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Abstract

The deinstitutionalization movement has nQQGSsitatedithai.ﬁahy
families become the primary caretakers for their chfonic Qchigophrenic
re)atives. These families are often not equipped to care for the
needs of their chronic schizophrenic relatives and their own needs
simultaneously. Consequently, the quality of life experienced by care=-
giving families and their chronic schizophrenic relatives is frequently
diminished,

Rather than providing support and services to care-piving
families, however, this study demonstrates that many mental health
prufessionals instead, blame families (especially parents) for causing
schizophrenia. Even more mental health professionals exrress negative
or ambivalent attitudes toward families with schizophrenic relatives,
Certain theoretical orientations, etiological assumptions, treatment
strategies, and demographic factors are shown to be particularly assoc-
fated with these negative and ambivalent attitudes.

Until scapegoating, criticizing, and character pegging of
families with schizophrenic relatives ceases, it {s unlikely that the
mental health profession will be of any real benefit to the majority
of care-giving families, It is proposed that an alliance between mental
health professionals and care-giving familfes be Immediately established
and maximized—for the sake «f hoth the care-giving family and the

chronic schizophrenic patient.



Clinical Bias Toward Families with Schizophrenic Relacives: Impli-
ea:ions for the Long-term Care of the Chronic Schizophrenic Patient -

The Impact of Deinstitutionalization

Since the movement to deinstitutionalize chronic psychiatric pa-
tients was Infitiated almost three decades ago, families have found {t
Increasingly necessary to assume the role of primary caretaker for
thelr chronic schizophrenic relatives (American Psychiatric Association,
1979; Bassuk and Gerson, 1978: Klerman, 1977). it {s estimated that
between 34-70% of all deinstitutionalized chronic psychiatric patients—
most of whom are chronic schizophrenic patients—return to the homes of
their families for long-term primary care foliowing hospital discharge
(Bernheim, Lewine, and Beale, 1982; Hilton, 1979; Carpenter, 1978; Hat-
field, 1978). Even when the dischirged psychiatric patient lives outside
the family home, it Is not uncomron for the patient's family to still
perform a major caretaking function in the daily llfe of their mentally
111 relative (Bernheim, Lewine, and Keale, 1982).

While most mental health professionals report that they are
indeed aware of the importunre of care-piving famflies in the long~term
care of the chronic schizophrenic patient (American Psychiatric Associa-
tion, 1979; Serban, 1979), recent evidence suggests that a majoricy of
these care-giving families believe they have not recelved the professional
support or services necessary for effective primary caretaking for their
schizophrenic kin (Holden and lLewine, 1979; Hatfield, 1978; Creer and
Wing, 1979).

Recent evidence also indicates that most care~giving families be-~

lieve that their own needs—especially those needs that arise as a direct




result of caring for a chronic schizophrenic relative—are often.neglected'
by mental health professionals as well (Hatfield, 1979). Unfﬁtﬁﬁﬁntéiy;
studiaa whiéh have revealed the needs of care-giving families (ﬁolden_

and Lewinc, 1979; Hatfield, 1978; Kraus, 1976; Creer and Wing, 1975;

Grad and Sainsbury, 1968; Yarrow, Schwartz, Murphy, and Deasy, 1955) have
had little impact upon the actual practices or current policy formation

of mental health professionals (Kint, 1977).

Interestingly enough, mental health services have not appreciably
lacked for families caring for relatives suffering from other tvpes of
chronic disorders (e.;., epilepsy, cancer, Down's Svudrome, etc,) {(Cantoni,
1975). For example, numerous studies have depicted the impact of a Down's
Syndrome relative upon the familv unit (Robinson, 1974; Mandelbaum, 1967),
As a result of these studies, families with Down's Syndrome relatlves now
enjoy a wide variety ol mental health services (Cantoni, 1975),

But schizophrenia is different from most other chronic disorders
in that it has not yvet been confidently linked to an organic or genetic
anomaly. When individuals suffer from what are considered to be "medi-
cal model disorders', adequate support and services almost always are
provided to patients and thelr famitices (Siegler and vsmond, 1974).

In fact, it Is the absence of an agreed upon organic or genetic
anomaly in schizophrenia that has prompted some professionals to regard
schizophrenic {llness as a "mvth" (Szasz, 1976) or merely a "label for
socially unacceptuble behavior" (Scheff, 1975). Polemics such as these

do little to case the burden of chronle schizopi:venic patients and thelr

families.




_Th? absence of an identifiable organic or genetic anomaly iﬁ
schizophfenia has furthermore, contributeu to the rapid prolifetaﬁidn
and acceptance of what is generically referred to as family or systems
theory, All famiiy theories share the common thesis that some condition
of family life, especially certain forms of interaction among family
members, can predispose an individual toward schizophrenic illness,
Evolving out of this legacy of clinical theory has been the following

diagnostic, character-pegping descriptions of families with schizophrenic

relatives:

Family Theorles

1. The schismatic family=-"The schismatic family {s
characterized by continuing overt conflict between the
spuresg with each undercutting the worth of the other
to the children . . . The mother not only has litrle
self-esteem as a woman and is insecure as a mother,
but her position as a wife is constantly undermined by
her husband'a contempt and derogation of her . . . Like
Harlow's monkeys who had been raised by "wire mechant-
cal mothers" (Harlow, 1958) and later rejected their
babies when they became mothers, these women who had
been deprived of maternal affection could not mother
thelr babies" (Lidz, 1973, pga. 43=44).

