and he may

“313:1 a. case forscreeningtooneofthen. hemynakethisassigment

tomMr has an opening or onthebasis ofwhohethinkswillbe

pa“;:"°"‘:-|-nrly successful with a particular type of case. The referral

Wk» M consult with the Director as to whether a given client should

ac“911W“. On all voluntary referrals, the parents are asked to make

the

“ital Gallo



69

At the Flint Child Guidance Clinic, parents are also advised to

make the initial call. A secretary takes names, address, and other factual

infmtion and does a minimum of screening of cases which obviously do

not Mons to the clinic. The parent is then advised to call back in

appraximtel: four weeks, depending upon the urgency for service. This

device is used to screen out those parents who call in a moment of

noun-harm hightened anxiety and/or who are resistive and who m lack

sufficient interest in actually sectn'ing help. it the time of the parent's

second call, fwms are sent to him. Upon their completion and return to

 

the clinic, an appointment is arranged.

This clinic has a half-tine intake worker who screens the

applications. She may call parents to refer them elsewhere, request

Permission to obtain acre infonnation, or offer an appointment. If there

18 no 1‘.pr iron the client after the initial call, the application is

1‘‘9‘" on file for two months and then dropped. Upon re-referral, the

pr°°°dure is begun anew. The intake worker sees only those referrals

“”9 ilzitial conatct is. in person; otherwise the entire procedure is

conducted by telephone or correspondence.

The case is next assigned for a diagnostic interview. Ordinarily

“1° “‘89 is assigned to a team composed of two disciplines. The intake

“1*” also participates in diagnostic interviews. The intake worker

”8% cases according to his own clinical Judgement. For maple, if

the “‘6 includes plweical illness or a question of deep disturbance, it

“mid be assigned to the team with a psychiatrist; If intelligence is

Mtiw, assigmnt is made to a team with a psychologist; If family

difficulties, the case is assigned to a team with a social worker.
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it the Kalamazoo Child Guidance Clinic, as at the other clinics,

”fa-r81 may be ads in person, by phone or letter. If referral is made

by phone and the client does not mks a request for a specific worker,

the secretary takes the basic face sheet information. It is the clinic's

feeling that the secretary is not as apt to get involved and because of

her aacperience, is adept at explaining the waiting list. However, if she

is uncertain regarding a decision, she refers the call to the chief

social worker. The secretary then files these applications in chronological

order by counties.

Farm are sent to the parents to be completed when it is approaching

the tin when the client can be accepted for the diagnostic stuw (with

treatment, available in the immediate future). Six to eight weeks are

allowed res- these forms to be returned.-These consist of forms to be

“mice-ed by the parents, physicians, and schools. Appointments are not ‘

We until the forms are returned. It is believed that these form provide

“1pr information as well as screening out those clients who lack

sufficient motivation. If clients do not return the form, a follow-up '

1m” is mailed to them advising that if they donet respond by a certain

“I” the clinic will assume they are no longer interested. Appointments

for the diagnostic study are made upon return of the forms.

At the lensing Child Guidance Clinic, as at the others, referral -

W b° by letter but, almost without exception, if seasons other than the

. mm cnlls, the clinic suggests to the referral source that the parent

be “Vim to call.

A member of the clerical staff talks with the referral source

regarding the reason for the referral. . The information obtained is then

¥
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"fax-rod to the chief psychiatric social. worker who may contact the

wen—b, other referral source and/or other commnity agency if permission

is granted by the parent. The chief social worker also contacts the

initial cmmity referral source after two or three weeks if the parent

_ has not called.

In the case of a "typical" or usual type of referral, she decides

as to the approximate time for tl‘B diagnostic study. Generally, a diagnostic

study is done on each case.

In the more unusual cases the Director is consulted as to

‘PPI‘OPI-‘iate handling. Such cases include those in which there is question

as to (1) whether the clinic should consult with the referring agency

or Whether the regular clinic diagnostic stuw should be made; (2) “mother

th‘ case should be assigned to a social worker for several interviews

1’” clarification of the difficulty so that an appropriate disposition

can b3 nude (such as referralnto another agency, planing for further

“hie service or a series of interviews for consultation); (3) leather

t° mien a re-referral to a social worker for a review of the situation.

I“ the latter instance, the case is seen again for a diagnostic stash

“‘ ”the:- planning is made with the psychiatrist. Rec-referrals are closed

””3 on which a complete diagnostic study has been previously done.

The referral is placed on the diagnostic evaluation waiting list

and 13 Scheduled according to the problem involved and/or the conimnity

concern. A new referral m be seen within a week, two weeks, a month, or

Perhaps not for a year. Ito—referrals are giren some priority. Patients

“£61196 by counmity agencies for further stuch' and reconnendations are

“harm scheduled within a month to nine weeks and according to when
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the agcncy reports are recieved by the clinic.

This clinic fatherly, sent out ferns to be completed by the

parents and/er referral source during the intake process. However, it is

new gemrally felt that these forms created difficulty and confusion for

the clients and resulted in misinformation.

was Study

Among the four clinics there are also variations in the manner in

which the diagnostic studies are conducted.

At the Battle Creek Clinic the diagnostic interview generally takes

PIN-30 W0 or three weeks following the referral. Free: the initial screening

‘0 the and of the diagnostic process usually takes from six to eight weeks.

The initial screening interview is ordinarily completed within one

“1 ens-hair hours. This is generally true inrespect tethe other three

“mics also. Battle Creek attempts to see both parents for the first

”mulling interview. There are occasions when more than one screening

incl-Vi." is conducted. In this interview the psycho-social history is

Obi“lined, the functions of the clinic are interpreted, and the amount of

the to. is established if the case is to be accepted for further work.

The psychiatrist (who is hired on a part-time consultant basis)

861d“ sees the parent. He will see the child if there is a question of

huh damage or if the child seem psychotic and my need ooxmitnnit to

a hospzidznl or clinic. The staff mater who conducts the screening interview

decid°° as to whether the child should be seen by the psychologist and/or I

the psychiatrist on the basis of the kind of problem the child presents.

If 1“ 1. felt the child is essentially healthy, the case is not presented
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at ‘ diagnostic conference and is dropped as ”advice without acceptance“.

Battle Creek utilizes forms to be sent to doctors or schools if

permission for this is granted by the parents and if the clinic feels this

would be helpful in making ,a diagnosis. Forms are not used for parents,

hmar. It is believed they lengthen the intake process umecessarily

and are generally ineffective.

The case, following the screening interview (s) is reviewed at

a diagnostic conference. (Six to eight weeks later) participants at

this conference any range from only the director and the worker who did .

the screening, to the entire staff including one of the part-time

Psychiatrists. If there is aw disagreement on the diagnosis, recomnendation,

01‘ disposition of the case, the director is responsible for the final

«claim ‘

Usually there is agreement by the staff and a staff decision

prom3-1-3 . One of the part-tine psychiatrists m or m not be present

“5 the Conference and although he my have beenrequested to make a'

(magmatic evaluation, he is not necessarily included in the final

W°stic staff conference. it Battle Creek, the Director (a social

work”) has been responsible for making the final decision regarding

(138110318.

The criteria used for the selection of treatment cases are:

(1) MiV’ation for change and the willingness by the parents and child to

participate in the treatment program; (2) Diagnosis and (3) Treatability

‘f the child. Motivation. is one of the primary criteria for acceptance

or clientele at the clinic. Examles of diagnoses which would tend to be

0’3th .
d for treatmnt are: brain damage; mental retardation; psychosis;
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”Wbehavior discrders. A rule of thmnb used at the clinic in

dmflm whether a case is to be accepted for treatment is that if a

child is unable to function at home or in society, he is unacceptable

for treatment.

No priority is given to referrals from a particular area.

Occasionally sale imuediate consultative help is given to the parent or a

to the referral. source.

As previously stated, at the Flint Child Guidance Clinic, a case is

”Signed to a team couposed of two disciplines when it is time for the

v
i
i
;

'

,diignosbic interview. One team, however, has been composed of two social

workers- Four to five of these teams function weekly. Team mnbers

generalh, meet together briefly to dincnss_the particular referral. The

parents are seen by the social worker, together 1: separately, and the

child by one of the three disciplineslusnall: a psychologist or

Web-jaunt).

Directly afterward the team where nest again to evaluate the

aitu‘tion, make recanuemlations, ani assign fa' treatment if indicated.

In the eventthat case cannot be disposed of imadiately, further planning

1“” ateaming or additional diagnostic interviews are arranged. The team

“M working with the parents then meet again with them for interpretation.

m studies which do not fit into the team program are seen at other

the during the. week. My staff matter who has available time my do

ma“ alone, in which case he sees both the parents and the child.

Brian-damaged and mentally retarded children are not seen for

“amen, and referrals which suggest serious emotional disturbances

M be referred directly to an in-patient facility. rather than accepted
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for intake at the clinic.

More recently the Flint clinic has experimented with a technique

which they refer to as Family Unit Diagnosis. This involves interviewing

the parent(s) and the referred child simultaneously. This is based on the

premise that the family interactim can thus be more readily observed,

diagnosis can be rare readib made, andit is, of course, a time saving

device, in that it replaces several individual interviews with one Joint

interview. All prefessionaLstaff msnbers have participated in this

technique. . .

Although in theory arv staff wither m make the. final diagnostic

decision, in practice the staff member's supervisor ordinarily participates

in this decisim. The staff mber my also have infernal consultations

with other clinicians. -stever, no specific staff neuter or discipline

is responsible for mkingthe final diagnoses.

Not achases are presented. at a diagnostic staff conference. The

necessity for such a conference is decided by, the staff miners involved

in the case. fish a conference may be considered necessary when there is

disag‘emt as to diagnosis among the staff members and/or when the

shared thinking of staff more would be considered beneficial due to

the cuplenity of the problem. If, following cmference, there continues

to be disagreement as to the diagnosin,.the responsibility is then left

to the clinical director. In practice,- however, the "majority rules“

' and/or the opinienof the staff member malted inthe case is given more

weight.

The criteria used in determining whether a case is to be accepted

for treatment include (1) degree of disturbance (2) client's workability
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and insight (3) parents ability to use help (is) other resources available

te the client and (5) tin and availability of staff. Because time and

availability of staff are evaluated when the diagnostic disposition is

nude, the waiting list for treatment is relatively shall. If, for

example, there is insignificant time or staff available to accept a

case for treatment, the next best disposition is made. a

Priority for treatmnt may be given by individual staff members

according to their own professional judgement. Priority may also be given

to court referrals (as is true at the Battle Creek Clinic) at the time of if

V

intake. Burgency cases are considered as. those childnen who are dangerous,

or potentially dangerous, to themselves er others.

The Flint clinic uses two forms to be canpleted prior to the intake

interview. One is a form requesting face sheet infermation and the other

is a questionnaire to be completed by each parent asking how they see the

problau, etc. It is felt these form give parents an opportunity to

evaluate the problen as each sees it, serve as a test of their activation

for help, and supplement the infomation obtained ilthe initial contact.

At the Kalamazoo Child Guidance Clinic the social worker sees the

parents for the intake interview and the child is seen 'conctn'ren‘tlv or at

a later date by .the psychologist. Following this, 'the social worker and

the psycholegist confer and if they are able to come to a decision, the

social worker makes the recounendatians. -Psychiatric evaluations are

requested when there is a. question of a'nedical problem or a serious

pwchiatric problem, such. as when referral. to aresidential center may be

necessary, or when, according to their clinical Judgements, a mchiatrio

evaluation would be beneficial.
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Sonatina the social worker makes the decision alone with

psychological tests from other sources. Because diagnosis is considered

to be anodical decision, those cases which are not seen by the psychiatrist

are left technically undiagnosed.

workers are assigned to intake primrily according to counties.

the worker is assigned to each county with the exception of Kalamzoo

County fer which all workers take divided responsibility.

It is possible for a client to be accepted for extended diagnostic

stuch, generally- up to three appointments._1'his is to assist in decision

inking when there is a question as to the nature of problau, treatability,

etc.

In additianto the regulanintake procedure there is a yearly

"screening! weekwhichiansed to handlathaintake waiting list. The

chief social worker reviews the cases ahead of tins and decides the one

service that appears to be most necessary. For exaluple, she decides by

whom the applicant sheuld be seen and what type of evaluation would be

most appropriate. it this time, all staff members do three intakes daily

and treat-ant cases are not seen during this peried. ‘

The clinic attempts, to keep their treatment waiting list at a

minimn by net accepting aw case for intake unless there is a strong

possibility that treatment can be begun in the neu- future. Cases

considered as emergent are these in which the child may endanger himself

or others; the court mst make an iimdiate decision; parents are in

estrous distress. In such instances, parents may be permitted to case

on the date of their application but they are still required to fill out

the necessary forms.
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Specific problems which would not be considered as acceptable for

treatmnt at the clinic are those of mental retardation (unless accompanied

by emotional disturbance) and severe emotional. disturbance (such as _

childhood schisephrenia). Other factors involved in whether the case will

be acceptable fer'treatsnnt are (1) whether ther:are other available

resources, and (2) length of treatment.

At the Lansing Child Guidance Clinic, all diagostic studies

include interviews with the perents(s) by the socislworher, and psychiatric

mination am mohalogical testing for the child with two conceptions.

The psychologist in determine that psychologicaltesting is not necessary

due, for example, to the child's young age amt/or previous testing has

been done by anotherressurcsnln the latter case, previous tests may be

supplemented by additiaial testing. The psychologists also see those who

case in only for psychological testing e.g. learning difficulties,

metal reatrdation, and erganicity. '

me criteria for considering intakes as emergencies are (l) a child

whose problem is so intense that later treatment would become very

difficult or imossibls e.g. school phobia, child. a danger to hisself or

others, constant depression, colitis. r(2) Cenmnity emergencies e.g. court

must make imediate decision,- other family menbera ivorking with another

agency (3) Pro-school children for preventive work. New referrals are

generally catga'isod as onrgency, "ahead" (chronic conditions) and

regular, _ . .

If parents cancel an intake interview, generally his more

°PPdrtunities for appointments are given to them. Intakes are referred '

elsewhere if it is felt the primry problem does not lie within the
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function of tho clinic. e.g. marital problem.

In this clinic the psychiatrist is responsible for the final

diagnosis and makes no diagnosis for which she personally can see no

clinical ovidnce.

Generally, every case is presented for diagnostic conference.

Prior to the diagnostic conference, the paronts my occasionally be soon

more than once for diagnostic interviews e.g. if they are particularly

apprehensive about coming to the clinic. .Occasinally, also, the

pwchiatrist may wish to see the child for an additional interview.

The diagnostic study is gemrally completed within one to four

weeksandthocaso is staffedbythoteannerbers involved withinoneto

four weeks later. Parents are seen by the social worker one to two weeks

following the curference to interpret the clinic's findings on!

recallelflations. -If the child is placed onflie treatment waiting list, it

m be suggested that he be re-evaluated in several months.

Priorities are used in accepting a child for treatment. The following

considerations may influence the decision: intelligence; motivation; .

problem; degree of suffering; chronicity; social situation; and whether

the anxiety is drained off in a psycho-somatic symtom.

This clinic will_accept some severely disturbed children e.g. the

childhood schizophrenic. -The philosoptw behind this is two-fold: the need

to learn more about the schizophrenic child (research objective) and the

desire to provide help to the schizophrenic child.

In the preceding discussion, we have considered the criteria used

by the clinics in accepting a case for treatment, the priorities given in y

respect to the type of case an! source of referral, and the methods used
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Statistics reported h the Michigan Department of Mental Health

for the period July 1, 1958 to June 30, 1959 indicate that in this period

Battle Creek and Flint had proportionately store referrals fun the“

schools than the other two clinics. Although Lansing had 150 less total

referrals than Battle Creek, it had a comparable nunber of juvenile court

referrals (55 and 58 respectively). Flint hadproportionately more '

referrals frat private agencies than any of the other clinics. On the other

hand, in this same period Kalamaoo had no reported referrals from

private agencies. _In contrast to thisKalamaaamani -Lansing had

proportionately more public agency referrals.

The total cases accepted, served, ani closed by each clinic in

this period were as follows:

glattle Gregg FEE“; more. my
 

Accepted 14115 392 1:16 295

Served 593 693 580 1411:

Closed 3’49 3814 361 285

.Outofthisabovetotal, thefollowingfiguresareshmmin

respect to diagnosis :

Mental Deficiency 52 7o 19 13

Psychotic 22 1 8 9

Psychoneurotic 68 95 75 110

Situational 32 56 lh 80

Essentially Healthr 1:9 77 1h 9

Undiagnesed 20 13 99 lo
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It will be noted that Lansing where generally all cases are seen

for a complete diagnostic study in which all three disciplines participate,

had more cases proportionately which were diagnosed as psychoneurotic m'

situatimal; where as Battle Creek and Flint had proportionately more

than the other two clinics who were diagnosed as essentially healthy

and/or mentally deficient. Kalamaoc (where all cases not seen by a

psychiatrist are left undiagnosed) had many more in the last category.

In a table which states the ages of new and reopened clinic cases,

it is interesting to note that Flint had 67 such cases age 1 or under.

Battle Creek had 10; Kalamazoo 1; and Lansing, o. The total seen who

wereagehorunderwere: Battle CreekBl; Flintloo; KalamzooZO; and

Lansing ll.-C¢|soquently, it appears that Flinthad many. more pro-school age

children than the other clinics.

In conclusion, it is evident that there is considerable difference

in the handling of the intake process by the four clinics. In some clinics,

specific meanres are taken to screen out those who are less motivated

or resistive; whereas others reach out more to the resistive client.

(h the one hand, far octanple, the Lansing clinic does not require the

completion of forms by parents and will schedule more than one intake

interview if it is felt the parent has extreme anxieties regarding the

acceptance of the child's problem accepting the need for psychiatric

help and/or the need for more interpretation of clinic function.

m theother hand, the Flint Clinic generally requires parents

tocallbaok severalwoeks afterthe initialcallandsubsequently

requires that the paront rottn'n written forms in an effort to screen out w

those parents who call in a moment of hightened anxiety and/or who are
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resistive.

Two of the clinics have a full or part-tine intake worker while

at the others, Kalamazoo and Lansing, workers are assigned intake

interviews on a rotational basis.and/or by county.

There is a rather wide differnce in making determinations of

predispositions of cases. Although, of course, allvclinics m involve

the three disciplines in the intake process, this is not necessarily so.

In Battle Creek, for example, the psychiatrists are on a part-time

consultative basis.

ally one clinic isexperinentingwiththenethod of Joint or family

interviewing wherein the child. and parents are seen simltaneously.

There are variations also in the criteria in the acceptance of

cases for treatment. Iansing,_.fur. eranple,.is-the only clinic which

accepts schizophrenic children (n a selectire basis. According to a policy

statement by the Michigan Departmnt of Mental Health, new children who

show symptoms of an incipient mental disease or severe personality

difficulty can be successfullytreatod in a childguidance clinic.

However, clinics differ in their philosophies as to when they can

successfullytreat.

It would seem that future studies night ' be made to learn more

about the client's reaction to the intake process. In this way

individual clinics rand have a basis on which they could examine and

evaluate their intake process. the follow-up study might be made to learn

Parente' reaction to the clinic following intake and their subsequent

“coptance for treatnent ani/or referral elsewhere. For eruple, the

effectiveness. of the clinic's intake process could be measured in trees of
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the parents' negative and/or positive attitudes regarding the clinic,

whether thq feel they were halped in understanding tho child's problem,

“hath” they fondled through on the clinic referral .181 what, if any

improvement they attribute to their clinic contact.