2, The skewed family—"In the -+kewed family, the atten-
tion is apt to fall upon the mother . . , who Is Imper-
vious to the newds of other familv members as separate
individuals and i{s extremely intrusive into her child's
life . . . The father in these families ia apt to be a
passive man who is unduly deferential to his wife's
strange wavs, behaving more as an adjunct to hisg seri-
ously disturbed wife or as a son rather than a hus-

band . . ." (Lidz, 1973, pgs. 31-32).

3, Symbiotic relationships-—are characterized by
pathologically strong attachments between parents and
their child, which inhibits the child from differenti-

ating a self-fdentity (Summers and Walsh, 1977).

4. Eroticized parent-child relationships——are relation-
ships in WhiLh the parents fail to preserve appropriate
age and sex boundaries between themselves and their
child, 1In this situation, a parent turns to the child
rather than the sgpouse to gratify emotional needs, or

o



the parent requires the child to perform a parenting
role (Walsh, 1979),

5. The double=bind—is a condit{vii produced by parents
when they convey “ontradictory messages at different
levels of communication to the child (Wynne and Singer,
1963; Wynne, Singer, Bartko, and Tookey, 1977).

When a child is placed in a "double-bind" predica-
ment, it becomes impossible for the child to respond in
a way the child belleves will please the parents—so
the child chooses to withdraw (Bateson, Jackson, Haley,
and Weaklund, 19586),

6, Fallure to acknowledge=—1s the belief that parents
cause schizophrenia In thelr children by not conflrming
thefr own or their child's psvehological Integrity
(I.idz, rleck, and Cornelison, 1965; Herman and .Jones,

19763 Wild, Shaplro, and lheblin, 1977).

/. The schizophrenogenic mother—is o mother who is
thought to cause schizophrenia in her chitd through her
dominance, atoofness, emotional overinvolvemoent, and the
pathological use of her child to fulfill frustrated de-
sires (Fromm-Reichman, 1948),

8, The {dentificd parent—refers to the schlzophrenie
child who developed the schiizophrenic disorder because
of attempts to save the parents' marriage by drawing off
marital conflict (idz, Fleeck, and Cornelison, 19605
Lidz, 1980},

The clinical lexteon used to desceribe families (especially parcats)
with schizophrenic relatives contafns=——as the previous characterizations
of parents has {llustrated—a1 number of extremely negative veneraliza-
tions. But more important lv, these characterizations of pareots dmply

"symbiotie relattonships”  “double-

that sucn familial variables as
binding ", and "schizophrenogenic mothers' act as specific causes of

schizophrenia,



Fmpirical Tests of Family Theories
Fami{ly theorists have traditlonally focused upon four areas of
familv interaction: dominance, conflict, affect, and communication., A
number of direct observaticnal studfes covering these four arcas of
familv dynamics have been undertaken to determine if in fact, there {s
any etiological significance to "family patholopgy"” theories. (¥For a
more comprehensive description dand reviow of family studies, sce Liem,

1980; Coldsteln and Rodnick, 1975; dacob, 1975),

hominance

The concept of "schizophrenogenic mother"
I

articulated by Fromm
Relfchman (1948) and the identification of “schismatic" and "skewed"
family structures by L idz ot al, (1957), intervsted some researchers in
patterns of marftal and/or parental dominance in families with schizo-
phrenfe relatives versus control tamilHea,

The basic hypothesis examined In dominance studies Is that there
mav be either Insufficient parental authoritv, or sex-role reversials among
mothers and fathers in families with a schizophrenice child. Dominance
in the family unit {s most frequently measured by: 1) verbal activity
counts (talking time, successful verbal interruptions, and statement
length), or 2) observational judpments regarding the "vielding" or
"accepting" frequency beiween members of a familv,

The results of these dominance studies have heen [nconsistent at
best, Some studies report that excessive maternal dominance characterlzes
families with gchizophrenic offspring (Herman and Jones, 1976), Other
studies report that excessive father dominance is typical of jamilies

with a schizophrenic child (Doanc, 1978; Wild, Shapire, and Goldenbury,



1975; Mishler and Waxler, 1968),

in conclusion, indices of dominance measurement have not allowed
for anv steadfast conclusions to be formulated regarding dominance
hierarchies in families with a4 schizophrenic relative, The usefulness
of the dominance concept in etiolopgical theories therefore, should be

seriously questioned at this point In time.