CHAPTER VII

INTAKE THEORY

is we have shown in the proceeding chapter, the four child guidance

clinics under discussion vary, not only in the namer in which they

conduct their intake process but also in the tarps of service they provide

and the kid of cases which are accepted for treatment.

The pm'pose of this chapter is to examine these aspects of the

intake process more fully. It includes discussion of the early goals

and philosophies of the clinics and the present concepts.

' The skills and techniques needed by the therapist in the intake

process are discussed, along with the many Quasi: factors which need to

be cmsidered. Consideration is alsagiven to the methods used in various

clinics and reference is made to several follow-up studies which have

been done for the purpose of discovering client's attitudes toward the

clinic after having been seen at intake.

The Development of Child Guidance Philosoeg and Operational Concepts:

The teas approach, using the three members of the mental health

PPOfeleion-c-psychelogist, psychiatrist, and the social worker, has been

a significant part a: the child guidance clinicsihce its development.

5' far back as 1909, pioneer mental turgienists felt that treatment of the

y”38 would reduce psychosis as wellas criminality and other social

8h
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disabilities of adulthood. Rather than continuing emphasis on custodial

care and the protection of society, it was believed more attention should

be given to prevention of enotional disturbance in children and promote

greater understanding of the individual. ‘

These hoped-fa goals were not fully achieved. Through the years

there has been the necessity to examine and re-exanine the philosopr and

Operational concepts of child guidance. .

Only a relatively small percentage of emotionally disturbed

children are seen at the clinics. , In the beginning the courts, schools,

and social agencies alnost filled the clinic with some of their more

difficult cases and the clinic was known as a more authoritarian agency.1

Mich of the professional staff came from backgrounds of state hoSpitals

and much emphasis was placed on diagnosis and mnipulative suggestions.

Those suggestions were often inadequate and referring agencies

disappointed. Cases of natal retardation and organic brain disease ,

were discharged from the responsibility of the clinic.

Gradually the clinic movement modified its aim of preventing

psychosis and later criminality which had been primary. It developed the

philosophy that the milder disorders of child behavior were deserving of

clinic intervention and the clinics dissociated themselves from the more .

authoritative forces in the cum-mm so 'that they were more free to

explore and were less tools of the courts and so forth.

Although the child guidance movement can be traced back to 1909,

h

130:3, Alan, The Practice of Clinical Child Psycholofl, Grune a Straton.
New York 1959. pp. 53:55.
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clinic organisation and technique did not becaue crystallized until the

early 1920s. E that time the influence of Freud, Hall, rhyer and others

had led mu like Healy, All- and Stevenson to the recognitial that

parents play scrucm role in the deveth of emotional disturbances

of children. Consequently, the personalities and motivations of parents,

particularly the mother, are now considered in the decision as to whether

to accept a child for treatment at the clinic.

Criteria for Acceptance and/or Rejection for Treatment:

hoarding to the literature, clinics now generally screen out the

low-grade mntally retarded, children with severe organic brain disorders,

and families who are overcome with overwhelming socio-economic pressures

or severe marital difficulties which temporarily reduce the possibility

of amelioration of the problem through psychotherapy. .

Among the four Michimn clinics studied, only one accepts

psychotic children for treatment and this is on a selective basis.

Ross2 mentions eight points which he believes would constitute an

ideal treatment case: ‘

(l) The child and—both of his parents should be motivated to obtain

help.
,

(2) The child's difficulty should be of such a nature that it results

in some subjective discomfort to him so that he is willing to recieve

help in alleviating it.

(3) The child and the parent selected for treatment should show good

potential to benefit from therapy.

(h) The child's problem should be of a nature which makes it amenable

to ego-supportive treatment, based on a positive relationship with an

understanding adult.

 

21b“.
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(5) The parent, in concurrent treatment, should be able to accept his

role in the treatment process and be willing to contribute actively to

the child's improvement by recognizing that he himself needs therapy.

(6) The parent in concurrent treatment with the child should be able

to progress in therapy at a pace equal to or greater than that of the

child.

(7) The family and home situation of the child should not be so unstable

and disrupted as to preclude giving him a secure environment in which to

try out the healthier responses therapy would enable him to make.

(8) Finally, the family of the "ideal" treatment case should not be

so far removed fun the cultural milieu of child, therapist, and caseworker

as to make it difficult, if not impossible, for then to empathize with

the families' value system and reality problems.

6211an conducted a stucb' of the probelms for which 2500 children

were referred to four of the principal child guidance centers in major

metropolitan cities. lb found that in clinics the problem with greatest

incidence is what he classified-ase aggressive and-antisocial behavior.

hotlcnal instability and anxiety symptoms: passive; withdrawn; asocial

behavior; academic difficulties; and twparactive motor symptoms ranked

next, in that order. Significantly, the lowest incidence was for problems

involving sexual behavior, a fact which he explained as meaning that

parents in our culture are reluctant to admit the presence of sexual

maladjustment in children, at least at the first clinic. contact.

Functions and Purposes of the Intake Interviews

A. Behavior of Parents in the Initial Interview:

in intake screening should include an investigation of those

factors in the circumstances of the referral, the life situation and the

___

3Gilbert, 0. M. , "A Survey of Referral Problems in Metropolitan Child

Guidance Centers", Journal of Clinical Psycholgg, Vol. 13, Jan. 19h?

PP. 37-112 . _
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personalities of the parents which could. interfere with receptivity to

treatment. Parents who have been pressured into coming to the clinic by

the school, court or hospital may arrive in a belligerent mood and defy

the clinic to find abnormalities in their children. Such rationalizations

and projections may represent insurmountable barriers. Social repurcussions

of their children's behavior may bring distressed parents, anxious for

relief. They may see the child's behavior as an increasing nuisance.

However, indications for clinical treatment may not coincide with the

parents' ability to accept such a treatment plan.

As we have noted in the previous chapter, most parents have their

first contact with the clinic by telephone or interview. Most clinics

require, no matter who makes the initialreferral, that the child's

parents contact the clinic themselves, thus guaranteeing at least a

minimum of involvement on their part.

Often the functions of the clinic are misunderstood, both by the

professional person who made the referral and by the parents who establish

the contact on their own initiative.

The skill of the therapist and the strength of the client's

defenses are factors that determine whether the client can really share

his problem with the worker in the intake interview.

hiring an initial interview the neurotic defenses and the intact

adaptive ego functions may enable the "borderlil'n" client to present a

relatively conventional neurotic maladjustment. It will only be on

Subsequent interviews that the other features of the personality would

intrude themselves.

Because of a parent's om amcietiee in the intake interview, he
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or she m be unable to adequately prepare the child for the initial

contact. Consequently, often more than me interview may be required fcr

diagnosis and also, so that the parents are better able to prepare the

child for contact with the clinic.

The interaction with the parent in the intake interview set the

tone for the treatment process. This exploratory role with the client of

his difficulties and capacities is the beginning of the therapeutic

relationship.

In a stuw by Blenker, Hunt, and Koganl" on the interrelated

factors in the initial interview they state:

We surmise that law of these clients, being new

to the agency,werewerecautious in answering and that they

emphasised problems that they thought the agency might

be most interested in or that they found least embarrassing

to discuss with a total stranger.

B. Role of the Therapist:

welberg5 asserts that the principal objective in the beginning

stage of therapy is the establishment of a working relationship. To

insure that an adequate working relationship will be established he

believes the patient met first be motivated to accept treatment. The

therapist met concentrate his efforts around creating the proper

incentives in the resistive patient.

 

“monomer, Margaret, J. Nov. Hunt, and Kogan, Leonard, u Study of

Interrelated Factors in the Initial Interview with new Clients",E

Service Association of America (New York 1951) p. 63

Swolberg,1ewie R., The Technique of P chother , Grune & Straton,

law York. 1951; p. -
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Equally important is the task of clarifying. and removing

misconceptions about therapy. Thirdly, the therapist needs to convince

the patient that he undertanis his suffering and that he has the

capabilities to help him. The client may expect the therapist to be

Judgemsntal or punitive due to his own feelings of guilt and resentment.

Fourth, following the unsuccessful completion of the foregoing three steps,

the therapist has the task of defining the tentative goals of therapy.

Although the goals of the intake interview have been briefhr

mentioned previously, Wolberg discusses these in more detail. He lists the

primry goals as being: to establish rappert with the patient; to get

pertinent information from the patient; -to establish a tentative clinical

diagnosis; to estimate ethetentative dynamics;~ to determine the tentative

etiologr; to assay tentatively the assets, strengths, and weaknesses of

the patient, actually and latently; to lake practical arrangements for

therapy; to arrange for essentiaL consultations am psychologic testing.

' hamiltoné stresses the importance and necessitat, in the diagnostic

process in child guidance, of obtaining a comprehensive picture of the

situation, the person, and the person reacting to his situation,

including these earlier experiences which have contributed so much

to shaping his character. The. question arises oiten as to the propriety

of the making of psychiatric diagnoses by social workers. louver, the

social worker should have adequate understeming of the significance of

term such as 'primry behavior disorder" along with broad classifications

of psychoses, pqchoneurosos, mental retardation, convulsive disorders

 

6Hamilton, Gordon, Pachotherag;in Child GuidanceJ .Colunbia University

e PPe 9 ‘Press, New York, 1
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and so forth.

In the intake interview, the psycho-social aspects of the client's

difficulty mat be explored. The willingness of the client to discuss the

reali‘w aspects of the problem may well be an indication of his readiness

to use help and to work on his problem. It is recognised that the client's

application in itself is an indication of motivation but it is essential

that the worker not I: reach and understanding of other initial attitudes

of resistance and defense. The therapist mist not reassure, interpret or I

precipitate too such, nor must he do too much or act too quickly.

Although a patient may directly ask for advice, at the same time

he an be defending himself against whatever- advice is offered. As

Diogenes is credited with saying, "men Thales was asked what was difficult,-

he said, 'To know one's self', and what was easy, 'To advise

another'."

Parents often have much ambivalence in asking for psychiatric

treatnnnt because of the social stigma which is still often attached to

emotional disturbance and because of the resistance they feel to accepting

the problem in their child. Also, they my have little actual concept or

knowledge of emotional disturbance. the therapist interpreted quickly and

briefly to a nether that her child was autistic and for six months, although

the child had been accepted for treatment, the mother interpreted the

therapist as having said "artistic".

At the Mariel Child Guidance Clinic in Richmond, Virginia, tape

recordings were sands of intake interviews. Although this research has not

yet been completed, it has been discovered that parents remember only

that content of the interview which they “want" to remnber.
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It mat be recognized also that the motivations and readiness for

help may vary costly in the parents. When parents are seen together the

therapist must necessarily be skilled in recognizing their individual

resistances and defenses.

I‘bthods of Intake:

In some clinics motivation is considered of primary importance

whereas other clinics reach out more to the resistive client. A case m

be deemed inappropriate at am given step in the diagnostic process and

in sane clinics there appears to be a trend to encourage the disciplines

to take more initiative in closing out inappropriate cases before they

reach a staffing level.

The activities of the three disciplines over-lap in the intake

process in the four clinics studied. Some clinics have a regular intake

worker who conducts the initial interview. Other clinics assign

responsibility for intake on a rotational basis. The latter is done

purposively in that it permits the intake worker, where necessity demanis,

to continue the case. If for example, a client is seen two or three times,

he m be helped within the intake process to overcome acute armiety

before being referred elsewhere. .

Although originally the intake interview was conducted by a social

worker, this responsibility is now shared in soon clinics by other

disciplines.

Recently there has been the development of a theory that family

diagnosis can offer additional insights into the child's difficulty

through the observance of family more within one or several interviews
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in the intake process. This m be continued into family therapy. More

than fifty years ago, hary Richmond? emphasised the importance of the

family as a unit and the importance of the interpersonal relationships

within the family matrix. .

Some clinics more or less routinely see clients fm‘ a total of

four to six interviews. During this time it is felt a more accurate

diagnosis can be made and/or parents may be offered sufficient supportive

help to carry them over to the time that treatment can be offered. This

also may eliminate those cases who are carried on waiting lists and

subsequently withdraw. This will be discussed later according to the

results of several studies on clients who have been seen for one

interview..The entire intake processnmy extend over a relatively short

period of several weeks to as such as a year in some clinics.

The process mv nean only one interview by the psychologist, social

worker, or the psychiatrist. It may mean that both child and parents are

seen by a member of each of two disciplines. In some clinics the child

is ordinarily seen by both the psychiatrist and the psychologist, the

psychd-socisl material obtained iron the parents by the social worker and

the parents then seen for interpretation of findings by the psychiatrist.

At the Institute for JuvenileResearch, Chicago, Illinois? contact

with the majority of patients seen at the clinic is terminated without

treatmnt, although diagestic procedures have been applied in all

7Richmond, Mary, Social mam William Fell Co. Philadelphia, 1917

8Browne, Marjorie and Students, "A Report on the Pilot Study of Intake",

A review of activities on sixty-eight cases applying for service at

I.J.R. during February 1951:
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instances. The clinic makes an effort to implement its diagnosis in the

last contact with the parent, at which time recommendations are made

and/or some degree of interpretation may be given.

It has been pointed out that in order for a diagnostic service

to be‘considered "service" the clinical diagnosis has to be implemented

to become service or help in behalf of cases. .

At the Institute the case may be closed at the discretion of the

social worker following the history, or sent to the Scheduling Committee

where it is reviewed an! further diagnostic procedures are planned. If

the case remains open followingthe .socialhistory, the child is then

seen for testing by a pqchologist, andlater on the mother, father and

child are seen imiividually by the psychiatrist. Iollcwing the psychiatric

interview, the case is scheduled for a diagnostic. and service staffing.

This conference is attenied by the examiners, a senior worker from each

discipline of social service, psycholoy, and psychiatry and a senior

psychiatrist who serves as moderator of the staff. it this meeting the

case is discussed from all points of view and it is decided what the

disposition of the case will be i.e. acceptance or rejection for treatment,

or referral to another agency. A case may be accepted for treatment

"without question" 3 “with reservation" 3 or "prognosis poor but trial

treatment indicated". Following this it is sent to a Treatment Camdttee '

composed of skilled staff mnbers and this serves as a check on the

original diagnostic staffing. Following the Treatment Cumittee's

decision, the case is then reach for the completion interview, at which

time it is generally the examining psychiatrist who discusses the findings

and recomndations with the parents. If treatment is recommended the
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case goes back to the Treatment Committee which assigns the case for

treatment in.either of the three disciplines. The case is then.placed

on the waiting list.

In contrast, the Memorial Child Guidance Clinic in.Richmond,

Virginia makes extensive use of the group method in its intake process.

The parents and the child are seen individually by the psychiatrist.

Prior to this the parents are seen by a social worker in the initial

interview wherein.the psycho-social history is obtained. The child may

or may not be seen by the psychologist. A decision is then.made as to

whether the child is to be accepted or rejected.for treatment. If

accepted for treatment, the parents are then.assigned to a group composed

of other parents whose childrenhave recently been accepted for treatment.

Consequently there may be wide variation.among these parents in_respect

to age, socio-economic status, type of child's problem and so forth. The

group meets weekly for a period of six weeks, during which tin there is

opportunity for discussion and interpretation. Following this the child

and his parents are placed on the waiting list.fer treatment (which

consists of group therapy).

Follow-pp Studies on Intake Procedure:

There are, of course, new cases, that are referred elsewhere

prior to their ever getting to a clinic. Others are referred elsewhere

following diagnosis and/or consultation.

In a study by the Rom: Health and Welfare Council9 it was noted

  

9'Wt Can Be Time About Waiting fists: A {Stuck of Intake and Recording

Methods in Bronx Family and Child Guidance Agencies", Committee of

Service to Individuals of the Bronx Welfare and Health Council, Rom,

N. Y. 1952; (Unpublished Report)
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that because of over-all lack of appropriate resources for referral, no

completely satisfactory solution for the problem of who to accept for

treatmmt, when to accept them, and who should be referred, could be

found. The Committee on Service to Individuals of the Council stated that:

"...it is disturbed about the fact that every

agency faced with the problem of surplus volume

needs to compromse basic values in one m a'

another. mother people are turned away from the

agency, or too new clients are seen too rarely, or

waiting lists of enormous length are built up, the

implication is that families whose mental health is

impaired already, are permitted to detoricate

further.”

Several studies have been made regarding what happens to families

who have been seen for a series of diagnostic interviews, accepted for

treatment, and then after the waiting period, never returned to the

clinic for treatment; those who have been seenat the clinic and referred

elsewhere; and those who have been seen only for consultation.

One such study at the Institute for Juvenilejesearchlo attempted

to appraise whether the clininenlet the needs .of children who, for varied

reasons, were directed elsewhere for treatment.

Most of the parents had been given the recomuendations and

referrals during personal interviews with them; On the whole, the mothers

were willing to discuss how things had gone since they had been seen at

the clinic, although less than half of them had actually accepted the

referral. Of the group that accepted referral, a large majority reported

symptom improvement. 0! those who did not follow through, a majority

 

10Heorhead, Janet,"Redirected Cases: A Follow-Up Stuchr of Cases Referred

Elsewhere for Treatment", Smith College Studies in Socg Work ,,, Mass.

June 1958 pp. 179-209 , ._
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expressed negative feelings. However, although the majority of the total

forty-five cases received some sort of professional help after their

clinic contact, it was found that in new cases it was not as a result of

the specific clinic referral. .

a stuchr at the Albert Einstein College of Medicinen inquired into

how climts felt after being seen once in an emergency psychiatric

clinic, whether they had sought help elsewhere, and the nature of their

current adjustment. It was hoped to learn the factors which contributed

to the patient's failure to return after the initial visit.

Those patients who had followed through with treatsmt had been

given appointments to return and had presented their problems. in such a

was that they seemed motivated; their diagnosis substantiated this

impression. to a large extent. is, a result they had described their feelings

about the clinic,- treatment, and their. doctor in positive terms.

Those patients who did not return were a more varied group

diagnostically and tended to present their problems in terms of projection

and need for concrete services. Over half of the group subsequently

sought help elsewhere, some based on clinic referral. Over a third of this

group seemed to have misconstrued the recommendations as they were at

variance with the case record. It was felt that this may have implied

their need to interpret the recolnnendation in their own way.

A study done at the Jewish Family Service of Philadelphia12 on one

 

uHarriaon, Harriet, "Follow-Up Study of Patients Seen Once in an Energency

Clinic", Smith College Studies in Social Work, October 1959

12sonata-ts, Dulcine, "A Study of Eight-Six One Ila-Person Interview Cases",

Smith College Studies in SocialeWorjg, VOILHIII, October 1952 PP. 1.32
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interview cases resulted in the conclusion that factors which seem to

influence a client's using referral are the client's decision about the

referral, casework considerations of problems other than those for which

referral was made and , most important, whether the referral was made

formally or infomlly.

Because there are new more children in need of psychiatric

treatment than those who are actually receiving treatment, child guidance

clinics have tried to establish intake procedures that will take into

account the needs of those clients who, because of the clinic's limited

facilities, camot be accepted for continued treatment. The hadeline

Borg Child Guidance Institute of the Jewish Board of Guardians,”

established a consultation service inan effort to meet this problem. A

follow-up study was done in an attempt to learn more regarding the

effectiveness and advisabiliiw of this service, and to determine how this

service was being used by clients. It was concluded that the consultation

service seemed to have been used constructively by nary clients. A majority ‘

reported improvements in the symptoms for which the child had been

referred. About- forty percent of the clients seen in consultation accepted

the referral made, and this percentage of clients also actually received

professional help. Cients attitudes toward the clinic second to have had

no relation to either a constructive or a destructive use of the service.