Conflfct

Conflict is assessed with methods similar to those used to measure
dominance. These are: 1) verbal activity ratings (interruptions and
simultancous speech), and 2) observatjonal judgments of "agreement,
"disagreement', and "overall contlict" between familv members,

Most empirical studies concerned with conflict as an etiologlcal
factor were conducted prior to 1975, In these studles, no statistical
differences In the amount of absolute conflict were convinelngly found
when families with schizophrenfc of fspring were compared to normal
control families,

Friedman and Friedman (1970) for example, suppested that fami-
l{es with schizophirenle relatives exhitbited more verbal rated conflict
than normal control famllics, Studies done by Check (19644, 1964b, and
1965) however, revealed that families with schizophrente relocives
produced less verbal rated conflict than normal control families,

Whether or not there is more conflict in families with schirzophrenic
relatives versus normal control fam{lies {s unknown., The contribution of

conflict to the etiology of schizophrenia also remains unclear,



Affect
Three dimensions of affect are usually measured during the ccurse

of an affect study., These are: 1) positive affect, 2) negative affect,

and 3) affect intensity, Typicallyv, raters judge family subjects along

these three affect dimensions from recordings or transcripts made of

the family unit interacting In a laboratory setting,

Mishler and Waxler's (1968) study of affect utilized one of the
most sophisticated methodological desipns of any affect study done to
date. Their most interesting finding was that normal control familles
exhibited more tension release, lauphter, and {ndircct positive affect
than families with a schizophrentc relative,

In summary, the results of methodologically sound affect studi-s
suggest that there may be some differences In affect expression between
families with schizoohrenic relatives versus normal control familfes,

Yet there is no evidence to suggest that certain amounts or qualities of

affect are In any way pathological or schizophrenia producing.

Communication

Research on family communication patterns is much more abundant
than the research conducted In the other three upheres of family inter-
action, The rescarch designs used fn communication studles are also
usually better suited to test the etiological assumptions professed by
family theorists.,

Communication theories have their historical origins in the work
of Bateson, .Jackson, Haley, and Weakland (1956). Bateson and his col-
leagues were the flrst to suggest that deviant parental communication

styles could cause schizophrenia., These deviant communication styles




involve amorphous (meaning vague, indefinite, and loose) and fragmented
(meaning easily disrupted, poorlv integrated, ana lacking closure) specch
patterns.,

While communication theories are frequently characterized as
“"transactional”, (emphasizing the reciprocal nature of parent-child
interaction), almost all communication studies selectivelv focus on the
uni-directional effects ¢f parental communication upon children,

Although measures, methodologies, and conditions differ across
studies, most communication researchers report a poorer clarlty of come
mur.ication in families with a schizophrenic relative as opposed to normal
control familles (Wynne et al., 1977 liebher, 1977; Glasser, 1976,
Mishler and Waxler, 1968; Halev, 1968),

There huve however, heen a few communication studies which have
failed to support this conclusfon (Hirsh and Leff, 1975; Cheek, 1964a,
1964b, 1965). Yet most communication researchers tend to accept the
notion that fami!fes with schizophrenie relatives enpage in more deviant
communication than normal control famflies, Furthermore, a majority of
family theorists also consider deviant parental communication a prime

causal factor {n the ontogenesis of schizophrenia,

Fam{ly Theories: Facts or Artifacts?
Regardless of the often intuitive appeal of family theories,

there are often countlcess methodological flaws in the design and imple-

mentation of family studies—the empirical foundation of famlly theories.

An examination of these methodological flaws 1s therefore in order.

‘Reiss (1976), In his succinct articulation of the methodological

requirements family theorists must satisfy before any causal relationships



can be established between family variables and the etiology of schizo-
phrenia, has pointed out that:
"First, the hypothesized variables must be clearly

defined and measured by reliable and objective methods,

Second, the causal role of the variable must be asscssed

by demonstrating that it 1) is specifically linked with

schizophrenia as opposed to other conditions and

states, 2) has impact upon the {ndividual before the

onset of schizophrenia, and 3) s not confounded with

a covarylng or concomitant variable that is the "true"

ctiologic varlable.,"

(Reiss, 1976, p. [81),

The criterfa formulated by Relss (1976, 1980) has not been satis-
fied by any family studv done to date. For example, family studies are
usually crosse-gsectional in design. The major problem with the cross-
sectional design in this instance Is that data reparding families with
schizophrenic relatives is accumulated only after, rather than before 1
particular patient has been diagnosed schizophrenic, Anv theorfes re=-
parding the etiology of schizophrenia based upon cross-sectional studies
are therefore, only Inferred from retrospective data,

An "etiological assumptlion” (Fontana, 1966) inferred from retro=-
spective data s obviouslv empirically suspect. .Jenkins (1974) has
demonstrated for example, that many people will report significant life
events either very selectively or not at all as little as si{x months
after the occurance of that event, [t has also heen shown that a family's
perception of "objective reality" can become distorted when one of the
members of that family becomes mentally {11 (Mednick and McNeil, 1968;
Yarrow, 1955),