It was felt the stuch' pointed up the need for further considerations to

be given to the more highly resistive clients who were not able to use

 

13Voight, Marilyn, "Follow-Up Stuchr of Client Use of Consultation Service" ,

Smith College Studies in Social “01:3; Vol. XXVII, October 1956

PP. " 0 . .
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the service constructively.

This stuchr raises several questions. How effective is the intake _

process in child guidance clinics in screening out those cases which are

not considered within the realm of the clinic's function? Is sufficient

tine beixg given to make accurate diagnoses, to interpret, and offer

consultation?

Although in some clinics the intake process is being shortened,

perhaps it needs to lengthened in order to adequately serve the families

in the calamity. Unless we get through the anxieties experienced by

parents, they m interpret the recommendations according to their own

needs. Not only may they have difficulty in accepting the need for

treatment but that m cone with much misunderstaniing of the clinic and

it's function.

Clinics are strained to capacity and it seems more studies could

be done regarding the intake procedures of child guidance clinics.



CHAPTER VIII

FAHIII DIAGNOSIS AND TREATMEM‘

In uminnstioationnf clinicalittah and diagnostic practices,

and later innplnringtreatnenttechniqneelof these four clinics, we

were -imrested to findth atleastjiwo of the- clinics are carrying on

action research in Wtherapeutic techniques. This chapter

will look at these two projects in more detail to share some of the

experiences that the Flint and Lansing clinics have had in applying

these techniques to the child guidance setting. A general discussion will

follow reviewing some of the recent literature on the general use of these

techniques, perhaps serving as a guide for other'profossional persons,

who w bemfit frn the use of this axillary tool but are hesitant to

begin without on theoretical knwlodze.

Joint intervioningis notanewtochnique totho fieldofsooial.

work. The traditional hone visits which were rude frequently required

thesimltamousinterviuingof‘hmm'norefanflynenberstyonewa‘hr.

Hwisjointinterviewinganewtechniquetothochildguidanceclinics.

Quite often parents have been seen together for the purposes of

interpretation, for the setting of fees,._ani sanctions the child, too, an

inclined umpanticipant in these sessions.

However it has been only in recent literature that the process of

interaction in the family has been-emphasised...Clinicians have been

100



101

Wthathealtlv individualiiyinthechildiscouposed of boththe

component of autonomous development and the collponmt of togetherness

withthepersnts and fanily.1 were child cans to the attention of a

clinic becauseofaaonotionaldisorder, thisdisturhanceisbethaa

expression of the child's own difficulties and a function of his family's

disorder.2

Clinical experience has demonstrated that lost problems referred

are disturbances of intorrelntionships within the family. (he might

question, then, if the traditional team approach of separate interviews

with each parent and the child by different professional staff numbers

night not encourage further breakdown in family relationships.

Recognizing that the fate of each family umber is intimately

affected ty the family group, appropriate intervention in this balance

can have significant consequences for each member and the family as a whole.3

The Flint Child Guidance Clinic, as descrihd in an earlier chapter,

decided to merit-eat with the technique of Joint interviewing used as .

anamilialytoolindiagnosis. Thwajeotwasundertakenfortwomdor

reasons. First, this Family Unit Diagnosis my be more economical,

decreasing the waiting list and offering lore service than was previously

possible. Secondly, it would be interesting to determine what advantages

and disadvantages this technique might. have in capleting the clinical

1n. w: Achernsn and H. L. Behrens, "a Study of Family Diagnosis", American

Journal of Mhopssziafl, Vol. 26, No. l, 1956

2Celia B..sitche11, "Family Interviewing in Easily Diagnosis", Social

Casework, Vol. to, Ho. 7, July 1959

32-29...
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such of the family.

Within a short tin it became obvious. that Joint interviewing was

a time saving technique. The traditional diagnostic interview required

apprMneven to eight man hours, takingjnto account tine for

interviewing, dictation, etc. Using Joint interviewing, total nun hours

for one diagnostic intervinw averaged between two and three. In addition,

the quantity of service offered. by the clinic increased to greater

proportims than anticipated, as indicated by the following table:

TABLE h

Rate of Intake Before and After Family Unit

Diagnosis at the Flint Child Guidance Clinic

 

 

1 Average per month Average Percent of

1960 Jan. & Feb. 1961 change___

Waiting List 139 100 I 39% Decrease

Interviews hoh S72 ; his! Increase

New and Reopened I

Cases 29 55 90% Increase   
 

0f even greater significance was the general agreement. of staff

members that the quality of service also improved. Not only did this

procedure demonstrate to the referred families that the clinic views their

problem as a fanily problem, but it also afforded an opportunity for the

treatment plan to be worked out with all fail: members included and

participating. A

Staff members felt they were provided with a more accurate reflection

of what goes on in the home. Many things- are brought out which may not be
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brought out, or atloast net for a long period, had family members been

- separated. For instame, a mother was explaining how she had no control

over her youngster and the bq displayed this by going into her purse,

Jul-sins up and.dcem.en herlap, etc. Though this new be observed in

separate interviews, the worker would not have observed the slight grin

on father's face while this was going on.

This toohniqne enhances therapeutic use of the diagnostic interview.

It affords each fanily newer the opportunity to hear what the otter is

swing and react to it. One nether was arsed to hear her husband talk

so mob; she didn't realize he had such strong feelings. When the therapist

turns to ask the child how he or she‘feels about something, the child is

often startled and pleasantly surprised to find someomwho is understanding,

who thinks what the child has to can is important. The therapist, at any

tine, is able to pick-up on the interaction and use it inndiately 'to

help the parents and child see what goes on and gain insight into what

they are doing.

This clinic has found that even the cases which seem poorly adaptable

to the joint interviewing technique any benefit frail this procedure when

used appropriately. Flexibility beccnes the key concept overcoming nest

disadvantages. The therapist separates various family nenbers as he sees

the mod for such, bringing then back together when this seens preferred

and nest beneficial. I

The team concept is still preserved, in fact it operates more

effectively in this procedure. lbw. casescone to a clinic which do not

require psychological testing, psychiatric evaluation, or other specialized

skills. The family unit diagnosis technique. new allmvs the therapist to
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screen out those cases and call upon the special skills of other staff

nenbers as the need iniicates.

A psychologist at the Lansing Child Guidance Clinic is also

evaluating.the technique .af Joint inierviewiu in an experimental

props:- of family therapy. Dr. Leon Rottersnan, in a paper read at staff

semimr, states that, "The therapeutic relationship of two or more sewers

ofafanily being seenty onetherapisthasservedasacheckonthe

acmacy of 'the therapist's interpretation of mnamics. Seeim two members

Jointly has increased the accuracy of the inforsation given by the family

newers and as such their reality orientation..."5 he suggests that fasily

therapy is economical, enhances the therapeutic process and enhances

clarification. he concludes, "Dwtional- health for the family group as

defined by the therapist oust constantly renain the therapeutic ain."6

In view of the piouering projects undertaken by these two clinics

in Michigan, and in view of the increasing popularity these techniques

are gaining throughout the nation, a review of sane of the current

literature on the subject of Joint interviewing m be helpful in

evaluating this technique and its application.

Joint Interviewing in Diagosis
 

itteapts have been node to integrate social science theory into

a framework analytically descriptive of family Malice. Josselyn focuses

“.—

5Ieon Rottersman, "Familyel‘horaw in a Child Guidance Clinic", Research

blotter, Michiganllepartnm. of Mental Balth, No. 6, Mob I931, p. 8

69391:.8
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upon only as facet of the total configurations}: the family unit; the

family as a psychological anit.7 She describes the significance of family

members to the child's ntnratian process, pointing out that most

comicersties has been givento this ithhe past. The real need is to

define the significance of the family structure or unit for the individual.

She finds atleast two important functions of the family structure:

(1) it provides “emotional. atmosphere" and (2) it enhances the maturation

process. If this significance becmes clearlysdefined, the neuroses and

psychoses of the family unit.rather theme: itacouponent parts can then

be understood. Such a stuw of fanily patholog. may clarify what comtitutes

family health.

Beatmn recognisesinthe fanily.a three-fold couples: of what she

terns "mmmmmemerpenmm. social cultuml."8

The pattern of those in interaction creates either fanily disturbance or

equilibrium. She suggests that the individual internal pattern develops

as each member tries-‘te mnipilate the various fanily relationships into

a reservoir for the gratification of his own needs. The oasesorloer's

task is to isolate those raisin. conflicts creating ishalance and producing

family patholoye

Meyer points up a conceptual dilema basic to the problems involved

in family diagnosis. While there is an awareness of the existence of fanny

7Irene h. Josselyn, "The Faninas a PsychologicaLllnit", Social Casework

October 1953, Vol. 3h, No.8 336-3h2

8F. L. Eastman, nFamily Interaction: Its Significance for Diagnosis",

American Journal of Orthopfliajg, Vol. 26, No. 1, 1956
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interaction, the tools necessautd woerith this have not yet been

developed.9 It is generally felt that the process of interaction in the

family rust he observed within theoretical understanding derived fron

psychedynanic concepts relating.to individuaLgnowth and pathology and

chrnanics of the treatnsnt process.”

ickmsn attempts to solve this dilenna.11 he views family

interactionu greater than the aim of the imiividuala, the forces of which

to be understood cannot be handled by concepts of individual psychology

alone. There are three levels in understanding interrelatials of the

individual and family: (1) group m'nanics of the fanilv, (2) We

process of. enotional integration of the individual into family roles,

and (3) internal personality m‘ganizstien of the individual. Dimnsiene

of interaction on various levels are evaluated; an extensive diagnostic

guide for cdllection of data necessary to such a, system is presented in

his 5001!.

hen without solving this dilelma, joint interviewing can be

I diagnostically enlightening. Simply put, the worker can see, how the child

respesm towhathis parentsvanthintedoand the parent has the

opportunity to learn through. observation how the child my be handled

quietly and permissively.12 Clues can be obtained iron such things as

 

9c. E. Meyer, "Quest for a header Base re- Family Duchesis", Social

(hawk, vde 10 ”Ce 7, July 1959’ PP. 370.376

100. B. Hitchell and G. Xenopka, “Groupwork Techniquaain Joint interviewing",

Social welfare Pg, 195?

 

 

nhathaaW. ickornan,WeofF%New York: mic

Books, 1958

uGordm, -.(hlidangg,. New York: Colusbia

University, 191‘?, Po
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the various individuals ._ postualthsrcteristics, toml quality,

disturbances of communication, -alliancesand asapegnting, and

discrepancies between verbalisations and behavior that clearly identify

the Manning. dafensepatterna,- coping techniques, role

adaptations, values and striv:l.l':gso13 5

It is further suggested that by observing the family interaction

in diagnostic nintezviening the therapist can evaluate how healthy the

parent-child relationshipm be, and indications. of disturbances in

relationship can be noted.1h The health nae. be evaluated in terns of

parental love all! affectinn Wed, that is, semitlxitw to the child's

needs, intensity of feelinLof relationship and acceptance; how the. parent

helps the child in development of independence; parental protection and

support; andmrentalicmolskh raising question and observing the

basic warmth of the relationship, perception or the child as a person in

his own right, protective mnctisningrcimsistancy, of reactions, etc.,

irdicatinna of disturbance in perm-Child relatimship becane obvious.

With marital pm, the clinician in better able to determine

the dense of involvement of each partner as well.” degree of concern,

theabilitytousothepartnertonaintainaninterestinandtousehis

concern about mutual interests, interest that is mtually shared and both

relate to in suing to the clinic. The [nature of the narital interaction

13% c. B. Mitchell.

“tired 11. Stone, u Critical Review of a Cm'rent Progran in Research. into

Mother-Child Relationship", EstimaLProblemof Bar? Childhood,

Ed. Gerald Caplaa. NewYork: , e pp. -
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is confronting the cliniciamls

Diapestic Indications for Fanii‘l'reatnent

Havingcnmleted a diagnostic study of a family seen in a Joint

session, the decision must be made as to what kind of treatment is

necessary and for when. Criteria for determining that a case should be

seen in joint theraw are practically non-existent in the literature.

Geiet and Gerber suggest fire things to lookfer which indicate that family

therapy uouldbe most ‘laenefi.c:lal..-'!-6 Though they are referring specifically

to marital. partners, it seem that these may also be applicable in other

cases. The individual clinician should evaluate hes appropriate they m

be fr his situation. It is suggested that one of the first indications

that Joint interviewing treatment would be helpful is when there is a

breakdown in verbal comnication betueen family members. Distrust of a.

family member's actions seems to be a sure indication if aw relationship

is to be established. Hhen the degree of security of one or more family

mother's is too slight for them to work individually with the one worker,

Joint interviewing night be desirable, in treatment. Sometimes there is a

lack of focus in individual interviews and mm benefits can be reaped

from joint mama?!” last two determining factors are suggested only

because so little is known at present; namely, the client any request

this technique an! it seems to be the best method of solving a particular

__

35Joamede0eistand Emil Gerber, "Joint Interviewing: A Treatment

Technique with Marital Partmrs", SociaLCaseworg, Vol. bl, No. 2

February 1960, pp. 76-83

16.12%; p. 8?-
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nobles: or when the cliniciannensm its the treatment mthod of choice.

If there is question about the accuracy of diagnostic understanding

of client to be involved in treatment, or if the caseworker is not

comfortable Weird. sessions, the clinician should not elect this

technique for threatnent. The same would be true if the clients are

coapetitive and cannot put this to constructive use.17

Role of the Therapist in Jeint Treatment

In the past, Joint interviewing has rarely been the treatment of

choice, except in marital counseling.18 Now it is being tried in many

different settings fer mmerous types of problems. Still, little has been

spelled out about the workers role when see family, nembers simltaneously.

Son have suggested that the therapist plays a major role in limit

setting so that no one family member controls the others. The therapist

also clarifies distortions and lack of trust in other menlbers present.

Universalising and educational techniques should be emplyed when indicated.

Finally the worker mist handle transference and counter-transference with

skill, always be alert in evaluating such reactions and using them

constructively.19

Another naJor task is to focus upon the interaction between the

parent and the child. Hamilton suggests that awareness of this psychological

involvenent and balance on the part of the family is probably the deepest

 

17D1de Po 83

13% cit. c. B. Mitchell.

19min. p. 83
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faster in succeso.2°

The therapist should also help each umber move frail proJecting

the difficulty outside himelf to assuming some responsibility for

consideringhis or her role iniha mismcially as it relates to'

the presmting problem.

At times individuals and pairs of family members willbe seen

 

separately for a particular purpose..When this occurs, that part which is ‘

family-erelated should be brought back to the family session so the E‘ ,4

individual and fanily moment are used as catalytic as well as integrative 5+

agents.21

Advantages at gpint Interviewing

"All data of social history and other important factors surge in

far less time than in individual interviews.” Therefore, it has more

immediate and meaningful impact upon the worker as well as the family.

In this sense, the diagnostic Joint interview become therapeutic.22

Hamilton proposes thet even in the diagnostic session there is A

more emotional value in observation and experiencing that there is in

telling a clinician about smoothing. ale feels such sessions help the

parents to see the connection between their problem and the child's and

"if improvement within themselves is not possible, perhaps it helps than

act out their conflicts in different way's."23

20%. Ci . Gordon Hamilton, p. 278

2 Cit. C. B. Mitchell

22%.

2395 01 .-Gerden Hamilton, p. 280
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"Workingjimlianeonslljith several members cannot help but produce

very strong emotional reactions in each person in the coup. The immediacy

am aliveness of these reactions provide invaluable opportunity to help

the client recognise that. part of his behavior outside his awareness, and

‘through an awakening to its meaning, gadually to find more nature we

of relating to the people closest to hin.”2h '

HitchelLtoo emphasises that all members share significant joint

eacperiencee when seen together in treatment. Trends toward health are

energised by the potential corrective influences in the family. Gradually

there is a re-establishnmt of commnication which is an important aid

to setting a regenerative process in motion. The members seen to become

curious about each other and become real persons. Since all are

participating, each family neuter experiences conflict and change; this

has more impact than recalling experiences. In addition, as changes

occur in consumication, meter behavior, affective respome, and integration

into family roles occur3 this is expressed with more impress than would

otherwise be possible by am other techrulque.25

Finally at termination, Joint interviewing gives focus to the

problems which have been worked on, and permits the therapist to summarize

and verbalise gains and successful use of casework treatnent.26

Groupwerk Techniques in Jeint Interviewing

"The skills and techniques of group work can contribute to Joint

 

Zhgh Cit. Ieichter

2592, cit, c. B. Mitchell

26%. Cit. ceiet and (lumber
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interviewing?” TheWE.WMmost groups which

clinicians, therapists, or social workers deal with, for with the exception

of marital partners, the family is not a self-chosen group. Despite this,

new of the concepts and techniqneaused ingroup work are transferrable

to the fanily situation.

Konopka suggests that the concepts of group formation, subgroups

and the process of interaction are neaningfulms of exanining and

analysing the fully oituatim. Particularly_concepts of changing and

ambivalent roles are. significanh to the family wlnn present-day American

society finds the non no longer the sole breadwinmn and the woman no.

longer the sole housekeeper; rather these are tasks shared by both. How

a particular family adapts itself and accepts this confused relationship

can be nest ilportant in understandingthe family. Contagien, ferns of

conflict solving and expectations in regard to self inages of family

cannot be denied as nest valuable diagnostic and therapeutic tells.

Techniques of group work, as distinguished from casework or

therapy, require that the therapist assume a different role fron

individual interviewing. Group interviewing is a more infcml activity,

which some clinicians who have had no such experience may find uncomfortable.

We are not the only giver (in group interviewing), but must be willing

to let others in the amp do our Job, in fact ermance this task."28

Another distinguishing characteristic is that the tanker nest be

willing to accept the informal group situation as an essential, but not

 

27m, Cit. Konepka

23mm. '
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be seduced by it.Thiamquines skillfuLnse of timing, pauses ferrelief

of tension, or such, but always being cautious not to run awqr from the

problel. _

Host'isportant the, worker must help members relate to each other

instead of predominantly to the worker. This entails discussion leading,

and not question and answer game.

Kenoploa too, points out tint the privacy of individual interviews

is mtines needed, so thst both methods shoulibe used frequently and

as mplemnts to each other. Finallyi sha warns the clinician not to force

fanily interviews upon family More when they are amious to keep

certain information fron other family more. ”True and complete

confidentiality exists in the individual interview only."29

Stills Reguired

An appreciation of the weanics of fanily life and of the significance

of socialand family role relations is necessary for the clinician to do

Joint interviewing, as well as skill in using interactional interviewing

techniques derived from knowledge of the (Unanics of group process (as

Konoph suggests above). Neither the bdividual nor the group can be

submerged; rather, these need to‘be utilised and recognised. The worker

not also use a keen sensitivity afi enough flexibility in approach to

shift frail total 8088in to particular pairs or individual interviews

as perceived iron clues.

Mitchell seeaJoint interviewing as a test of the worker's resolution

 

 

29
Ibid.
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of his own fanilyerelatiomhipproblensksince family interviewing

exposes his to the simlianeous. impact of. interpsmanal conflicts of all

family homers, and requires him to be ”above the battle", yet available

to all combatants. .