Family studies are also frequently correlational in design. The

problem with correlational designs {s that a cause cannot be inferred

from a4 ccr lation., Even if more deviance 18 correlated with families
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containing a schizophrenic relative, this does not prove that it was

that specific deviance which caused the schlzophrenia in the first place.
In fact, it 1s just as plausible to assume that the familial deviance is
manifested in reaction to, rather than the cause of the relative's
schizophrenia.,

Another flaw in the mechanles of family studies is that the sample
size tends to be rather small. Some of the most respected and famous
family studies have utilized 5 or fewer families (e.,g., Coldstein, Gould,
Alkire, Rodnick, and Judd, 1970; Morris and Wynne, 1965),

Sample bias is also prevalent in family studies, Researchers
commonly opt for families with male schizophrenic patients, although
some researchers such as Laing (1971) have based complete studies on fe-
male patients. Sample bias such as thir will inevitably make important
sex differences difficult or even impossible to detect—especially those
sex differences that are of etiological significance.

Family theorists have also falled to prove that such pathological
patterns of family interact{ion as "skewed family", "schigmatic familv",
"double-bind", etc. are specifically assoclated with parents of schizo-
phrenic children, Parents of children suffering from disorders other
than schizophrenia have been shown to also match the character=pegging
descriptions specifically applied to parents of schizophrenic patients
(Goldstein and Rodnick, 1975).

A somewhat related criticism of family theories 1s that is has
never been shown that parental/familial deviance Is a necessary and suf-
ficient etiological explanation., Basically, this means that there are
many families with a schizophrenic relative who do not exhibit the afore-

mentioned deviances; and there are even more families who do exhibit the
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deviances described by family theorists, and yet these families contain
no schizophrenic relatives.

Family theorists also commonly succumb to what can be regarded as
a temporal temptation., Because a parental/familial deviance [s noted
to precede the onset of the relative's schizophrenia, family theorists
often incorrectly conclude that thivx deviance was somehow instrumental in
the etiology of the schizophrenia. 1.idz (1980) states for example:

"A great deal of the family 1ife had been distorted

in each of these families from before the patient was

born and persisted through the time the patient was

hospitalized in adolescence or early adult l{fe,"

(L.idz, 1980, p. 47)
Despite Lidz's contention, the fact remains that most parents of schizo-
phreaic children usually ralse other children who exhibit no traces of
schizophrenic disorder., Lidz's thesis fails to account for this fact,

[t is also assumed by family theori. ts (as well as psychodynamic
theorists) that certain early childhood experiences are tantamount to
later psychological adjustment. There is however, no evidence to
support this notion, In fact, numerous developmenta! psychologists
(Clark, 1977) have begun to question the importance of early experlience
in the psychological health of later life.

And finally, despite the vast amount of clinical research devoted
to family theorv, these theories have not suggested a successful route
of therapy for schizophrenic patients or their families (Beels, 1980;
Magsie and Beels, 1972). Therapists who do utilize family therapies based

upon traditional family theories moreover, often have:

" . . . an unavoidable tendency to fdentify with

the patient, for him (the therapist) to find a
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scapegoat for all the misery. I[n the psychotherapist's
irrational emotions, the parents often become those

scapegoats , ., ."
(Bleuler, 1978, p. 135)

Needs and Problems of Care-giving Famflies

1f the needs of care-giving families are to be met Lv the mental
health profession rather than non-traditional mental health channels
(Gartner and Riessman, 1980), this scapegoating of families must cease.
Practical attempts to Improve and maximize a relationship with care-
giving families must also be initiated.

One way mental health professionils can begin to improve the
relationship with care~giving families is to {dentify what it is about
schizophrenia that makes life difficult for care-giving families on a
dally basis, CGriffin and Lewine (1980) have articulated three reasons
for such an {dentification:

1) In targeting problems that are common across families,
strategies that can be used in coping with problem behaviors may be
developed,

2) Other researchers may be encouraged to investipate in
more detall the !=nact of chronfcially mentally i1l relatives upon
their families,

3) In presenting the tamilies' problems, mental health
professionals might be encouraged to reevaluate thelr belfefs and
attitudes about familles who have a schizophrenic relative, and
especially parents who have a schizophreaic child.

As was stated carller, there have been several studles on the
needs and problems of care-giving famflies, Seven of these studies will

be examined here. Four of these studies utilized direct interview tech-

niques, while the remaining three utilized survey methods,
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Interviews

Yarrow, Schwartz, Murphy, and Desey (1955). Yarrow et al., Inter-

viewed 33 wives whose husbands were psvenfatric patients. The purpose
of the Yarrow er al., study was to analvze the copnitive and emotional
problems encountered by wives while they attempted to cope with the
mental illness of thelr husbands.

The results of the Yarrow team's study indlcated that physical
complaints/worries, hetavioral deviations from routine, nervousness,
irritability, strange or blzarre thoughts, delusions, hallucirations, and
strange behavior manifested bv the husbands were conslidered by the wives
to be the most significant household problems,

Grad and Sainshury (1968). CGrad and Sainsbury compared the impact
of hospital versus community care upon families with a mentally {11 rela-
tive. One of the most significant findings was that over one-half of
all regpondents reported that their own mental health was effected by
their relative's psychiatric disorder. Most of the care-giving famllies
attributed the symptoms of thelr mental health disturbance to "worry
about the patient", Many other familics belfeved that their insomnia,
headaches, excessive irritabilitv, and depression were also due to concern
over the relative's psychiatric condition.

Thirty-two percent of the care-gliving familics reported that thedir
gsoclal and lelsure activities were restricted by care-piving responsi-
bilities, Domestic routine (e.g., housework, shopping, cleaning, cte.)
disturbances were also noted by 297 of the carc-piving families, Twenty-
five percent of the care-giving families suffered an income reduction of
10%2—while another 107 of the familics endured a 307 reduction in income,

The reduction in income was attributed to the loss of work hours-—-hours



which had to be spent with the mentally i1l relative (nstead.

Mot » specific problems of the mentally {1} patlent which made life
difficult for the care-giving families included: aggression, delusions,
hallucinations, confusion, and the {nability of patients te care for
thelr ~va needs. The ledast frequently cited problems were dangerous
and embarrassing behavior, and behavior censpicuous enough to provoke
comment s from nelghbors,

Pringle (1973). Pringle assembled an interview/personal experi-
ence study of the nceds and problems of care=piving families. Pringle's
work depicted the evervdav Tives of familivs who care for schizophrenic
relatlves, hrratic mood swings and unpredictable behavior were the
problems described by Pringle as belng most burdensome to care-glving
families,

Creer and Wing (1975)., ‘1he most recent Interview study was con=
ducted by Creer and Wing., The three-fold purpose of (reer and Wing's
study was: 1) to describe the Impact of schizophrenla upon the relatives
of the patient, 2) to determine the problematic behaviors of the schizo-
phrenic relative, and 3) to assess how famllies cope with those problems.

The results of Creer and Wine's study indicated that socfal with-
drawal and closely related autistic tvpe behaviors were most hothersome
to famllv members, The most common problems confronted by care-giving
fanilies were the schizophrenic relative's lack of interaction, slowness/
lethargv, lack of conversation, lack of lelsure interests, and self-
neglect., Care-giving families also found socially emharrassing behaviors
of their mentally {11 relative to be extremely discomforting, These
behaviors included: restlessness, odd {deas, hallucinations, {rratfonal

fears, and laughing or talking to oneself,
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A summary of the four previously described interview studies

Insert Table 1 about here
is presented in Table 1. In the next section, data obtained from the

survey studies will be explored,

Surveys

Kraus (1976}, A six ftem questionnaire was devised by Kraus and
sent to 276 famllics who care for chronically mentally [1] relatives,
Fortv-nine of the care-giviny families responded., The majority of the
respondents were parents or widowed mothers of o mentally 111 child,

The most common complaints of these respondents regarded insuf-
ficient counseling from mental health professionals in the foliowing
areas: 1) their relative's psvchlatric diagnosis, 2) their relative's
prognosis, 3) their relative's progress, 4) their relative's therapy, and
5) the social fmplications of their relative's psychiatric §llness, These
families also charged that mental health professionats gave faulty diap-
noses, were frequently ipnorant of domestic conditions, and were callous
in discharpging or readmicting patients,

Less specific problems clted by care-piving familics {ncluded
various types of antisocial or asoclal behavior of thelr mentally 111
child and its effect upon thelr familv's soclal relationships with
friends and neighbors. Kraus sugpested that a national orpganization
dedicated to the support of families with chronically mentally 111 reta-

tives be created.
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Hatfleld (1978), 1In Hatfleld's studv, a questionnaire containing
250 questions was miailed to members of the Scivizophrenia Association of
Greater Washington, Eighty-nine of the 107 returned survevs were sultable
for analysis. Eightv-five percent of the respondents were parents of a
schizophrenic patient, while the remaining 15 percent were comprised of
siblings, spouses, and other close relatives of a schizophrenic patient,

More than 50 percent of the respondents found the primarv svmptoms
of schizophrenia the most ditticalt to bear,  These svmptoms included:
hearing volees, nonsensical verballzations, emotional lability, outbursts
of anger, and unjustified suspicions,

Holden and fewine (1979), Holden and Lewine's comprehensive sur-
vey of 203 families uncovered problems similar to those found by Hatfleld,
Aggression, irrational belictfs, unpredictability of hehavior, and socfal
inappropriateness were the problems described by care-piving families
as being the most trequently occurring disturbances.,

The results of these three survevs arce summarf{zed in Table 2.