"This type of intervinrinpprocess is_initially anxieiyproducing,

if only became of newness and multiple demands on the workore“3°

t
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Joint interviatingeaf family mailers appears to have new advantages

am uses for diagnostic and therapeutic purposes. Disadvantages are.

minimised when this technique is skillfully .andflexibly employed. The

Flint and Lansing clinics are enthusiastic about the success of their

projects and personal satisfaction in .erplerin;_this technique. In view

of the long waiting lists at nest child guidance clinics, as well as other

agencies, and in view of the increasing espbasis upon approaching aw

individual emtieual disturbance as a manifestation of a disturbance in

intro-familial relationships, family interviewing has new implications

for the child guidance setting. host significant is the experime of these

two clinics in discovering that quantity of service is increased with no

sacrifice, but rather increased quality of service also. i -

In relation to the present stuw, the projects undertaken by the

Lansing anf Flint clinics describe and point out one of the differences

among these clinics. Continued- use of this technique a... likely to

affect nary. othenaspects of the clinics_also.-For instance, intake

 

3°92, Cit. C. B. 141th
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procedures, diagnostic and treatment objectives of the clinics,

distribution of other services, and perhaps evenpersomel policies and

practices are certain to be directly affected. This may serve to describe

the (hummus of the clinics.
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THEATRE!“ POLICE

lsiategralpart efachild guidance clinic isthetreatnent

service it parents and children which it prevides. -Treatmnt facilities

are directly affected by the intakeepolicieaand the staffing'patterm.

They not alsabe affected to ailment by the influenceof financial

sources and ethencenainityiactors. -Intakeepoliciess naturally determine

who is placed on the treatment waitinglist,andf¢tnnatel: or

unfortunately, a chssnrs- iaplacod on each therapist

dependim «Lilla mined: (clients. on the treatment waiting list. Social.

workers, mm-and.p¢chittrJ:th-a frail differing backy‘eunds

' of then, wmmmminbackground often

inflnamaaffertate .fern-Lcmm_treatmt.poliq,_am may be the basis

for diffsrencssnithima clinic_as rellns between clinics.

The womenW ef babel Health, in accordance with its

statutory authority, established the Child Guidance Clinic woven. The

policies withinwhich the clinics operate are mtually agreed upon by

theDepartmnt andthe Clinic Boardwhichrepreeentathece-emity. The

purpose of theclinicsis to provides programme, well-rounded program

of mentaLheelth services, includingnet only provisicms fa‘ the slleviatin

of.WWoi: children,_biit also amines designed to prevent

later mental. and enotielnl disorders. "The calamity based, psychiatrically

oriented mntal hygienecWWand prevmtive

1.1.6
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technique."1 The clinicnlso contributes to a greater understanding of

ether childra's basic needs.

In this chapter, a canparison was made of the Lansing, Battle Creek,

Flint and Kalsmzee Child Guidance Clinics with respect to certain

aspects of their treatment policies. The provisions for the prevention and

alleviation of mental disorders includes the use of psychotherapy as a

mthod ef treatment. Gordon Hamilton states tint "the purpose of

psychotherapy is to assist the client.th fuller and less disturbed

satisfactians; toward better integration of himself; tsnrd self-directim

and store creative or mere eolnfsrtabllLsecin].funetienim."2 This should

neon helpinLthe client to find mhealttmnsd normal enJoynents n-on

life and to Me better adaptatimtethe demands of society in work

andplsyandetherdinensionsefliving.

Various adnhistcatmandstaff perst the four clinics

were intensified inealLefmete learn_their__;nrticnlar practices with

regard to W11nintenrimnere concerned with the three

disciplimaanLtheinarticipatimeatment, factors influencing

client prioriiap oathsWW“the therapists'

treatment orientation. meet. ooncernnene accent the considerations

involved. in_the.Woi-m.what constitute: "emergency” cases

and her were they landledhalchquastimaastheifellowing were asked:

what iathe Wantmmntnmiemmmheds of treatnsnt

 

1state Depart-sat sf 381:“ch an Child Guidance Clinics:

Man and PeliLStatement, (Lansing, igaa 9 6) p. 8

2(lemon senilten,WeChild Guidance, (no York: Columbia

University Press, pp. - 6
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are available? what has been the experience of the clinic with group

treatmt? how were treatsnnt caferences scheduled? and what criteria

are used with regard to the termination of treatment?

The infernation which fellows in this chapter reflects a amtion

of statements offered by those who were interviewed. In some instances,

theansworswerebriefbuttheyindicateafewofthedifferencesand

similarities intho adsinistratimnf the four clinics. No attempt was

made to neasure validity of these descriptive features against the actual

practice of the clinic; however,.ene m assunethoy tend to reflect

agency practice as. seen by key persoimel.

Treatment,WWW”utilities;

All. four clinicaarapsychiatricsllyleriented, having teams of

professimal. workers chosenfrethha.disciplines_cf-psychintry, psychiatric

social work andcliniceLpsycheloaeTheBattlLCreek clinic however,

provides with only limited pwchiatric tine which is on a consultative

basis. Unavailability of psychiatric persmnel has made a necessary

compromise.

The treatnnt in the clinics is usually described as

pvchoanalytically and Woolly oriented. Therapy uses various

cslbinations of expressive or release techniques, re-oducatien, insight

and suppa-t, which are directed toward self-restorative forces in the

personality. Treat-ant is also assisted by other available resources

in the cmi‘ly, such as the. court as! Visiting Teachers (School Social

Workers) , and the gemral range of availnbls. commity social services.

All three professional disciplines are. responsible fr treatment
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in all but the Battle Creek clinic.-At this agency, the consulting

psychiatrist is not responsible for treatment. The number of cases on

the treatnent waiting list of all clinics varies from one clinic to another

and includes only these cases which have been accepted as treatment

candidates following the intake process.

waiting List Prioril an! mergemies:

In most instances, the clinics wflljmye cases fro the treatment

waitinglist. injhe order inwhichjhey were assigned. However, there

are tines when athwilLreceive priority and one case

willbe accepted ahead of another. The method of assigning cases, certain

kinds of problemnndsitnatienajhiclare thought to be urgent are

faota‘s which new giro a case priority. It 11mm to differentiate

between agencies out other criteriafengrantingpriority. However,

some cases are accepted for treatmntss. soon as possible while others,

if not, accepted inediately, are still selected in advance of their place

on the list.

There are times when a child should be seen immediately if the

therapeutic experience is to be of Minimum benefit. However, it is

sonetins difficult to determine which case needs prompt attention and

which case can wait, and if so, how long. Cooper defines an emergency

as follows:

"A psychiatric mgemy is a situation in which a

person may represent a danger to hinself or others;

it must also be understood in terms of whether

inediata therapeutic intervention is necessary.

The need to extend such inndiate help often conflicts

with the mounting waiting list of the clinic, and

with efforts to keep. this_xithin_nansgeable propa'tiens.
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louver, although delay in all cases is undesirable,

one patients can tolerate this for less time than -

others. In can. cases, the cost of delay is unestimableo3

The criteria fa- tb selection of "urgent" cases are difficult

tedetensine; however, Cesperprovides souesuggestionswhichmightbe

cqared to clinic practices. (he consideration is synprtaln arising out

of a new life crisis which will_develep_ into. danaging.patterns of behavior.

Another-is. the child who diapiaram symtms which, given immediate

treatment,Wmanhunt considerably.

Priority is elsegiyenincases wherethere are signs of sudden

and sharp regressim, indicatingthe-situstim is, urgent, as in clients

whose defenses min.the.precess efshiftisg, making them amenable to

treatnntjt that,peint.1hekirflse£questtins_lhich are included in

such Warez. the c-plainte_hecmng_incnaningiy wide-emu? Are

there supp-rusehflnemesJLtheemrinn-mmtside of the agency? Is

theWWtahimelfnnotherszhesenre some questims and

considnatiunhichmhe helmeixLJudging emrgemissah

Battle Creek:

The Battle Creek Clinic seemfto consider sane of these factors,

althoughnetan ofthen, whichCOQer speaks ofMdotemlning

priorities. it the climatic conference, for maple, each case may be

givenanudaerfronone tefour. Inthis case, anmnberilwouldbe given

preference over a miner h. The factors considered in mking this

*A _

3mm Cooper, 'hergencies in a Psychiatric Clinic", Social Casework,

Vol. 11.1, No. 3 (March 1960), p. 139 c .

“11am. pp. 137-38
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Judgement are the severity of the problem, treatability, and motivation.

Thus, a pqohmnretic individuaLuiiha highdagree of amniou'sness would

be given priority over a long standing neurotic character disorder. in

attorpt is made to see children when treatment would be most effective.

prrognosis efthechildisdetermiuedtosoneortentbythosbeve

factors and this is. also considered. is is. described in an earlier

chapter, the intake recess begins imediately with all clients at the

time. of the parents' initial_nall,.therefore the clinic does not feel that
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it has as. emergencies except those referred from the court. Bounce of J J '

notWWW-the clinimdees not feel it is able to EL;

‘ assme respneibilififonnasenxiih h-IocidaLer suicidal tendencies.

These cases arehreferred elsewhere,- either tn the court or to an in—patient

institutifle

Burgers: .caaes_.which_arerefemedjy the count have top priori‘ly

fl: climatic m-mly,-mml_be-seen_wiihin a five day period.

Such a case nightbe, a chili-ethane Winclude.setting fires etc.

louver, these cases are encountered infrequently. The court does not

refer cases for treatment purposes because of their knowledge of the

trentmnt waiting list.

0mm, and. parentalmsnredoes not wm give priority

toachildorpensitacase tobe acceptedfertreatmefiahead efsosleone

else a the list.1hene innaporticnlsryimitpgixen to aw source of

referralrother thanfrm the- count, as_was just mentioned.

Lenses

For the most part, Losing seems to agree with Cooper in Judging a
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priority case since priority is given to the child on the treatnnnt

waiting list who is inns acute state of suffering an! cannot be helped

by sale other plan. Priority cases are those whose syntax include

colitis, school phobia, amdety neurosis, on! those children who cannot

be tolerated in school. These factors, plus a favorable age of perhaps

 

between six and twelve, give the case a priority on the waiting list,

but do not necessarily mean that the case will be accepted immediately

for ‘u'eatment. Other factors given to describe emergency cases were those

clients whose symptom included pqchctic decoupensatien, acute onset,

suinidsltendencies, and deviant sex experiences.

Flint:

In the light of Cooper's. discussion,--the Flint clinic may give

consideration to the timing_of treatment for a particular child or the

acute onset of synptms but would elsestressithe equality of each case.

Priority is givenmly- to those cases defined. as emergencies or those

thm are damermsor potentiamnangerms to themselves,

familyniiera or. ethersinthe omnity. litmus, cases are accepted

for treatment innensecutive «den, dependingJoLthe date they were

placed on the list.

Raisins»?
 

It would appear that Kalamazoo would generally agree with Lansing

in judging an emergency or giving priority to a particular client. Here

the treatmnt waiting list is kept to a minimum because cases are not

accepted for intake until there is a strong possibility of their being
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followed up with treatmnt in the mar future, should this be the

recanendation. Cases are given priority when they are considered an

enerseme The chief factor which describes a case as an emergency and

gives it priority is the type of problem. Encanples of symptoms which would

place a child in the emergency category are: exclusion from school

because of acting out behavior; endangering themselves and/or others;

parents we are in extreme distress; and in sane instances, when a child

has been known to run awn non home frequently.-0ften a case referred

w the court, in whichanimediate decieimmust be made, will also be

given top priority fn' treatanent.

“smut of Cases:

There are certain factors which are taken into consideration when

assigning caeee to the various staff persumel. Although Lansing does not

mention these particular factors, it would seen that all clinics give

consideration to the availability and skills of the practitioner. It is

generally agreed that the once-accepted division. of labor in which the

psychiatrist treated the child and the social worker the parent never

becane the standard practice of a child guidance clinic in Michigan, nor

was a sharp distinction ever node as to which. disciplines engaged in

direct treatment.5 '

Host of tin clinics consider the sex, availability, personal

interest, skillLand. experience of the profusisnaLmzactitioner in assigning

cases. The Lansing administration considers the anticipated length of

Shanilton, g, Cit., p. 7
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treatmnt inaseigning‘casesnto the practitioner, -( student practitioners

are assigned short—tern cases) and balnming.thepractitiener's case load

(with respect to the variety of different typos of cases). '

WtWeand biethodLoJT Treatment:

The usualfrequency of treatment interviewswhichhasbeenfound

to be successtul in lost, clinics is on the, average. of once per week;

however, Kaleneeaprefers to. schedule- treatment interviews on the average

of once every two weekawhich enablesesch clinician to have larger

caseloads._In all_clinios, nevertheless, this_is_snbject to alteration

dependingentheneeds ofthe clhntasseenluthe individual clinic.

For instance,WLWMWdaily for hourly

indiazidnalitreaimte inteniens. JILBattle Creekkeccasimally with fairly

healthy indiriduals,_ame directiveWapproach will be

usedbythetherapistandtheclientwillbeseenontheaverage ofevery

two or three weeks. It is a canon practice in all of the clinics for the

frequency ef treetnent interviews te‘decrenee as the client approaches

terninatiflie

ill or!“ the clinics provide individual therapy which includes pm

therapy. Three of the clinics provide some ten: of group therag. Under

the direction of the psychiatrist, drugs are available ter therapeutic

purposes when the psychiatrist feels that such a prescription is in the

best interest of the client. This therapeutic device is available in all

the clinics and is used, In the most part, with brain-damaged children. ‘

erg rung as a Method of Treatnmt: *

m ef the clinics are naerhaxe heenprovided with some ten of
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gram therapy. Social workers are perfa'ning it in the majority of

clinics; however, all three disciplines-are conducting groups although

not necessarily all in the same clinic. All group therapists are required

topossessknowledgeei'theMs ofgroupbehavior.Thegroup

therapist is usually reepeneihle far the selection of the group hectare

though consultation with other staff flashers. Group therapy seems to ‘1

offer a unique experience for some clients and produced effective results

which my not have been attained in individual therapy. ..

In Battle Creek, group therapy is administered bt psychiatric I

social tickers who havea knowledge of. the We: group process and

experience. One of the purposes for instigatinggroup treatient was to

provide a diirerent medium .pwchixtrimhelp, as it was realised that

sale clients do reap“ better to group theram than to individual thorny.

Selectienofclientsi’ergrouptherawis influencedbythensedforsule

homogeneity or own core which Wmtuinlstedmse between

the group men-here- In 1960 two groups»? notherLatthe Battle Creek clinic

were in group therapy, sessionsmamek.and-one.,.gnmp of young have also

met enceaweek. These clientawere not seen indiridnelly durim thetime

they were in the group. However, other mentors of the family could have

been seen on an individual basis during that time.

In Flint, group theram new be practiced by clinicians in am of

the three disciplines, provided that he or she had a basic interest in

group therapy, satisfactory length of experience in individual therapy,

and some knowledge of the dynamics of the group process. Grams are

selected on the basis of similarity of problem, age, sex, degree of

patholog and ability to use his groin: experience. However, the evaluation
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of these criteria we left to the discretion of the coup therapist. The

goal is sinilu' to that for individualitheram. In general, that goal is

ingroved social functioning between parents and children. Currently, two

groups are being conducted on a weeka basis. The first group consists of

parent couples who are being seen for a predetermined lumber ofsessions.

Theothergroupisp'ovidinganereintensivetherapytoayoupof ‘

nothers.‘1'hecli.nichasalso cmducted group therambyallthree 1

disciplines with bus betweentheages of sixmdten, andbetween the

ages of eleven and seventeen.-0roup mailers. are seen individually when

it appears necesaalylu' beneficial,_depending m the needs of the individual.

onetime the child is seen individually. while one er both parents are in

a peep, or vice veraa.-IadiriduaJ_theram is alloys milable if desired,

by the amp Ila-bus. ‘

Group thoray is not presently being conducted in Kalamsoo.

However, their psychiatristdid at onetime forms group of anthers for

this purpose..lnthat instanee,-mny of the anthers were also seen

individually. The clinic did not feel that it could replace individual

treetmnt, and they have not as yet continued with this method of treatment.

Lansing has had previous experience with group therapy for parents

of schizophrenic children. The pwchiatrist conducted this group, and rare

recently has wckod with a group of teen-age girls who were social isolates.

At present, a psychiatric social worker is using the poop method with

sothers of pro-school children. Again, consideration is given to the

experience and training of the therapist before the practitioner is

selected to use this method. (be of the clinic psychologists is also doing

fasdlythoram, definedasthetreatnntoftwoornorefannlynenbersby
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one therapist. The family where my be seen jointly or separately.

WConferences:

Treatment conferences are held when the need for these arise as

Judged by individual therapists. The conferences are usually not scheduled

a: a regular basis. The conference is attended by the therapist and the

supervisor and/or administrator, and occasionallylthe entire staff may

attexri. The usual considerations at a conference are therapeutic

techniques, further diagnosis, and decisions fa termination.

In both the Kalamazoo and mttle Creek clinics, conferences occur

as the need is felt by the individual therapist. They might also be

scheduled as a result of a supervisory conference. During these

conferences, such things are discussed as further diagnosis, questions

pertaining to termination, and therapy techniques.

Treatmnt conferences in Flint are scheduled on a regular basis

each week for one hour and a half. - Individual- therapists are responsible

for selecting a case, the mnagemnt of which would benefit from such a

‘ conference. The cases are then placed on the schedule in consecutive

order. It isbolieved that each treatment case should be scheduled for

a treatment conference at least once every six months for purposes of

uwusiugpartisum technique, critical issues, terninatim, or cases

which have a particular learning value.

Lansing schedules staff conferences on treatment cases attended

onh by those involved in the treatmnt and the agency director or

administrative assistant. The .clinic believes that these conferences

should be scheduled in a somewhat flexible manner.



 —.udww-“A—w-—t_u—M_3M—Ou~k.é' .l—m .47 ..__-,,

128

Terminatinnjractic'eg and Criteria:

The decision fa- ternination is usually arrived at tln'ough

consultation with another therapist, who frequently is the supervisor or

administrator. see .1 these factors which are felt to be important in

considering termination of a client are his peer and parental relationships,

symptans, intellectual functionim, capacity to deal with interpersonal

conflicts, and ability to test reality. These same factors will be used

later to form theeriteris which will. be used in the next chapter to

stuthr terminatimpractices at the Battle Creek Clinic.

7 With regard to termination, Battle Creek felt that this decision

has usuallyjeen left up to the clinicianand his supervisor. The criteria

'for torninationfdr allths clinics are considered to be the degree of

Won renovalithe altering of pathological or conflicting defenses;

when pessibls, the establishment of the equilibrium within the psychic

structure; improved object relationships; and sale assurance that these

alterations would continue beyond temination. In more general terms, the

practitioners terminated their relationships with clients when there was

assurance of more effective social functioning and when the client

illustrated his capacity to cope with internal personality conflicts.

Sons ef the staff Idlers felt that there should be definite tine

limitations placed on treatmt and were epposed to carrying a case

in treatment fit over two years. The clientnay alws feel free to

contact the clinic; however, treatmt tine is not always readily available

due to the ongoing treatment waiting list.

In Flint the individual therapist will generally mice the decision

for termination of case; however, in sue cases the administrator or a
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staff conference would inflnems this- decision.. The criteria for making

such a decision are usually based on the prowess an individual has made

in functioning comfortably within limits acceptable to society. As in all

clinics, the client is helped to understand that he may return to therapy

should he desire to do so, which may consist offs telephone call or actual

 

return to treatment.

A decision for termination in Kalamazoo, is reached through the

consultation of one practitioner with another and the mutual consent of
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the climt. Following one or two years of treatment, serious consideration

is given to the client's use of treatment and the possibility of

redefininggeals with an aim toward termination.

Islam the dooisionior terninatiomthreugh the consultation

of the therapist and the .directm'with the consent of the client. This

clinic is- opposed to arbitrarily_terminating a treatment relationship

because of the pressures truths treatment waiting list.

m:

It should be noted that in aw comparison of child guidance clinics,

the individualised local setting will have, a tendency to influence agency

practices, and that no attempt has been node to evaluate“ the effectiveness

of these practices. With this in mind, the following similarities and

differences have been observed.