In.¢rt Table 2 about here

[t is interesting to note that both fnterview and survey studies of
care~giving families uncovered similar needs and problem arcas. Two
particularly pood reviews of this literature presented by Griffin and
Lewine (1980). and Kriesman and Joy (1974) also offer many interestiny
quotes from care-giving familv mewmbers which provides even more insight
into the plight of thosc who care for chronic schizophrenie relatives

on a dafly basis,
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Care-giving Families Assess the

Mental Health Profession

Studies which have disclosed care-glving families' asscessments of
the mental health profession all reveal a mounting criticism of both
mental health professionals and che services they ffer (Holden and
Lewine, 1979; Hatfield, 1979; Lamb and Oliphant, 1978; Kriesman and .)oy,
1974), The care-giving families were especially critical of rthe theoretical
orientations, therapeutic practices, and attitudes of mental health pro-
fessionals toward schizophrenia and toward parents with schlzophrenic
children. lThese studies also reflect a general criticism of the awareness
and response of mental health professionals to the needs of families
caring for schizophrenic kin,

In order to gain a better understanding of how care-giving fami-
lies assess mental health professionals, a survey study conducted by
Holden and Lewine (1979) will be examined In detail. Holden and Lewine's
effort is one of the best quantitative and qualitative research endeavors
on care-giving families' assessments of mental health professionals done
to date,

Although lfolden and Lewine's survey was used mainly to investipate
families' overall satisfaction with mental health professionals, there
were questions on the survey pertaining to what families belleved were
the major shortcomings of the mental health profession, as well as what
families belleved mental health professionals should do to remedy those
shortcomings. A final question on the survey requested that families
comment on 1Issues of specific interest to them that were not previously
covered in the survey., All questions were of the forced-chofce format

(respondents chose the one response which best described their own
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feel ings), although there were numerous open-ended questions which
allowed families to elaborate on their forced-choice responses.,

Five hundred surveys were mailed out to the presidents of seven
famlly support groups which represented five peographical areas: Com-
munity Mental Health Organizations Inc. (Englewood, N.J.), Friends
and Family of the Chronically Mentally Disabled (benver, Co.), Friends
and Family of the Adult Mentally [11 (Boulder, Cu.), Support Inc,
(l.akewood, Co,), Alllance for the Mentally T11 (Madison, Wis,), Parents
of Adult Schizophrenics (San Mateo, Cal.), and Families Unite for
Mental Health Rights, Iac. (Oreland, Pen,),

Of these 500 surveys, 203 were returned, One hundred forty-five

(667) of the 203 responses came from mothers with a schizophrenic child,
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Insert Table 3 about here

More detailed demographic features of the respondents are summarized in
Tahle 3.

The general level of satisfaction with mental health professionals
was quite low. Seventv-four percent of the responding care-giving fami-
lies felt some degree of dissatisfaction with mental health professionals,
Forty-two percent of the dissatisfied familles rated themselves as ''very
dissatisfied" with mental health professionals. The remaining 32 percent
of the dissatisfied families rated themselves as '"generally dissatisfied.”

Two percent of the families felt "very satisfied” with mental health
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Insert Table 4 about here
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professionals. "General satisfaction' was expressed by the remaining
24 percent of the care-giving families. As Table 4 i{llustrates therefore,
roughly 3 out of every 4 care-giving families in the sample were dis-
satisfied with mental health professionals,

Table 5 summarizes the primary response o1 care-giving families

following contact with mental health professionals. More than a third of
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Insert Table 5 about here

these families expressed frustration, and only 3 percent indicated that
more insight into their child's psychiatric illness was gained by working
with mental health professionals. In a separate but related question,

66 percent (N = 125} of the mothers expressed no confidence in the
treatment provided by mental health professionals.

Families with schizophrenic relatives also had more specific com-
plaints regarding the services rendered by mental health professionals,
For example, 75 percent (N = 139) of the families believed that mental
health professionals did not adequately explain their child's psychi-
atric diagnosis. Table 6 presents the reasons why care-giving fami-
lies thought the professionals' explanation of the diagnosis was in-

adequate, As is evident in Table 6, most of the responding families
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Insert Table 6 here
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indicated that mental health professionals were either too vague about

the psychiatric diagnosis, or avoided the igsue of the diagnostic label
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all together. In contrast to what one might expect, only 4 percent of
the families regarded the explanation of the psychiatric dfagnosis as
too technical.

A more surprising finding of this study was that although 95 per-
cent of these families cared for mentally 111 relatives whe used psycho-
tropic medication, only 54 percent of the families were told why psycho-
tropic medication was necessary for their relative, lven more surprising
was the finding that only 20 percent of these same families were warned
of the side-effects of the particular psychotropic medications used by
their relative,

Responses to the open-ended questions further elucidated care-
giving families' criticisms of the mental health profession, For example,
care-giving families stated that:

"Family members are made to fecl they have done
something really wrony."

"Profegsionals treat parents as 1f they were
the enemy."

"T was left out in the dark. Everything was
frighteniag because it was unexplained,"
Care-giving families also characterized mental health professionals
as incompetent, motivated by money, and hostile.

Yet some might argue that care-glving families assess the mental
health profession negatively because of unrealistic expectations, or
because of frustration over the poor progress of their schizophrenic
relative, or even because of some latent psychological problems within
the family. Holden and Lewine however, disagree with this interpretation.