All four clinics were found to be psychiatricolly oriented in

psychoanalytic psycholey with the three professional disciplines of

social work, psycheleg and psychiatry being responsible for treatmnt of

both parents and children except in Battlecreehuhere the psychiatrist is
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not responsible for treatment.

Skill, sex, and availability of the therapist comprise factors

which Battle Creek, taming and Kalmzoo consider in the assigmoent of

cases. Battle Creek and Flint view the personal interests of clinicians

as factors in assign-ants, whereas Lansing and Kalamazoo would also

consider balancing the case load as to various kinds of problens. Lansing

takes cegnisame of the length of treatmnt when assigning cases to

student practitioners; however although not specified, it is probable

that the other clinics also follow this practice.

While alLthree disciplines participate in group therapy, it is

administered by psychiatric ..social workers in Battle Creek, by a social

worker and psychologist in Iansing,-and,w alLthree-.disciplines in Flint.

The particular- disciplinedoes not necessarilaLgovern the selection of

the group therapist. -Other factors such as availabilm, skill, experience

and interestare considered inarriving at such a decision.

Sue difficulty arises in differentiating between cases which are

given priority and not considered emergencies, and emergency cases which

are given priority. In clinics where a full-tin psychiatrist is available

priority is given to clients exhibiting suicidal tendencies, because

medical swervision is immediately available. J. child who is considered

intolerable by school authorities is given priority in both lensing and

Kalamazoo, which my indicate the dense of pressure exerted by the

school on these clinics, or the responsibility felt by the clinic.

a factor to which both Lansing and 'Battle Creek would agree as

influencing priority is the *type of problen. Lansing also considers the

child's age as a criterion. Bttle Crook would generally take clients in
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the consecutive date of original referral for treatmnt. However, when

the problem is considered to be intolerable and other agencies, such as

the school, are exerting pressure, a priority may be given. In some

instances where a problem is not too inpained}, the parents my be taken

into trestnmt i-Iediately with an aim toward short-term treatment.

Individual, youp and drug therapy is administered by all clinics

with the exception of Kalamazoo, which does not have a group therapy

progan at the present tine.

Selection of clients for group therapy involves clients with sinilar

 

problems, age, and sex, and the ability to use group experience. This

' selection is usuallylthe responsibility of the group therapist, although

it is often done with consultation with other staff members.

. Battle Creek does not see group members on an individual basis ;

however, this is left to the choice of the individual at Flint. In both

instances, other meters of the family may also be soon on an individual

basis.

with respect to frequency of individual treatment, Kalamazoo

usually schedules bi-nonthly treatment interviews while the other clinics

schedule their interviews on a weekly basis.

‘ Practices vary widely in the four clinics in the scheduling of,

and participation in, staff treatunt conferences. mile Flint schedules

odernces on a regular weekly one and ale-half hour basis, at the other

extreme mttle Creek holds conferences depending on the therapist's needs

or at the instigation of the supervisor. The frequency of treatment

conferences in lensing, httle Greek, and Kalamazoo is dependent upon the

need for sue; however, in Lansing only these involved in the treatment
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for a_ specific case attend the conference, -along with the administrator

or Mtrative assistant.

No specific procedure in regard to termination is followed in any

of the four clinics. The therapist an! supervisor usually decide on

termination at Bttle Creek although sometime the psychiatrist and

staff are consulted, and occasionally a therapist alone will terminate. :1

it salmon, the therapist vfllconsult with another therapist, and with f l

the consent of the client, will. terminate the treatment. Lansing requires 33 . J

consultation with the director by the therapist, and with client consent,

will ta'minate the treatment.

The therapist alone will teminate, although sometimes consultation

will be sought with the administrator or the staff in Flint.

is discussed in the next chapter, criteria for termination of

treatment are nebulous and often arbitrary. It is therefore understandable

that one would ensmnter variations in reviewing the criteria among the

four clinics. For example, Battle Creek considers the degree of symptom

removal, the altering of pathological defenses, the balamo of psychic

forces, the assurance of sustained improve-out, capacity to masta‘

internal conflicts, improved object relationships, and the assurance of

better social functioning. Flint specifiae-enly improved social

inactioning, whilsxalaaaseoand Lansingconsider synptou removal, capacity

to handle internaland external conflicts, an improvement in social

relationships.

Calclusions and rgcomendations:

Individual personality factors of the therapist are given primary

concern in assigning cases for treatnnnt. This would soon to reflect
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the autonoav of the indiridual yorkersas opposed .to. the more routinised

procedures prevailing in new large bureaucratic social agencies.

This stint sons to point out the great time gap betxveen intake

diagnostic sorvices and treatment services, largely due to the amber

awaiting treatment. This is conflict with the professional goals of

social work, psychology and psychiatry.

The clinics- agroa on broad criteria for termination but at closer

range, we can enly.asmne.there are undoubtedly numerous factors enetering

 

into each docisi. for termination.

On the basis of this stuw, and the data collected, it would seem

that further stuw toward, establishmnt of standardised criteria for

onergemiesand Funniessould be of value as they now seen sonswhat

arbitrary. '

ma. soo-a to be run for further. study intho area of selection

of “are for group therapy. I

In the area of treatment conferences, there is need for more

knowledge or 'a possible re-evaluation ofthe tining, value, purpose,

'alldneod of this-odiaafcr consultationwiththo client andthe clinic.
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TERMINITION

In the preceding chapter brief nation was made of the we: in which

the decision for. torminatiomof treatsnnthwas arrived at in the

four clinics. i few Winnie. givenaa to the criteria which

determine tomintien. £onsideration is ginnmto such factors as the

dome of symptom removal and assurance of better social functioning.

In sane instances pressuresJEronthe waitingJist influenced termination.

It)aobvious that a clinia's philosopher .andipracticeregardiug termination

greatly isfluemthe effectiveness of the overalleervice of the clinic

and are directly responsiblefar tha'nuubsriof clients who will be seen

over a period of tim.-1'anos.t. mm-mmnmm therapist is in ‘

the best positionato evaluate. the treatment experience and to give

consihratiau to the possibilit; of terminating. .fiow does he cans to this

conclusion and wlw at this particular point in treatment? Is this an

arbitrary decision or based primrily on the therapist's knowledge, skill

and experience? Answers to these questions are not readily available but

anattenptwillbemadetodiscussthisimportantphaseoftheclinic

operation and asks some suggestions regarding criteria for termination.

A review of the literature offers some theoretical as well as practical

suggestions and a brief stuck of case records gives some empirical

ovidomc as to what factors are inpa'tant in considering termination.
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The disposition of treatment cases in a child guidance clinic my

take one of three forms, whichmrer patient- withdrawal from clinic

service; clinic termination with referral fm further service to another

omits resource; or clinic termination without making referral. This _

paper deals for the most part with the latter form, which is defined by

the Department of Mental Health Child Guidance Clinic Statistical Hamel

(effective July 1, 1958). The maLindicatas- that the clinic m

terminate without mkiug a referraliwhen. one affair“ possibilities exists:

(1) further care not- indicated; (2) further careindicated - additional

clinic service needed but not available; (3) further care indicsted -

calamity resom'ces other thamfiis. clinicneeded but not available; and

(h) further. care indicated .. cmnitrreoonrce other than this clinic

meded and available but patient- or family not react}

The concern of this chapter centers around the first possibility;

that is, 'furthucaroisno'tindicatodflwecanassmnethatthismans

termination of treatment. In an effort to know “what" we are "terminating”,

. it might be well to define treatmnt arm form of short-term or long-

term pqchotheraw. Psychotherapy as defined by Wolberg is:

a form of treatmnt for problems of an enotional

nature in which a trained person deliberately

establishes a professional relationship with a

patient with the object of removing, modifying,

or retarding existing symptom, of mediating

disturbed patterns of behavior, and of pronoging

positive porsmality growth and developnent.

linemen Department of Mental Health, Child Guidance Clinic Statistical

Manual (effective July 1, 1958).

zlewis Wolberg, ThemW(New York: Grune & Stratton,

19514): P0 3 .
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It is realised that there is centrmersy. inherenLin attempts to define

the treatnent being carried on in a child guidance clinic. The mjority ’

of staff at the Battle Creek Clinic agree to the above definition as

representim their practice. in attempt will be made to establish criteria

ice the termination of treatment clients. A

f'rhe plan tmd termination begins withthe first interview since

it is within the beginning" phases of treatment that goals are established

and the aecaupiishaent of these goals leads te termination. The establishment

 

of goals necessitatasapracticalpoiut ofviesonths part of the

therapist, takincegniasnce of the client's lmtations and resources.

Evaluating the accesplishnent of goals by the therapist comprises one

of the nest difficultphases of treamnt, primarilxbecanse of the lack

of effective standardised memento.

Welter; suggests that thaoretinallx,_ssd in a brad sense, the

- effects of Ware.WMbemae the constructive growth

potential it helps .to set in motion can continue throughout one's life.

_ Bit free: a practimlpoint of view, itbecones necessary to set up

oertningoaleuhichcubeneasured inaneffsrttedeterninewhere to

discartime treatlnnt. Goals met be used'by every therapist if am" degree

of success or failure is to be measured by the treatment effort. These

goals my not necessarily be the goals of the patient, society, or the

“ideal“ objectives of mental health. The goal of the therapist night he

described as the achievement by the patient ef‘na‘e effective functiaiing

within the limitatiais of his existing motivations, his ego resources, and

the reality situation. This mldsllsrfor theezpediency of selecting

modified goals, such as these aspects afthaprohlenjhich the client can
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effectively handle inthe present treatment situation._0f course, judgements

of |'snccess" in reaching desired goals are a matter efdefinition and may

beviued differently from the standpoints of the patient, society, and

The question has often arisen of whether or not one should terminate

treats-ant when the client stpoe "hurting” or when he reaches that point

in suction]. growth where he “ought" to be, in the Judgemt of the
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‘therapist.

lmver inns-piste this einpln statemnt of the problem is, it does

”int to two distimt goals, which upon cupletion would more than likely

bring abent varying tines for terninatien.-1t is quite probable that there

mmtherapistswhoterminaia somewhere betweentheeetwoarbitrary

goals, depefiingnpon their own philoscphies am external factors beyond

their control.

It is manned that theraw attempts to enable the client

to dalmmeffectively with hiainterml and/er external problems.

7’19 therapiahniaht at best work torerdnrrnton removal, or toward more

mere-nee of his M, which without help might grow in severity and

“Mb—r handicap the patient. Reliever, it is net always easy to knew when

Welienthasehovnmchnovmnt, nortowhat degreenoveneht has

”muscliutnight earns ”feels“ betterandmy invite terninatien

We. in reality his daily adjustmnt patterns my still reflect

mum difficulties with which he is net enotionally prepared to grapple.

"
“
4

'

3“;

Ltd.,m'e. rs. 551.56
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Termination in chhmsis: -

or all the disciplines, the perchmnalyats have shown the greatest

concern regarding criteria for tornfination. The factors whith which they

are concerned include a lessening of superego dictates where such is

desired and a greater fulfillnent and satisfaction of mods, a realistic

appraisal of, an! improved, object relationships, and redirection of

emrgies through socially approved means of snbliaation.

, The anolxstsprwide an intensive form of psychotheraw and

obviously, the duration of Winlower. than in the average child

giiidance clinic,-hosever, they also appropriate consideration to the

linitatima of each client. is with otherdisciplines, subjective

judgements. are usedindefiningncemlisiment of goals.

Henninger speaks of criteria fa termination which include the

self-estimatewhich a clim.cmsciouslx.,develops and the effect of

me's self estimahorrrelatimshipswith others. -He suggests that the

Misheard: a "hen look“ .which brings about- "a sense of greater

freedan, a capacity fr 5w inlife,-a cessatim of various compulsive

activities and a diminution of the tendency to depression." One would

also 1001: fr maturation and a lessening of amivalent feelings through

the movement of relationships with parents, off-swim, spouse, siblings,

erpeers. i lesseningoftheir inientileuishesandneedsrillenablethe

client to assum a greater appreciation for the needs of others or object

relationships. in ilproved mrital adjustment can be seen as the love

object bees-es an end rather than a means to an end, and "things" beans

leans rather than ends. Improvement my also be measured by one's

greater ability for sublimation through work, play and thinking. It m
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mean pester interestand satisfaction fronplmgwith a minimum of guilt

feelingsconnected xithji.-.l!he.merse may. he true, but in any case, one

looks for a better balance which is both satisfying and effective for

the client. During treatment, gdilt and anxiety aroused by unresolved

mconscious conflicts m be diminshed. In other words, one looks for

more appropriate feelings attached to the client's-reality. The transference

situation also plsys a part in the criteria for termination. The client

willeeethe therapistnere forth is thanas another, father,

brother, sister, or spouse.-The magic omnipotence of the therapist

dininshes and is replaced with increased feelings of objectivity.

Terminatiannay be less a period of sadness. than-a-period of Joy since

the cliean feel more free, strongeLand more independent and

confident thathe haspassed the *test'. It should be seen as a beginning

rather than an nth

Annie Reich points out that Freud made it rather obvious this

published works as to what the conditions for termination of the analysis

are.

"The patient has to have lost all his symptom, inhibitions, a

anxieties, all. his repressions have to be undone. This implies,

as is cautioned elsewhere in Fund's writings, that the blank

spots caused by infantile amnesia have to be filled out, the

childhood hista'y has to be reconstructed. in a means to this

. aim, the transference has to be resolved. The therapeutic-

result which we desire is expressed best in heud's own words:

Where 1:! as, lge should be'

I"These results, of cores, we are net slave able to achieve.

The violent intensity of instinctual denands for too ssv e

pathelog and weakness of the ego frustrate our efforts. "

—A-

ulcer]. Winger, Thea of chhgll‘vjic Techniqug, (New York: Basic Books,

Inc” 1958): me

5min Reich, "On the lerninatinn aim. Intermtionel Journal of

W“1- ml 1950: p. 179
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"is for the timbeingfthere is no, possibility of control

or verification,_(regarding criteria)- all st'atanents about

truly terminated analyses are, of necessity, subgectively

coloured and therefore not absolutely reliable.“

Fre- selected articles in the International Journal ofW

1950, use could arrive at the following criteria- which are based on the

client's capabilities:

1) Capacity for self-awareness of unconscious

mental processes.

2) Capacity to move smoothly inthe memory from

the past to the presented back again, i.e.

the. removalof infantile amesia, which

includespa facingaml working through of the

Oedipus complex.

3) The capacity for heterosernaLgenital satisfaction.

1:) The capacity teetolnrate libidinal frustrations

and prhationxithmt regressive defenses, and

5) The capacity tower]: and to endure euployment.

6) The capacity to tolerate the aggressive

impulses inathe self -and -dthers without losing

object love in its full_sense_ and without guilt.

7) “T1: capacity to m”?

8) The capacity te dininish.pereecirtory and depressive

the

With regard to the foregoing, it is believed that the point of

view efthepsychoanalyst hasaplace inthis diecussionsincethe

practm of psychotherapy by sociallnorkers is based on Sigmund Fraid's

6111311301 Balint, '0: the Temination of Analysis", International Journal

W'Vflo 1m: 1950: PP. 196-99 - .-

7Jenn 31cm, “0n the Criteria for the Termination of an Analysis",

imiJenrmieiWVol.-xxx1, 1950, p. 19h -
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them and technique of psychoanalysis. It has not been uncomon in the

years since Freud for practitioners to look to the psychoanalysts for

deeperunderstanlingofhumnbehaviarandfurthertechniques topromote

positive personality growth.

then it is felt treatment is reaching the terminal period, the

therapist-ightwellaskhinself sun difficult although pertinent

questions regarding the advisability of termination. Has the client gained

”minim” benefit frau treatsmnt? Are countertrsnsference elemnts

Wingmmmmmimch as a vacation date, negative

feelims for the clientfor “disappointnemfl over the lack of rapid

. "success”? ire theihsrapint's personal feelings prohibiting termination,

such as pammlmnicatiinim the relatimship, the difficulty of

starting a new case, er basing expectations which are beyond the client's

capacities, and beingmnsbleinnodiflv the goals? Countertransference is

frequently presentMWreiatimhinnsdwm be controlled

in varying_degrees, depending en the clientsnd, the problem which he

presents. The degree to which counterbransference is controlled will also

have an effect on the. difficulties of terminatienfrom the therapist's

point of view. Psychelogioiretestinghae been frequently used by the

lbminger Clinics: aniaid in the decisionfm' termination, but this in

itself of course is not sufficient as a criterihn.8

Termination in Social Work:

Social workers have long been perplexed in evaluating the factors

involved in termination, because at the lack ef standardised criteria.

 

8M: flaminger, no. 163. 175-76
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Thisisbrwghtout clfilyihMthdliteratureandmbe largely

due to the varying functions among the different agencies. These differences

affect the establishment of goals, as well as the fact that all social

workers an not trained as psychotherapists. Thus, a child welfare worker

has different goals and sxpectatims from those of a psychiatric social.

worker in a child guidance clinic.

Hamilton states that the treatment should have defined and distinct

goals and should net drift alengwith vague gratificatiens. Tedwination

should fellow. the cmpletionef those. goals. which have been within men

to effer w expect.-However,. the measurement of. success and failure is

still in its infancy. “Hopefully, with the development ef research projects

and other devices, we wilLsme dqr be able te mks infermd qualitative

Judgemts as to termination)

It is not uncalaonfa' therapy to and prior to the therapist's

vacation in the sumer. ,In new other cases, the therapist claims that

berth he and the client ''will. Just know" when therapy should terminate

because it seems to wear itself out. asviously, this could be Judged as

only an intuitive formlatial rather than a theoretical criterian.

Clarice Plait, inapaper read at the Child Guidance Clinic nesting

.in1951, statedthsttne purposeofthechildguidance clinicwillaffect

decisions regarding the point at which tendiiatien must :he comidered.

The (witch for terninationof childrenwouldbe seuwhat different from

adults in that the growth potential ef the child is, to a certain extent,

9Com!“ Hanilton, The and Practice of Social Casework, (New York:

Colmbia Universifi gas, 15515, pp. :79-52 .
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depenient on the restrictions and limitations of the parents' motivations

and ego resources, as welLas the reality .of, .the home situation. Whenever

possible, termination with children would also include the parents in the

process. The reality of available parental support in the home makes the

termination for the child less painful and less time consuming. Recognizing

that termination is. a part of the total treatment, termination can then

be utilised in the process.10
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Agency function or purpose and the practical consideration of

pressure on the clinic from treatmt waiting lists attach additional

factors which least be considered in establishing the criteria fa-

wmnAlthough these factors mje rationalised on the part of

any clinics,-they mat be facedrealisticallx, sinoe_the calamity rather

than an indiviMhassssnned the responsibility. for providing this

service. The helping professionsjf smith- psychology and psychiatry

have not as yet been able to agree on a criterianifcr termination which
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can be reasonablxneasnred, and it is understandable that the comuniw

should want the greatest lumber served inthe shortest time. This problem

is not so evident in private practice.

In considering ternintion, the therapist might look for a child

less tones or anxious who is better wganized or better able to accept

lidtstiuis. lie nay be seen by the parent as having better relationships

with peers and siblings or functioning better in school. They to find

loom-ice Platt, "Tennination Planning in a Child Guidance Clinic", Journal

of Psychiatric Social Hertz American Association of gaychiatric Boom

am, 9 g ’ 0. , Pe

1113).“, Do 35
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a» child a sore affectionate it heme, more independent, less demanding

and notion, is betteuuuete comentrate..12 However, these are all

subjective judgements on the part of the therapist or perhaps the parents.