These researchers argue that this conclusion would be inconsistent with
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all the other data obtained from famiiies, Families who Holden and
Lewine believe repeatedly demonstrated a remarkable sophistication in
knowledge regarding mental illness, and especlally schizophrenia.

It appears that care-giving familles are thus, seeking realistic
and practical guldance i‘rom mental health professionals through their
complaints, Examples of such complaints recorded by Holden and Lewine
included:

"1 need practical ways of dealing with day to
day difficult behaviors.”

"I would like professional advice on how to
help my son live as normally as possible when not
hospitalized."

"I would like consultations about what 1 could
reasonably expect of my son.,"

"We need a clearer idea of the therapist's ob-
jectives and knowledge of how we could fit in
with therapy."

"Professionals are reluctant or unable to com-
municate what they are about or how we can effec-
tively aid in the process of recovery,"

"We have received conflicting advice from pro-
fessionals on what our role should be in treating
the patient.”

"Each doctor seemed to make a different decision
and [ was never helped to understand why., ['m not
sure what to think,”

Evidence obtained from care-giving families indicates however,
that these legitimate requests for iInformation and support are frequently
interpreted by mental health professionals as a family's desire for
simple reassurances and easy answers. This view of care-glving families

has undoubtedly had a profound negative impact upon the working relation-

ship between mental health professionals and families with gchizophrenic
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relatives (Christ and Wagner, 1966}. And the end result {s that neither
the meutal health professional nor the care-giving fami{lv understands

what each other 1s all about.

Targeting the Clinical Bias

Toward Families with Schizophrenic Relatives

The attitudes of mental health professionals toward patieunts
have been investigated (Wills, 19/8), The effects these attitudes
have upon the helping responses of mental health professionals have
likewise been examined (Batson, 1975). Despite this fact however,
little 1is actually known about the attftudes of practicing mental
health professionals toward families with schizophrenic relatives,
Consequently, nothing is known about the mediating effect these re-
spective attitudes might have upon the willingness of mental health
professionals to provide support and services to care-giving families
and their schizophrenic relatives,

More research into the attitudes of practicing mental health
professionals toward families with schizophrenic relatives is warranted
for two basic reasons: 1) care-glving families and thelr schizophrenic
relatives are consumers In need of the support and services that
mental health professionals bave heen tralined to provide, and 2) logic
dictates that the offcectiveness of care=giving families be maximized
since traditional mental health services are often unavailable to the
chronle schizophrenic patient placed into the community. The purpose
of the following studv is to determine how the theoretical orienta-
tions, therapeutic practices, and attlitudes of mental health profes-

sionals toward schizophrenia and especially toward families with



schizophrenic relatives effect their willingness to offer support and
services to care-giving families—the major primary caretakers of the

deinstitutionalized chronic schizophrenic populaticen.

- =

Subjects

tne hundred and fiftv-one mental health professionals throughout
northern, central, and east central linols were contacted.  These
mental health professionals included: 1) psvehiatrists, ) psycholo-
pists, 3) psychotherapists, 4) psychiatric nurses, 5) social workers,
6) mental health technicians, and 7) crisis Intervention/outreach
workers, light Universitv <tudents currently enrolied in a mental
health workers practicum program (for underpraduate psychology majors)
also participated In the studv,

The mental health prufessionals were recrnited from a variety of
psychlatric facilities, agencles, and clinfes,  These facilities, agen-
cies, and clinics Iincluded: 3 private psvehlatric out-patient clinics,
1 county run psvchiatric out-patient agency, ! communirv mental health
center, 1 University affitiated psychlatric out-patjent clinice, 1 psy-
chiatric In-paticent wing of a general hospital, 1 intermediate care
psvchiatric [(n-patient facility, and 2 state run psychiatric in-patient
hospitals. Efforts were made to obtain equal population samples from
each of the differing types of psvehiatric settings.

'rior to contacting mental headth professionals affiliated with
any facilitv or agency, appropriate administrative authorization was
first obtained. The administratfons of everv facility or agency con-

tacted agreed to let their mental henlth staff members be recruited
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for this study.

All mental health professionals recruited were assured that par-
ticipation in the study was voluntarv—and that refusat to participate
and/or complete the study would not result in anv on-the-job repercus-
stons, Of the 151 mental health professionals originally recruited,

859 (567) have completed the study thus far. A detailed deseription of
the demographic characteristics of these respondents will be presented
in a later sectlion,

Follow=-up contacts with many of the mental health professionats
who failed to complete the study indicated that over 907 of the mor-
tality rate was due to "ltack of time", Other factors contributing to
the mortality rate were: 1) disinterest in the study, 2) difficulty
understanding purpose of the studv, 3} difficulty understanding and re-
sponding Lo questions, 4) inability to characterize attitudes and
therapeutic approaches in the format required by the studv, and 5) lack

of experience with schizophrenie panfents and thelr families.,

Apparatus
A survey entitled "Schizophrenia Survey for Mental Health Pro-
fessfonals" was devised (a copy of this survey can be found {v Appendix A).
The survey was divided into six sub-sccetions:
General Tnformation, The flrst sccetion of the survey requested
general information from the respondent such as their profession, sex,
and age. Other questions included in the general {nformation section
concerned the economic resources of the schizophirenic patients treated
bv the respondent, i well as the percentage of schizophrenic patients

in the respondent’'s casceload,
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Theoretical Orientation and Therapeutic Approaches. The second

section of the survey was used to target the theoretical orlentations
of respondents toward mental i(llness in general and schizophrenic
ilIness in particular. [In the remainder of this sectfon respondents
were questioned on the efffcacy of varlous therapeutic approaches to
the treatment of schizophrenia,