Because of the limitations, incommicating with children, the criteria

for termination say. be somewhat more difficult to ascertain than with

adults. Disablingsynptm may be removed, modified, or inhibited. However,

one is not certain that a more effective balance has been established .

withiuths psychic structure of the individualto naster internal and

exterml problem.

i staniardised measurement of a client against acceptable criteria

for terninationhas not yet been established, and the professions, at best,

can only rely on subjectiire, intuitise appraisal,“ well as offering some

security to the therapist's uncertainties.

Clarice mitt. is. e the epieimthet ”it is unusual to find

fmalisedevaluatimby tea-mnhers of the strengths and readiness of

tin climb to separate frus the helpingerelatimship of the clinic. It

seas to occur more oftu when there is distress about failure than when

as child is improved and ready for termination of treatnent".13 She felt

that internal evaluations between workers in term at readiness for

termination included such things as adaptive efficiency, reduction or

disappearance of disabling habits and conditions, and verbalised attitudes

az- andoratanding on the part of the client. Other considerations of

concern include the function of the agency, availability and use of agency

service, and pressure firm the treatmnt waiting list.

121mm. p. 36

”bid. 1:. 3S
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Tsrsiuatian is the1m,mtcue af. psychotherapy with an give:

client since therapy is a means to an end, rather tun an end in itself.

is a client finds yeater gratification in the roles he or she performs

in society, there is greater appreciation for independence from the

therapist. In the case of a mother and child in treatment, there is a

'greater sense at pissicel and. emotional well-being toward the final stages

oftreatsent. The child responds to the mother's new and different

interest, in her with better use of his(her) capacities. When both are

relatively fresefron anxiety and symptans, they are able to review the

changes with considerable gratification. The separation fruit the therapist

is usuallya smooth process and a natural oneresulting from the effa'ts

onthepartofbeththetherapistandths client.1h

mien motivation for treatment and. anxiety have been sufficiently

diminished through success in finding approved farms of gratification and

the use of innate abilities. to haMlaconflictualiproblems, it seems the

client usuallaLthinks of tensinatimls an exampleof this, what a couple

in Joint treatment seemed to be feelingmreecomfortable together and

positire about their marriage, the therapist felt it appropriate to

terminate treetment.15

It would seen that length of treatmnt has a neat deal to do with

 

termination. However, there has been no consensus as to what an average

Milena fiestas, “Casework Treatment of Mothers in, Behalf of Their Children",

SocialW Vol. 11.1, No. 2, (February 1960) p. 75

15.70am (Joint and Norma H. Gerber, "Joint Interviewing: i Treatment

Technique with Marital Partners", Social Casework, Vol. 11.1, No. 2

(Pam 19$); Pp. 76-83

 



1249

 

1m e treat-ant man be... The three monthperiod advocated by Otto

Bank has not been shown to work out successfully. 0n the other hand,

treatment fer a period of ten years or more is not practical for clients

in a child guidance clinic. Length may be determined on the basis of

either the m of contacts or the War of weeks, months, or years

.
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between the first and last contact. In the opinion of Ralph E. Walton,

Administrative Assistant, Michigan Department of Mental Health, a review

should be ads of any case which has had fifty or more contacts and serious

considerationginn to terninflion. -However, he felt that length of

treatment cannot form a rigid criterion for termination.
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i' great deal has been reported in the literature regarding short

term treatment (defined by Walton as tencentacts er loss), which has

proven to be successful in the majoriiw of instances in reaching limited

goals and removal of sum of the more obvious symptoms. Usually, this

has been acculplished through direct interpretation and advice. In one

such instance, the anther reported that basic shame in personality.

structurefcould not be attempted or affected in so brief a program.

However, a six-mouth fellow-up investigation indicated that in alnost

all instances of significant improvement these gains were sustained.16

In the example mentioned above, a series of five interviews over

an eleven—week period for supportive psychotherapy were scheduled at

predetermined intervals. The critarion for termination in such a

circumstance is obviously not a problen and with the ever-increasing

need too- psychiatric services and with the limited treatment facilities

__ __4#

16mm Gilbert, “An Experimnt in Brief Treatment, of Parents", Social vary,

Vol. V, No. it, (October 1960) pp. 91-97
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available, short tm treatment offers one enswer to the problem.

However, clients who .did neLrespondto such a program would need to be

accepted for longer tern, sustained psychotherapy.

Hhile there has been very little research in this area of establishing

criteria fr terninatienwof treatment, it would be unfair not to include

the work of J. rev. Hunt inestablishingcriteria for movement. In his

attempt to farmlateadepeuiable We of the- effects of casework,

Hunt devised thfollowingmenent. scale where .changes were likely to
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-be looked for by the caseworker.

(1) WW or efficiencyThis category included

one item as changed ab to get along with other people,

changed efficiency in running a home or in performing a job

or in school,-.and new skills of any sort.

disablinihabiis and oonditions.-Ihis cataga'y included

‘2’ seem, me as We in attitudes, personality traits, and

behavior inimical to good social. relations, changes in delinquent

tendencies, anishangesinthe level of anxiety, in basic conflicts

of notivatien, and in health.

(3) in_attitnde or uniers as evidenced from the clientt,

atmjfiiis catgery includ such items as accepting

s in attitudes toward self and others as shown in

whatthe client says, and discernment of relationships between

present behavior an! feelingnand events in the client's personal

mate

()4) 0%» in the environmental situation. This category included

tone as c es ivi'ng quarters, clothes, and furnishings,

changes in the behavior of other people toward the individual, and

changes resulting fron child placement or the transfer of a ’

quchotic free the house to a hospital.17

It is interesting to note how closely- this list of changes resenbles

 

17J’. M. Hunt, 'kasuring Hovemnt in Casework", Social Casework, Vol. XXII,

H0. 9 (Naveinr 19h8), Po 3’46o

J. Nov. Hurt and Leonard S. Kogan, Pbasur Results in Social Casework

(New York: Family Service Association of firfia, 5., 515, p. E
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the list of ca'pacities attired at. during the main»! on the criteria

to the termination of analysis in 1950.18

The Doormat scale was also found to be useful by Clarice Platt

in her attempt to evaluate termination practices at the Kalamzoo Child

Guidance Clinic.”

It seal to. become apparent at this point that establishing the

criteria for tonination is a, difficult protlem, winther it be by an

analyst, child psychiatrist, clinical pwcholegist, or a psychiatric

social worker. It has been suggested that there are my personality

factors whichehsuld be cmsidered..'rhese,facters are centered around

the effectiveness. of a client's . overaILbehavior. However, in most

instances, the "effectixemss". of flu clienLis determined through

subjective judgesnnts on the part of the therapist.

It was found that consideration should also be given to the function

andparpueeftheapneymplamingmtmtmwisespecnny

true when the agenct, has a reeponsibilityto the enmity for providing

services inacca'danee with cmnity expectations. limitations in the

1:3?an a therapist's tim must also be considered. There may be

pea-send. feelings on the part of the therapist which are influencing the

decision re:- termination. imitetimin the heme and environmental

situation; in the attitudes and notivations of parents, etc. , determine

the prognosis for further inprovennnt and therefore are factors in

deciding when to terminate treatment. Thus, it is seen that there are may

18110111. F. 5

”Did. p. 8
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external factors which influence the decision for termination other than

the client's personality factors.

It would seen natural that practical goals met be stressed which

would include all of the above factors where applicable. The necessity

for the therapist to possess sufficimt skill,.knowledge ani understanding

is para-cunt in evaluating the achievennet of these goals, since this is

anal]: a nutter of subjective, intuitite appraisal on the part of the

therapist. Perhaw with further developmnt of research projects in this

area, minfornsd qualitative Judgemts can be made.

Inthslight ofthe above thanreticaldiscuseionandreviewofthe

literature on the subject of termination , it was felt that even limited

emirical evidence would be valuable in determining and substantiating

one of the factors. command in terninatien.-With this in mind, a small

sample of closed treatmnt cases were reviewedat the Battle Creek Child

Guidance Clinic.

1 Selected Stud-[flan the. Criteria for Termination:

The purpose of this briefintuchr was to find out why and under what

circuutances clients were terldnated iron treatnent on the basis that

further care was not indicated. that factors are present in the client's

circumstances which would influence the clinic to reach this decision?

Since disposition of cases also includes those which withdraw—and those

which are referred to other social casework agencies, it was necessary

to determine the status of change in these clients as well. Should some

clients, who withdrew or were referred, actually have been tel-initiated

by the clinic accndingio. their criteria for termination? No attempt is
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pads to find out the client's reasons for withdrawing; however, some

suggestions are given insane instances as. to why a client was referred

to another agency.

The stair consisted of reviewing twenty-seven case records with

perticular attention being given to the closingnetes in each record.

The cases selected for stem; included all those cases which were closed by

the Battle Creek clinic duringthe period from liq l, 1959 through August

31, 1959. These cases had all gins through the forml process of diagnosis

as! treatment prior to closing._As the case was evaluated by the examiner,

a deter-nation was. made as to status of change in each child at the time

of the closing note.

The criteria used indeternining_the status of client change

included those factors which were felt- to beMby clinic practitioners

in makings. decisienfor termination.- In reviewinglthe literature, these

sane factors are seen asbeingimortant inconsideringtermimtion by new

other therapists.-The examiner compiled and expanded these factors to

form the criteria which were used to place the children into one of three

catagories. ,

For lack of better terninoloy, classifications of 'improved',

'partially improved' and 'uninprwed' were used to categorize the children.

this was done because a standardised method of categorizing an individual

fallowing treatment wasnot available which would indicate the degree to

which an individual illustrated "total” emotional mturitv ("totsl‘ refers

in a berad sense, to the six factors in the criteria). No attempt was

made to measure the effectiveness or success of the treatment experience.

W, an atteqyt was made to look for certain strengths of a child at
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the time of termination which might indicate some of the factors considered

when a case was terminated._It is assumed that there may have been other

factors, such as the therapist's vacation, which were not considered.

The status of client change was measured against the following

criteria:

1) Fa renewal - included the modification and/or alteration

pat o defenses, and the strengthening of constructive

ego defenses.

2) Intellectual functi - included the reduction of depressive

armistice and tension tes, improved capacity for coping with

such naturational tasks as work and school, and capacity for

self-warms.

- included a healthier and improved super ego

ation, an improved ability to have fun through socially3’ this
approved forms of gratification, and improved smml adjustment.

h) Relation with parents, or -.without surr -

capacity to_to t3 aggressive es without

losing love objects and without guilt.

5) Peer relationshég - included the ability to have effectively,

3321: with one's own feelings and the feelings of others, ani

observe changes in theebehsvier of other people toward the

individual.

6) Ga it to deal with interpersonaLconflngs - included the

algorgfi 3T reEticnshiips between presentllehavior and feelings

and events in the. client's ,personalpast, and improved capacity

for reality testing.

One of the problem encountered in asking an analysis of this

rather' small sample was the limitations of the closing notes in some cases.

Fortunately, however, it was sometines possible to speak directly with the

clinician responsible for the closing when further information was meded.

It. was realized that the subjective judgements on the part of the therapists

were canislicatodbyafurtherjudgemrtonthepartorthisuu-iterin

evaluating the degree of change. In all instances, it was the child who

was measured againstthe criteria fr termination, rather than the parents.

.
.
.
—
.
.
.
.

:
-
-
,
F
M
A
I
‘
H
—

_
.
.
.
a
.

.
.
.

n
.

A

.

9
:

.-

u
n
i
-
:
5
.
-



355

Another problem presented itself when in some cases, only the parents

were treated and only subjective statements on the part of these parents

could be used in evaluating charge of these children who were not seen

in treatment.

Finally, it was not always possible to determine all. of the

ransom for termination, but onlt those indicating client change, since

not all the practitimers had continued emplwment at the clinic at the

tine the stuck was due. They were therefore not available for consultation.

For that reason, it was not possible to have the individual therapist

«aluato the possible change which might have been present at the time of

the ‘teminatien, whether it was because of client withdrawal, referral to

another agency a clinic termination on the basis of further care not

indicated. - t

The six factors or areas mentioned above are factors which, for

the purpose of this study, depict emotional maturity and indicate the

status of client change. with this in mind the examiner classified each

child represented in the twenty-seven cases into one of the three

catcga'ies 'inproved', 'partially improved', or 'unimproved'. In order

to mike this general classification, it was necessary to categorizes

child in each of the six areas which would then illustrate his overall

status of change.

The leniency which was used in placing the children in me of the

three cstagtriaa new be questioned; however, in considering the limitations

of 'idoal' goal achievalent, it was felt that rifiid Judgements could not

be emlqed. Therefore, .‘ classification of 'improved' was used to describe

a. child who not this qualificationin at least four of theabove areas and
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at least 'partiamimproved' in the remaining two areas in the judgement

of the m. ‘

A classification of 'partially improved' was used to describe

a child who not this qualiiication in at least three of these areas, or

'im'oved' in at least two areas in the judgement of the examiner.

 
My child who was found to have revealed less change, in the

Judgement of the examiner, than described above was classified as

'nninproved'.
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The three classifications divided the twenty-seven children into  ‘2';

the following groups: eleven 'imoved', eight 'partiaJJy improved', and

eight 'unim-oved'. ,

Of the eleven children who had improved: eight cases had been

teminated by the clinic as requiring no mrther care; two were referred

elsewhere, one to the school and em to a social casework agency; and

one case had withdrawn from clinic service by reason of moving.

Of the total twenty-seven children, only nim had been terminated

by the clinic as. not in need of mrther care.-'1‘his wouldseen to indicate

that in ateleast eight of these cases, the clinic was correct in

terninatm tar their standards since these children were placed in the

'1mprovad' classification. 01‘ course, it is not lmown whether or not these

cases could have been terminated earlier. Only one of these children was

found to the 'partiallv inproved' in one area, which was parental

Penmanship, and he was 'improved' in the other five areas. The lone

:me who was terminated by the clinic and not found to be 'inproved'

rrL'L‘L be discussed later. “ -

In measuring these eleven children who 'inproved' against said
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criteria for termination, the examiner recorded only ' partially improved'

in three‘ instances in. them. parentaLrelatimships. In the area of

ability to deal with remedial conflicts, 'partially improved' was

recorded in two instances, and imthe area of mton removal and self

image, 'partially inproved' was recorded for one each.

This might indicate that since children of maladjusted parents

have difficulty improving parental relationships even with therapy, they

can find gratificationand improve in other areas; however, in one instance,

this was alsaassociated with, 'partially inproved' in dealing with

interpersonal conflicts. The degree of therapeutic success with these

 
parents is not known.

In view of the 'imroved' classification in the two cases which

were referred, it would be well to offer some explanation. as to win the

case was not terminated instead of referred. One case involved an

adolescent girl where 'partially inproved' was recorded in four areas.

Because of a difficult family situation, she was prepared and referred

to the court for placement in a boarding home after twenty-eight clinic

contacts 3 the second case involved a pro-adolescent boy where 'partially

inproved' was recorded in the area of dealing- with interpersonal conflicts,

while he was found to be 'inproved' in the other five areas. It is not

known wiv this case was referred to the school after thirteen clinic

contacts, although in some instances a case will be referred for

further supportive help with the Visiting Teacher. is for as the

adolescent boy who withdrew, it is not known we the clinic did not ’

terminate since the examiner. records 'partially inproved' in the area of

parental remimshipa while 'imroved' intheother five areas. Perhaps
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the clinic should or... terminated prior to to; timo tho oliont moved,

which scoured after thirty-five contacts.

However, this any also point to the leniency used on the part of

the miner in placing this child in an 'inproved' classification. is

long as there is an area of difficulty, the therapist may feel the

goals of theram m not have been accomlishedand contixmed treatmnt

is warranted. m the other hand, a 'practical' goalfor children would

necessitate that consideratimbe given to the limitations of parents.

 

The average number of contacts for these eleven children was

forty-two, with the least mmbor being nine and the greatest being one

hundred and eight contacts.

'Par‘tis oved' t

01‘ the eight cases which were recorded to have 'partially iuqlroved',

one childhadbeenterninatedbytheclinicasrequiringnofurther care;

two were referred elsewhere, one to the school and one to a social

casework agency; and five cases had withdrawn from clinic service for

reasons other than moving, death or illness, such as the parents'

resistance or lack of further interest.

In measuring these eight cases against the criteria for termination,

the examiner recorded four instances of 'uninproved' in the area of

dealing with interpersonal cod'licts, three instances of 'uninproved' in

both the areas of intellectual functioning and self image, while there

were two instances of ‘unilnproved' in the area of relationship with peers

and one in the area of symptom removal.

In this group of children, theinnajor difficulty was seen in the
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area of handlingmapersonalccnflicts- Three .of these same children

also had difficulty. in intellectnslfunctinning and two of them had

difficulty in establishing a healthy self image. This my indicate a

correlation between intellectual functioning and capacity to deal with

interpersonal conflicts. One of these children was referred to a social

casework agency, ani two of then were withdrawn from treatment by the

parents. at these who withdrew, the records suggested that the parents

withdrew prematurely after the symptoms of their children seemed to

diminish.

In regard to the child who was terminated by the clinic, it was

found .that he was 'inproved' in areas of wmptom removal and parental

relationships, but. 'uninproved' in the other areas.-1‘his w have been a

premature terminatim m the part of the clinimfiowever, the Judgement

of the examiner. could have been inmost since the closing note as

saaewhat incomplete and only the. parent was treated.

In the two cases which were referred, it is difficult to know why

continued service was not provided by the clinic once the case had been

accepted fa: treatment. Occasionally, however, the attainment of limited

goals is attempted during which tine the client is prepared for referral

to another community resource. One of the cases referred involved an

eleven-year old girl who came from a sordid home situation. After fifteen

contacts with the parents, the clinic felt that it had little more to

offer the family and a referral was made to the Visiting Teacher at the

child's school. The child had made only very marginal gains during the

famijy's four month contact with the clinic.

The reason for not terminating the five cases which withdrew seems
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apparent, although it may also man that a reappraisal of goals is needed

and lowering of one's expectations- with some families.

'1} wed':

In the final group reported as 'unimproved' cases, it was found that

four of these were referred to social casework agencies; three withdrew

frat clinic service also for reasons other than moving, death or illness;

such as lack of parental interest; and one. case was terminated by the

clinic because there was no service .availahle+ althougt it was felt that

additionalclinic service needed.

In regard to the referral cases, it was found that one seven year

old was referred to a boardingschool and preparation was attempted with

the parents.-inother_ seven year old was referred to M.C.A.S. and preparation

was planned with the parents. A sixteen year old adolescent girl was

referred to the adolescent unit of NPI at Ann Arbor and preparation was

planned with the mother. In the case remaining, it was recommended by

the clinic that a fourteen year old adolescent girl be placed in Vista

Maria with planning- toward this goal accomplished with the parents.

Of the three cases which withdrew, no comment is needed, but an

explanation should be given for the termination mentioned above which

was a result of no available service. The case was accepted for treatment;

however, at that point, the client's mother was no longer interested. It

would seen that this case should be classified as a withdrawal rather than

a clinic termination. f

The average number of contacts for this final group of eight cases

was seven, with the least number of contacts being one, and the greatest,

twenty-twO.
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There may be question why sane of these, cases were included as

having gem through the femaLprecess. of diagnosis and treatment. The

mmmchcanbe offered is that once a case has been accepted

for treatment and- appointments scheduled, it becomes necessary to place

than in the diagnosis and treatment classification, regardless of whether

or not they continue treatment.

An additional finding of the stuchr revealed-that in twelve cases,

only the parents were accepted for treatmnt. Of these twelve cases, two

childrenjere found. to be 'improved', six 'partiallx improved', and four

'uniqn‘oved'. This not. indicate a tendency for less therapeutic results

when mthe parentia intreatnent. Of course, such a tendency would

need further dommentation before any definite conclusions could be drawn.

Conclusions: ~

This brief study seems to illustrate that on the basis of the nine

children who were terminated as not in need of further service, the decision

fca‘ termination was made with due consideration given to certain criteria.

The factors considered in, termination were suggested in the zreceding

chapter by the Battle Creek clinic practitioners. These same factors were

cmlpiled and edited to form the criteria used in the stuck which included

symptom removal, intellectual functioning, self image, peer and parental

relationships and capacity to deal with interpersonal conflicts.

Eight of the nine children net the criteria which would make then

terninable while the remaining case my have been terminated prematurely.

0f the eight children who were referred for furthu‘ service

elsewhere, two of them net the criteria which would make them termnable.
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However, in the an caSe, there was sufficient reason to believe that

fulfilling the total child's needs was not within the function .r the

clinic. It was therefore necessary to rely on another community resource.

Sou suggestions were given as to wmr a case is referred rather than

continne trea‘hnnt in instances where the case partially met the criteria

necessaryfor terminatim.-The most generalreaaan for referring all of

these cases was that theinmeds could better be fulfilled by another

agewy ani the fumtim cf. the clinic imluded preparing the child and

the family for the rammonly-very limited goals were attainable

or attempted. ‘

0f the nineecaaes which withdrew only. one met the criteria for

termimtien. _Five of these children partially net the criteria and perhaps

some of them should have been terminated. It w indicate that the goal

of the therapist is net alias in_agreement with that of the client. at

the other hand, it is recognised that the clinic emphasizes diamstic

services and perhaps in some instances, treatment is used to further

‘ perform the diagnostic service, especially in those cases which are

referred.

The stqu revealed that when these childen were terminated by the

clinic, thq most frequently not the criteria for termination. However,

in those cases which were referred or withdrawn, they might also have met

or partially met the criteria for termination. When this happened, we

often saw that factors might be present other than those which were

presented in the criteria for termination; i.e.-certain client needs

which are not within the function of the agency to fulfill. .
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ROOM‘H.“:

It is recalnsndsd that at the time of termination, a note should

be enstred in the client's case record which would include information

regarding the reasons ia- termination, the client's condition at termination,

the areas of improvement, the client's attitude toward the therapist, the

fiml. diagnosis.anirecmaeniatimn_mde to the client. Possibly, a form

such as- shown inippendix would be useful“?0

It is further recmendedthat research continue in its efforts

to adequately statuardiaeeaset of criteria for termimltion which will

give direction and scope to psychotherapy in the various agencies where

it is performed. Standardized methods of repwting statistics based on

reliable criteria- for merchant would inhance their meaning and offer

considerable help, ininterymeting,,theraw to In persons.

20% sit, weibera, pp. 565 and 821
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m ROLE or was CLINICS IN-THEIR communists

the previous chapters of this study have been concerned with"

internal aspects of the child guidance clinics, discussing various

administrative policies, procedures and clinical practices. This chapter

will focus upon an of the external aspects of the Battle Creek, Flint,

Releases and Lansing clinics, investigating the role of clinics in their

smiths.

This chapter will include discussion of the sinilarities and

differemes among these four clinics relating to three major questions

about omnity relations: (1) How do the clinics carry out the specific

functions of "community services" as defined by the Michigan Department

of Mental Health policies? These include activities of general public

education, training for professional groups, participation in community

planning an conferences with other agencies; (2) How does each clinic

perceive its role in offering the various clinical services to the

calamity? Hare, we are interested in whether the clinics see themselves

as embarking the. can sol-vines, as best serving the- sun type of cases,

as sorvingthe samsekim of clientelaanidishrihuting their services

proportionately throughsirteths service area; (3) How does each clinic

interpret its purpose and functions to the cmity! This refers to

the activities involved in cmicaticnand the cultivation of citizen

interest.

164
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Far purposes of this study, the coco-unity is defined as the

geographical area which each clinic serves. The Battle Creek coasalnity

includes calhoun and m counties. the Flint comnity consists of

Genssee, filiawassee and Lapser counties; Kalamazoo enmity consists of

Kalnasee, St. Joseph, Cass, Van Birch, illegal: and Barry comrtiss.

Finally, the Lansing calamity includes Inghan, Eaten, Clinton, on!

Livingston counties. a ”

To obtain the inferential, selected professional personal at

each clinic were interviewed. They were requested to give respmes to

qtestieus according to how they perceived the clinic functioning in

thooo relationships. Therefore, when we speak of a clinic participating

in various activities or such, we are referring to how the professionals

interviewed at that clinic perceived the performance of the entire clinic

staff. In cases where staff numbers of a given clinic indicated different

opinions or attitudes, those will be pointed out. '

mm»; 

lcommodity Services" has been spelledhut as one of the specific

objectives or functions chiliguidancaclinics, _ along with diagnosis,

treahmnt, training- of professimaLstaff. and research. These services

have been defined by Mr. aslpbmtonoftbahichigon Department of

Mental Health in terms of- thresty'pes of actirities.1 The first is

consultatial services where the_-child is not seen 'by the clinic, but

1Ralph E. waltou, ”Clinic Objectives and Distribution of Staff Tim“,

Paper presented at nesting of Association of Michigan Child Guidance

Clinic Boards. Detroit: March 25, 1955. p. 3
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advice is given to workers of other agencies on matters presented by

thenteassist inplalaling anapprepriate prograntobe carried onby

those agencies. The mod activity is education of the la public as to

the meaning of childhood behavior problems, the steps which are necessary

in child care to prevent mladjustnent wha possible, and means and

resources for treatmnt that are indicated if nalsdjustnente do occur.

The third activity is education on child growth and developunnt to help

parents and others in better understanding the normal processes of child

behavior from infancy to adulthood.

Admittedly "Calamity Services" includes several less alreechr

defined areas of service to the-columnity. In the personal interview-s

conducted, we asked a general Question about the kinds of columnity

relations engaged in by the clinic. We did not expect those responding

toinclude all the activities engaged in w each clinic, But rather we

felt that the activities which would be mentioned might reflect what the

staff perceived as bait; the clinic's attitude, emphasis and/or actual

practice, of omit: services. -Other questims‘ askedwere who participates

in cmiiw.educatinet your clinic, who delegates these responsibilities

all! to when, aniwhatdo you see oaths. clinic's role in offering calamity

services. ‘

Of the four clinics, Flint and Kalamazoo seemed to place greater

euphasis upon col-malty services based upon the greater mmber of

activities mentioned and the detail in which these services were defined.

In all four clinics, , speeches, lectures, and other presentations were

reported along with consultation all training“ services to other agencies.

Flint, Kalamazoo and. Racing listed additional actiiziiies of promoting new
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resources and facilities in the community and participating in other

civic, professional and social organizations, but even here Flint and

Kalamaoe went a step further in spelling these out.

it Battle Creek, columnity mental health education is undertaken

by the staff, with approximately fifty presentations annually before .

parent groups, service clubs, church and teacher groups. The clinic

participates in training programs for social workers and visiting teachers,

in an effort to raise the level of professional skills in the service of

children. A well known speaker is procured annually for the clinic's

anmml meeting which brings together around 200 persons from the comhmity

to hear various mental health problems discussed. The lensing clinic

actively participates in giving lectures to groups; seminars and

consultations with other. amino; TV and radio premntations. (his staff

member has been actire with the lecaLchaptcn of the Michigan Association

for Mentally Disturbed Children inraising fundsand promoting a plan for

a resident facility in__the area. In Flint, along with educational classes

and stuw groups, initiating and pranoting new resources as needed, and

consultative services to established agencies, the staff is repeated

as the board of directors of the Michigan Welfare league, a camittee

of the Jewish Calamity Council, the Councillor Social Agencies and other.

civic and professimal organizations. .Two staff soldiers were instrumental

‘ in promoting the local organisation of parents and friends of retarded

children. Though a great deal is done informally, the staff also participates

in regularly scheduled consultative and training services to: an

imtitution fu' the untally ill, a parchological clinic of a nearby

university, Big Brothers, Big Sisters and local court workers. This
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clinic also works closely with the schools, making its staff available

one afternoon each week for consultation on both clinic and non-clinic

 cases, visiting the various schools upon request or initiating such

conferences. At Kalamazoo, visiting teacher or school conferences are

arranged on mutual cases. Clinic tours to educate along the lines of
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nnntal health are given to various groups student nurses, and psycholog

classes. A lecture series, similar to an orb-going wa'kshop, is offered

to persons waking in a nearby residential settirg. Consultaion services,
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weekly or bi-weekly, are offered to the social service department of the if 1

court. The Kalamsoo staff is represented in the local association for ;

retarded children and the parents' association for emotionally disturbed

children. The clinic had an active part in planning and setting up the

program of classes for hyperactive children. Consultation and participation

in commnity planning, such as the monthly Case Coordinating Committee

matings, are part of the program. 9

Though at all four clinics the director is responsible. for

commity services and usuallv delegates such activities to his staff,

httle Creek and Lansing indicate that the director provides the greater

meter of these activities, while at Flint and Kalamsoo the staff is

expected to share equally in these services. Battle Creek estimates that

the director ems intwo-thirds of allsnehactiritics while the rest

of the staff participates moses-third. Although these duties are rotated

flexibly at Mthe director ismst often called upon. In Flint,

the adninistrative director screensend assignsrequests for speeches

and other appearances by clinic. staff, andthoughm staff meter is forced,

all are expected to participate in some way, utilizing whatever talents
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he new, have in educatim the camunity. Kalamazoo assigns staff members

to specific counties of its service area to do liaison work with visits

to agencies, schools, etc.

In defining the clinic's role in offering commmmity services,

Lansing sees an obligation to educate the community in terms of

preventive psychiatry, and a responsibility in cooperating with other

cannunityagencies in defining clinic services. Flint's major role

is broadly defined as natal health education. flttle Creek feels a

respalsibility of prevention, giving lectures to other organizations,

comulting with other agencies and involving interested people from

other agencies in clinical cases. Kalamsoo finds the clinic's role

in offering cmunity services is not clearly defined. This clinic functions

around denand rather than definition which would probably mean handling

only children who need a psychiatric setting. The clinic is oriented to

needs and not philoeeplv. It takes on more cases because other agencies

do not have enough staff with training and the clinic plays “stop-gapi'e

The new local sources of financial'contributions may well indicate the

alphasis placed upon commnity services by the Kalamazoo clinic.

It is interesting to note that in Battle Creek and Lansing, where

the director seems to fulfill most of the commnity services, fewer

activities are spelled out by those interviewed; in Flint and Kalamazoo,

where these functions are shared among all staff, those interviewed

listed more activities.

Camel-in the data from our interviewswith the statistics in

the following table it would not appear that this holds true in actual

practice:
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TABLE 5

Commity Services of Child Guidance Clinics

July 1, 1958 - June 30, 1959*

 

Battle Creek Flint Kalamazoo Laming

General Public Educationu-l 106 112 90 160

Training for Professional

groups-Ht- 8 227 19 3

Participation in Community

planniniw 30 183 * 118 12h

Calferences with other

agemies,‘ 173 696 167 69

 
 

r idem—impedance?ofItem.

are we. of presentations.

I No. of cases discussed.

Hon this table it is apparent that the volume of community

service is lowest in Battle Creek. Flint has about double to the mttle

Creek volune os service inthisareaandthe other‘two clinics are in,

between. These differences may be accounted for by varying procedures

used in tabulating the statistics for report by each clinic; havever, it

is suggested that new other factors my be involved. Remembering that

our data were based upon the perception of selected personnel, we would

speculate that in those clinics where the director performs most of the

‘cmnity services, other staff members perceive the role of the clinic

in offering these services as a less active one.

Now that we have investigated each of the clinical functions of

diagnosis, treatment, and coluuunity services, all of which relate

directly to clients or other community resources, let us turn our attention
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to how the clinics are alike and how mg differ in distributing these

services to the calamity.

Services Most Emphasisgd

(he of the differences we eacpected to find among clinics was that

in the actual distribution of services one clinic may emphasize treatment

or prevention through consultation services. However, the data frat our

interviews indicated that these four clinics place greatest mhasis

upon diagnostic services to clientele. The Lansing clinic suggests that

diagnostic studies are necessarily given the most euphasis since the

clinic begins with diagnosis prior to referral elsewhere, placement on

the treatment waiting list, or any other section, planning or case

disposition. Kalamazoo reminds us that treatment cannot be effective

unless the diagnostic evaluation is sound. Flint desribes another factor

of casualty pressure to emphasize diagnostic services, estimating that

in caparing diagnostic and treatnent services, 60% are diagnostic.

Battle Creek estimtee that two-thirds of its services are diagnostic.

This enphasis upon diagnostic services by these four clinics is

substantiated by the following table:

‘ TABLE 6

Final Service Classification of Child Guidance Clinic Cases

Closed, July 1, 1958 - June 30, 1959

 
 

 

_Wax lensing

Diagnosis 21:1 215 181 236

Diagnosis and Treatment 51 8h 128 119

Peychclcgicmeetm ‘ S6 ‘85 51 -

l 1

Total 3h9 3814 361 285
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The figures of the preceding table were obtained from the Michigan

Department of Mental Health Statistical Report.

While there was general agreement among the clinics on this point,

our data suggested a tendency for professional persom to differ according

to discipline in responding to what services are emphasized most. The

secial where at three of the clinics tended to report a balance of

services, stating that no one service is emphasized while another is

essentially non-existurt;- diagnosis and treatment are both important and

it is difficult to place yeater emphasis upon one; there is a need for‘

both kinds of service. The psychologists and psychiatrist did not

hesitate to emphasize diagnosis.

Cases Best Served .

Of the four clinics, each had a different criteria in determining

the type of case best served by the clinic.-Battle Creek described cases

best served in terms of diagnostic classification, namely, neurotic ' ‘

first, then less severe charcter disorders. Qualifying that it is '

difficult to determine the type of case best served, the Flint clinic, too,

finds that generally cases best served appear to be psychonem'otics.

Further caution is nentimed that any such breakdown by diagnostic

catageries become artificial, for cases are perceived as individuals and

not as diagnostic entities. Somtines a staff [camber becomes interested

in cases which look hopeless, such as severe acting out problems, sexual

problems, and the like. It is difficult to determine the value of this

service. Though such cases, frequently termed not muscle to treatment

by others, mynot be progessing’as wellas less complex or less intense
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cases, the value of this service may be as great if not greater. Kalamazoo

adds that the classification of treatment cases may not be accurate

because less serious cases are not seen by the psychiatrist and so remain

undiagnosed. Based on the great lumber of referrals by parents, it appears

that parents are being served best. Children best able to benefit at the

Lansing clinic are detennined by the type of problau; adequacy of

intelligence; motivation of family and prognosis. This may be the young

child who is Just beginning to show sigm of pathological development

which would continue to grow in the absence of therapeutic intervention.

From this, differences noted among the clinics seen to be related

to defining and selecting criteria for dertermining the value of case

service. The Battle Creek, Flint and Lansing Clinics considered the

criteria of diagnostic classifications, each stating the clinic is best

able to serve clients classified as neurotics.-The Kalamazoo clinic

referred to thenature of clientele, stating that parents are best served.

There was general agreemnt in the hope that each case is served equally

well, within the‘scope and limitations of the clinic and the client's

ability tovuse services.

Distribution of Services

The Battle Creek, lensing and Flint clinics take no measures to

insure an intake caseload which is representatirs of all persons living

within the service area. However in Flint, specific workers do provide

consultative and supervisory services, working closely with counties

outsidethat in which the main office is located. When it becomes known

that a particular area desires service and is being neglected, some attempt
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is made to alleviate this situation. It is pointed out that these attempts

to each out to the entire service area are not made fa the purpose of

obtaining representation, but to provide services to all who so desire.

Differing fruit the other three clinics, Kalamazoo has designed measures

to represent each county in its service area. From the total nunber of

referrals from each county the previous year, and the contributions , l ..

received from that county, a ratio is determined by the clinic board as Q

to the proportionate lumber of children to be accepted for intake from any

 

one county during tin following year.  
Nature of Clientele

Mung these four clinics, clientele receiving most service range

from the upper-lower class client to those in the upper class. lensing

and httle Creek reported upper-lower to upper-middle *sccio-ecenomic '

statm as charcteristic of their, clientele, while, Flint defined a narrow

range of lower-middle to middlaclasland Kalamaoo reported those

receiving host service included upper. as well as the middle class. Two

of the clinics, Flint and Lansing, described both extreme, the wealthiest

and the poorest, as seguents of the community not being reached; whereas

Battle Creek and Kalamazoo pbinted’“ out that it was the lower-lower class,

the deprived who were not being served by the clinic. Battle Creek suggests

that these are cases in which-emiromental problems are severe; the

so-called hard-core families. Multiple. problem families are accepted by

the Kalamazoo clinic,-however they do not usually seek service. It is

suggested that severe deprivation makes these cases untreatable Rom the

scope d thechild guidance clinic. -Neverthlees u, there is a need for more
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reaching out to such cases. Flint suggests that the lower class sometimes

lacks incentive and nothing is dame by outside sources to stimulate

awareness of the problem; when such cases do contact the clinic the porblem

 
usually has become so serious that the clinic cannot handle it. It is

further speculated that the American society as a whole is more punitive

 

in dealing with lower class problem so that local authorities work with

these people through corrections while the same probelms presented by

other secio-economic classes would be referred to the ..clinic. Since the

upper-class may hide problems, 3 eek private services, or such, the

 
child guidance clinics seem best to fill the needs of and be established

fcr the middle class.

Another factor pointed out by three clinics as affecting those who

receive services is geographical distance from the clinic. Those who live

closest receive nost service, and those who livef farther am from the

clinic are being reached less often. One explanation of this may be that

the. county housing the clinic is more populated and therefore more

requests come from the nearby area. Kalamazoo was the only clinicto omit

this factor. There was one area which was not being reached by Kalamazoo,

but-that area seels unbale to utilize clinic services at this time

because of) enviromental factors and not because of distance from the

clinic proper. Perlaps Kalamsoo's procedure of county representation

during intake eliminates distance fran the clinic as a factor interfering

with. availability of services to the client.

‘ When we consider possible explanations about why certain people

come to the clinic for services while others needing the same kind of

service do not, we must also evaluate the effectiveness of the clinic in
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educating the public as to its purposes and functionS.

.5929? Integg-etaticn

-"Theugh social agencies differ in may ways, almost all share one

tantalising problem incounon. They have never succeeded in making the

public really understand them".2 Clear understanding of the clinics' aims

and possibilities and careful cooperation by parents and referral sources

are essential for an effective child guidance program. This section would

discuss the role of the clinic in cannunity activities related to

interpretation of tin child guidance progan.

The inportance of this task was emphasized for the Michigan program

in recmndations made to clinic boards outlined in the lrogram and -

policy statement, 195 6:

he greatest existing problem in the clinics are. those

of not being able to meet the demands for service in the

coammities, and especially, quickly serving emergency

cases while there is a long waiting list of referred children.

The clinic board and staff members should help the ’

calamities to understand that there are three nain functions

of the clinic staff: First, diagnosing the various problems

presented by the children referred; second, treating such

children as the clinic decides may be helped; and third,

learning something from the study and treatment of those

. children that will help the clinic staff in consulting with

the schools, parents, courts plwsicians and others in

dealing with other children.3 .

Though .the clinic boards act as liaison: body betwoen the community

arxi the clinic, havinga responsibility of public interpretation and

 

2
Harold P. Levy, Public Relations for Social A encies- New Yorkz-Harper

and Brothers, 1933 p. 3

3Hichigah Department of Mental Health, may?» child Guidance Clinics,

Program and Policy Statement, Lansing. P. 9
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education, the staff has a professional obligation to share this

responsibility and actively participate in such acticities. Viola Paradise

points out that a report of the personnel cmnitue of the Family Service

Association at America specifically describes the public relations

qualifications and responsibilities of casework personnel, an! she

further suggests that along with all various ms the public is informed,

'
e
J

"all interpretation stems back to the worker."

Questions were asked at these four clinics relating to the kinds

of publicity and interpretive activities the clinics participated in as
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well as the procedures and methods used to inform the public about making

referrals to the clinic.

In educating the cammnity as to the clinics' purpose and functions,

all four clinics participate in speaking to various groups or organizations

throughout the area, distributing brochures, pamphlets, sndother written

material, reporting pertinent contents of board meetings, and encouraging

newspaper publicity. Distinguishing characteristics include Open houses

fraud time to time at Kalamazoo and Battle Creek, television and radio

presentations at Lansing, and a bi-monthly newsletter recently initiated

in Flint which is distributed to interested persons, agencieshinstitutions

and othet groups. The! Flint clinic has in the past trained lw leaders

to meet the dennnds of "one night stand" speeches.

Of the four clinics, Battle Creek, Lansing and Flint advise the

c“Iiilnlunftty that referrals to the. clinic may be made by aty responsible

Person in the form of a letter, telephone call, or personal visit; but in

each case the parenst of‘theQChild referred must also call. Kalamazoo

adVI‘lSed the cannunity about the procedure for referring cases in a
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similar manner, with the exception that the parents are not required

to call. FNen though these four clinics are well established in each

conmuniiar, it is necessary to make a continuous effort to keep community

sources informed of these procedures and to report changes when necessary.

Attempts are made to imove or alter this referral process when it

appears that the existing procedure is troublesome to a particular source.

m

There are essentially no differences among those four clinics in

three of the areas explored. All place greatest emphasis upon offering

diagnostic services to clients, all express similar attitudes in advising

the public how to make referrals to the clinic and these clinics educate

the community as to their purpose and function through similar activities.

Generally these clinics feel they are mostly serving a middle class

clientele and are not reaching either extreme of the socio—economic

scale as well as those living further any from the clinic offices. The

caseload carried is not representative of the clinic's geog'aphic area

and mums are not taken to accomplish this. -It is usually the clinical

director who assumes responsibility for the community services program,

but other staff mnbers play an active role in offering similar services

of educational speeches, lectures, classes and consultation.

Differences appear to be here subtle. One clinic does carry a

» caseload representative of counties in the service area. It is suggested

that type of cases best served, commmity services engaged in, and those

‘ receiving most service may also be areas of difference, but’nore substantial

data, along with criteria fcr measuring these characteristics are
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necessary to make such comparisons. Further exploration and analysis of

responses made by the various disciplines may help to reveal the nature

of dissinilarities which might eccist, or be inferred. '



CHAPTER XII

SUMMAM AND CONCLUSIONS

The purpose of this exploratory stuchr has been to compare the

philosophies and practices of the Battle Creek, Flint, Kalamazoo and

Lansing Child Guidance Clinics. The data on which the findings are based

were collected primarily through interviews with key personnel at the

various clinics and reflect their philosophies and attitudes. The specific

areas involved in making the comarisons were: staffing patterns, intake

procedures, treatment policies, financial resources, and activities in

cmnity relations. An effort was made to point out differences as well

as similarities which might illustrate certain patterns affecting the

overall functioning of the clinic. A number of selected problems in

clinic practice were followed up utilizing both a review of pertinent

literature and illustrative material drawn from onefanether of the clinics.

is might have been anticipated, there is broad consensus in the

general philosophies of those clinics, and mm similarities in their

overall functioning. Each of the persons intorviewod felt that his clinic

was a cousunity agency specializing in diagnostic, treatment and consultative

services in relation to emotional and personality problems of children.

The major emphasis in each clinic was seen as providing diamostic

services. Each operates within an orthopsychiatric framework. Thus, all the

clinics have available the. services of psychiatry, psycholog, and social

180  
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work. With a few exceptions, which will be pointed out later, clinic

staff usually assuned that the psychologist is responsible for the

psychological testing of children and that the psychiatrist carried njer

responsibility for the diagnosis of children with the help of social and

psychological background information obtained by the social worker. The

clinics all have frnalised intake procedures which usually include the

referral telephone call, the scuoning and diagnostic interviews, and the

diagnostic conference. Services are available to all niners below the

ageof18whecoparentsustberosidosts ofthe countieswhioharo

sorvodly'thoparticalarelinic. Sinoethonnberofcasosaccoptedfer

treat-oat in each of the clinics is continelly greater than the ne‘er

m canbo treated at an cacti-s, cases are placed on the troatnut

waitingMThoparofiewillhosoenferanisterpa-etive interview, at

which ti. the diagnostic findings are reviewed with the mate. it the

cane tin, suggestions are offered for handling the prohlon. The criteria

for deter-hing which cases are accepted for troatnent vary to sense

extent fr- one clinic to another, bet it is the consensus that the loss

swim: disturbed cases, such as the psycheneurotics, suing from the

well motivated faniliss are preferred as hoatnent candidates. They are

usually accepted for troatnent fren tho treatnent waitiu list in consecutive

order whenever possible. The different clinics nado various exceptions to

this rule, depending upon the nature of the problon and where they feel

the greatest responsibility lies in providing services to the annuity.

The largest percentage of clients served, in proportion to population, are

those within relatively close proximity to each clinic.

Withiathoclinics, theassig-entofcasosisusuallynodeontho
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basis of the sen, interests, ad availability of the therapists.

Individual, ampanddrugthorayaroorhsveheonusodbyallthoclinico,

and .11 three disciplines are usually responsible for the treatnent of

both children and parents. hoopt for one clinic, all soc nest clients

on a woekly‘haeis. The adninistratiea of drugs for therapeutic purposes

is solely the responsibility 1 the psychiatrists. Social worhors are

doing group theray in all of the clinics which offer it at the present

ti.,andintwoeftho cliniosthegroupsarealsoledhytho psychologists.

Insane instances, thopsychiatristneybe invelvedinthisnothod of

 

I

.n.

-I"

troatnut. The usual criteria include the type of problen, sex, age, and

ability to benefit true the experience.

Treatnsat conferences are usually scheduled as the need arises and

no he initiated by the individual therapists. In no clinic, they are

scheduled regularly on a weekly basis. In all clinics, the clinic

adninistrator is usually present and at tins the conference is open to

staff we. nct directly concerned withtho case. The purpose ofthe

conference is usually to discuss further diagnosis, questions pertaining

to ternination, and therapy techniques. ‘

Decisionafer terninati. of treatneat usually involve the therapist

andanotherstaffnefier,mo.nqornqnothethosuperviserer

adniniatratiro dinecter. The criteria for. terninatieausually include sens

fmof inprovod social functioning.

Inch-of the clinics is finncod new state and local m.

Sources of laaaILfnndany include the county, public schools, col-unity -

chest, fouflatim,-and.others._fliththa except“ one of the clinics

which was studied, the caiined locaLfnnds. arausually slightly greater
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thanthestate funde.iwidofinancialhaseisusuallyproferredbyall

clinics with u sources contributing hen the local ce-unlty.

Omit relations is an incrtant functi. of a clinic. Although

notaprinryfnnetien, itisvitalsincothoclinicisasorviceofand

for the annuity. ill clinics are responsible to a hoard.of directors

aswollasthoDopartnentefhutalloalthandarodopandontuloeal

funds m- a good em or thsir operation. The interpretation of clinic

scrvieetothocmifiisacutinningpractisoandisdonothrough

public presentations, bulletins, neulntters, individual intcviews and
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The differences anong the four clinics were senetines quite obvious

buteftenthqweroofasnchnore subtle nature. hoclainisnedeinthis

smmtanefthonoresubtledifflu'oncoswereidontifiederthermghly

examined; however, an effort was node to point out certain observable '

patterns and to speculate hes thq Iiw affect the overall functioning of

the clinic.

For instance, reviewing the Battle Creek clinic inthese five

areas suggests that shffin‘pattmw he related to intake and

Wand taut-eat. -httlo Greek onlqs its psychiatrists en a

parts-tine consultative basis with their prinary purpose being the diagnosis

of a najerity of the children and participation in nest of the diagnostic

and troatnsnt conferences. This fact alone so. to give social workers

and psychologists nore responsibility and aatha'ity to ‘nake decisions.

Itnoansthatinsens instances,apqchiatristwi‘l-lnothavesoenthe

child and sole resonsihility for disposition at intake will be left up to

the other two disciplines. Policies and decisions are usually arrived at
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by consensus of the entire staff rather than by no person. Social workers

alas participate in group therapy and the directorship of the clinic is

held by a social worker.

Intakescrvioes ferfanilieshegini-odiatelywiththointake

referral call afl are ceqloted within four to six weeks. This brief

processing pcied, then, olininates the need for nintainiag apriority

list 1" “W cases. Cases with hnnicidnl or suicidal tendencies

aroi-diatelysoonhythoclinic aithenraforrodtotho ccurtarto

anin-patienttroatnntcenter. Groupnobcsneyernqnothesoenfer

I
.
0
‘
s
"
.

individual troatnnt interviews. weenie-my, the decision for

tor-inatien will he node by an iflividual therapist without consultation.

The socialwerher-directernastassunmch clinicalaswollas

administrative resensibility in the processes of intake diagnosis and

treat-out. In diagnosis this Dans that the director nodoratcs at

conferences, andthatalthmghthe psychiatrist's opinion my be given

greatenwoight, incasos of controversy, the director sakes the final

decision.

low the clinicperceivos its role in the «enmity nay be related

to intake, diagnosis and tratnont. The httle Creek clinic feels there

is little measure fr- community resources and sees itself as fairly

autnenous in deciding which cases duervo prioriv, which services to

.hosiso, etc. The setting of fees at this clinic accnnts for differences

nstedinintskeanditaffectsfinancingandbudgetix, since-oniesaro

not obtained non either chests or schools.

The Flint clinic shows apattenl of staffnonbers wa'kingwith

senedogroo of independenco.Thestaffisincludodercensultedintho
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far-lotion of new clinical policies and other decisions. This pattern

ofwerherindependonooandflenibility is observedaloointhefactthat

alldisciplinesparticipatoindupeeisofadultsandchildren, andall

casryatreatnentloadofbothadulteandohildren. Perhaps itisthis

kind of staffing patterns and attitudes which creatos an atmosphere that

encourages and allows experinentatien, such as fanilu unit interviewing

dun-in intake.Thesopersenelpracticessnyalsoacceuntfernero

flexible policy regarding priority of cases and assignmnt of cases fr

trestnent, andfernltualstaffparticipationiavarious services and

therapies offered I, the clinic.

Kalsnsoo's pattern of unity relations scene consistent with
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the four other aspects studied, nenely staffing patterns, intake, troatnont

andfinancin. The speechthorapistwas addodtotho staff inerderto

handlop'ohlensinthisu'oaaswellboginingwhsretho ccmity sees

the problen. Inphasising cunnity relations soens related to the greater

“craftinaniaLsmcosthisclinisdrs'upnl, andthisinturnnv

explainjslansass'aMto amount each county propu'tienately on

its caseload. hphasis on equity relatiqs nay also be related to

clinic policy of seeing cases in treatisent bi-woekly; mi by doing this

ncepoopleofthece-nnitycanheserved.‘

The Lansing clinic atteqts to follow the goals set up In the

new. nmme. of Psychiatric Clinics m- Children and enhasises

the traditional toan approach. These personnel practices soon to detelflne

mchofwhet isdnaeaflhcw itisdeno atthe clinic. Inthetraditicnal

teen, the psychiatrist is usualh' directn', responsible for clinical

docisi..ispointodout, inlansimgenerallyoachosseisprosented
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for diagnostic staff caferenee and although all disciplines participate,

the director is responsible for final diagnosis. Further the directu'

andhorassistantassigncasesfa'treatnnlttotheotherstaffnodwers.

The direotc also carries out nest activities in «unit; rolatiao.

Ofthe four clinics, hnsingandlalonasoo followthenore   
traditinel approach and have a nee authoritarian line of adniniotratisn.

Deviation free this approach would sons to reflect the differences from

the other two clinics.
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Inovalnatiagthisstuq, itmstbe Wedthatnest ofthe

mtorialwasohtainedhyinterviewingselectodaltheeghhsystaffnsdoro

ateachclinic. Ifotherstaffnwerswore interviewed, therespsnses

w have heen different.

aecndly, the interview schedule used consisted prinarih of

open-adod questions. Since this was an exploratory project, this approach

soonednostnsofhl.fhorefce, nsingthisschednleasanontlineandusiu

the findings stated in the stew, a nore systenatic, structured interview

nighthodosignodforhn'therresocchofthiskind.

Natmlh, intervieears' bias isalwws ahasardwhenpersonal

face-to-face interviewing is dun. This n he particularly true in the

MM, sincooschstndontiltorviewedstaffattheclinicwhero

he was completing field placement. Thisswas necessary because of tine,

expense and other practical considerations. Since participants in this

poup project reviewed and criticized each others findings, it is hoped

this bias is overcone, «- atleast reduced.

Itshenldhsrealisedthattheseagenciesdonotoperateona

'statns quo' basis,.but rather they are dynamic agencies with a progressive
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attitude toward the ilprovenent of nethods and. practices.

Fran this stufl, generalizations abcut differences as! sirdlarities

cmot he node for all child guidance clinics. Rather, it is hoped that

thisrsviewnqheusedasa fundationfcfurtherreseu'chwhichwfll

eventually lead to such generalizations.
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APPENDK A

 

 

 

 

 

m1.m

1. fine of Patient:

2. Date of Initial Interview:

3. Date of Terminal Interview:

1:. Total ”st of Sessions:

5. Reason for Termination: ( ) Planned termination

( ) Withdrawal by patient (explain)

6. Condition at Discharge:

E g a. Recovered: Asymptomatic with good insight

b.

Amtwith insight

( ) Asynptnuatic with no insight

‘ ) °° WW‘art ion of qnpt-s with good insight

( ) Partial reduction of symptoms with some insight

( ) do W: Partial reduction of symtoms

( ) l t e or no insight

e. U roved

( ) f. W_o_r_§_c_ (Escriho)

7. Areas of Inproveanent: (Use tech of sheet, if necessary)

a. W“:

b. Adjustment to Wasn't: (work, cnmunity, etc.)

c. Plvsical Functions: (appetite, sleep, sex, etc.)

d. Relations with People:

8. Patient's Attitude Toward Therapist at Discharge:(Use back of sheet,

if necessary)

()friendJJ ()indifferent ()unfrienlly

9. would patient ohéect to a follow-up letter inquirhing about process?

) Ies ( )NO

10. Becomndatisns to Patient at Discharge: (if an)

11. Diagnosis at Dis :

12. Additional (talents use hack of sheet):
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APPENDIX B

INTERVIEW scum;

1. Title asddiocipline of director as! staff.

2. iv, how, and by when, was this conposition deternined? that are

the sinilar and distinctive functius of each discipline?

3. that is the clinic's intake procedure? how are clients accepted for

intake? Hwisintakeworkassignedandtowhon?mioseesvarious

family ushers and what «dei- are,_they soon? Does intake include

the diagnostic study? that are the criteria for acceptance of cases

for treat-set vs. referral to mother agency?

Vlich of the following administer intake prcess:

Psychiatrist

Psychologist

Social Worker

 

Intake procedure includes as, here, or all of the following:

 

 

 

a. Screening device Fill out fan:

Call back :

. Other:

1:. Social worker sees: Parent Chm

Psychiatrist sees : Parent Child

Psychologist sees : Parent Child

c. Intake process includes:

1. intakeinteniew with child father___ nether

2. interviews with child father__ nether

specify other m

d. Intake assigmntsdeterninedby the following:

Rotation amtho staff

hoover has tin open

icccdingto area- of referral

According to type ofm

h. liich of the following participate iLdisgnssisJ Psychiatrist

 

 

 

Psychologist Social Worker . We .hes the

final Wain: Is uni-1"?“-poem-to a diagnostic

staff?

5. Doyouhavo a truth-at waiting list and is there as priority? that

are the criteria fc detaining emergency cases? Are the given special

preference? Is there priority givento referrals from county, school,

court, etc.?

6. use a... treatnentandhoxare casesassigned? In anticipated leuth
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8.

'9o
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of troatnent a factor in acceptance of a case fr treatment? How?

now often are clients seen in treatment? that is the reasoning behind

this docisici?

that kinds of therapies are available?

Ifthsre is grouptherapy,whodoes it? Bowisthegroupselected?

that are the sins of group wck? malifications of group therapist?

that relationship between individual and group therapy?

Are there staff conferences for cases in treatnsnt? routine

spontaneous asnoodod ?!Iowistheabovedec

«mummhrmuflibetreated?

low is ternination decided? Client therapist adninistrator ?

whet criteria are used in agency iii-Etienne: Wises and how if."

the docisi. ado? -

Perwhat roasonswouldyourefercssesfronthisclinictoanother?

What cmniiarosounceadomuse nest in referring cases?

illichsorvioos do you thiidtare given nest nyhasis? mat type of cases

do you feel you host serve? Is anything done to hop representation

fro-variousparts oftheconiniw?

hinthe commits doyouthiskyouaroserving nest? what doyou

see as the clinic‘s role in offering c-ounity services? How do you

advise the cauunity to sake referrals? what is your pocedure in

educating the c—nnity as to your purpose and function? the participates

in causality educatia? that kinda of enmity relations are emaged

in? Hho delegates these responsibilities and to when? Hhat parts of

the calamity are you not reaching? '
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APPENDIX C

FACE Sim

m A ‘ A idireee _

m A m *

Address A Tissue Rimes %

Wtisn anupaTtIen

Incus: Path; $ H Sweats:

nether 8

Gross Total 8
 

less 2C1 ippra.

Tm, & 8». 30¢. 3

Hmm 3

3!»th 3

S

8

AdjustedllannceneS

Huber in Fanny
 

Intake Fee (partial)

Intake Fee (Frill)

Weekly fee for treat-eat

Foe Changes

8

mt Date Foo Set

 

”
0
&
9
“

 

Date fee to be‘il

 

_

Amount Period Covered Reason
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FACE 3m (centimed)

Ding. h R:

Utter: Child
 

 
 

 
 

 

Bill to:

Anticipated nsthsd of W:

Hwy-WWW

 

 



 

50-95

“6-450

851-860

$61-$70

$71-$80

$81-$90

391-8100

tun-ma

$110-$120

can-mo

val-mo

mil-8:50

$151-$160

$161-$170

$171-$180

$181-$190

$191-$200

$201-$210

1211-220

8221-1230
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Inc-
 

 

 

mum n

Pr osed Fee Scale

435151.11 A 3” 0113143

n . inme

2 l h 5_ 6 7 "if

none none nus none none none none

moo4 .... .... .... .... ....

$2.00 81.0 .... .... .... ....

33.00 :2. wk...

moo ~ 83. 02.0 31.0 .... ....

$5.00 . it. $3.0 $2.0 .... ....

$6.00 :5. 3h. 33.0 n. ....

$7.00 $6. 5.0 811.0 32. $1.00

$8.00 $7. $6.0 5.0 83. $2.00

$9.00 88. $7.0 $6.0 than 83.00

810. :9. 08.0 87.0 85.06 94.00

m. no 1 9. 38.0 $6.04» $5.00

1 n2. an m 89.0 $7.06 $6.00

as. 812 $11 no a $8.06 87.00 ‘

na 82' m 89.0c 88.00

n3 n2 81041 89.00

* m $11.0 $10.00

‘ 812.4 311.00

3.134 3112.00

$13.00   
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