The Treatment and Cause of Schizophrenta, The third section of
the survey requested the respondents to rank the importance of various
factors to be considered in the treatment of schizophrenia,  Other
questions In this section required the respomdents to indicate their
hellefs regarding the etiolopgy of schizophrenia, A flInal question in
this section instructed the respondents to Indicate the oripgin of their
beliefs regarding the etiology of schizophrenia,

Practices of Mental Health Professionals,  The fourth section of
the survey sampled some of the specific practices of mental health pro-
fessionals,  For example, respondents were asked to indlcate the tvpes
of questions recelved from familfes with schizophrenic relatives that
they do and do not respond to, Respondents were also asked to identify
the tvpes of services thev do and do not provide for families with
schizophrenic relatives, The last question {n this section Instructed
the respondents to indicate the percentage of families with schizophrentie

relatives they believe are satisfied with the current mental healtn

profession.

Families with Schizophrenle Relatives. In sections five and six of

the survey respondents were instructed to identifv their perceptions of

families with schizophrenic relatives, Specitically, respondents were
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asked to characterize parents with a schizophrenic child and to disclose
their feelings regarding these parents with a schizophrenfc child., The
respondents were also asked to provide opinfons regarding the orpganiza-
tion of self-support groups for families with schizophrenic relatives.
All the questions in the survey, except the last four questicens,
were of the forced-choice formiat, The fInal four questions were open-
ended. A space for comments followed every question, These comment
spaces allowed the respondents to expound on questions and issues of
specific Interest to them., The majortty of mental health professionals
fullv completed the survey In approximatelv 10-15 minutes. The practicum

students needed approximatelv 25-30 minutes to complete the survey,

Procedure

Selection of the psychiatric facllities, apencles, and clinics
used in this studv was based upon two factors: 1) tvpe of psvchiatrie
services offercd by the particular establishment, and 2) geographic
location of establigshment. Attempts woere made to obtafn samples from
mental health professiorals afffliated with as manv different types of
psychiatric settings as possible, Efforts were also made to obtaln
samples from mental health professionals fn as many different peo-
graphical locatlons as possible,

Once the particular psvchiatric facilities, agencies, and clinfcs
were selected, appointments were made with their administrators to dig-
cuss this study. As stated earlier, the administrations from every
facility, agency, and clinic contacted allowed theilr mental health staff
members to be recruited tor this studvy,

Once administrative approval was obtained, announcements were
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made to staff members that their participation in a research project
concerning “the perspectives of mental health professionals on the
cause, diagnosis and treatment of schizophrenia' was requested. In-
terested staff members were then summoned to a locale where the surveys
wvere distributed,

Although the survey was self-explanatory (see Appendix A), any
questions mental health professionals had concerning the questions or
forced-cholce responses were answered. Once the surveys were completed,

"any final comments or

respondents were individually asked {f thev had
quest fons concerning this study'”. Responses ande to this question were
noted or tape recorded (Sony TCM-121) with the respondent's consent,
All covperating facllities, agencies, and clinics were presented
with the results of this study and a copy of this thesis for pu.poses
of debriefing. The respondents were also presented with a phone number

and an address where any final comments concerning the results of this

studv or this thesis could be directed.

Regults
Demographic Characteristics of Respondents
Although attempts were made to obtain equal samples from each
sub-specialty within the mental health profession hierarchy, several
sub-specialties became disproportionately represented in the study
nonetheless, For example, only 4 psychiatrists affiliated with the
previously described agencies, facilities, and clinics completed and

returned their surveys. At the other extreme, 22 social workers

Insert Table 7 about here
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completed and returned their surveys. There was also an unfortunate
under-representation of the crisis intervention/outreach worker sub-
speclalty. This can be attributed to the fact that only one agency
contacted utilized this type of mental health professional, Table 7
contains a comprehensive description of the number of professionals frcm
within each sub-gpecialty that participated in the study. The tm-
plications of this disproportionate representation will he discussed
more fully later.

In terms of the gender of the respondents, 31.87 of the sample
was male, while 55.37 of the sample was female., A remaining 12.9% of
the sample chose not to report thelr gender,

The ages of the respondents ranged from 21 years to 73 years.
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Insert Table 8 about here

—v——— i - — -

The median age of the respondents was 29.8 years, A more detalled

description of the ages of the respondents ic contained in Table 8,
The respondents varled considerably regarding their years of

experience in the mental health profession. While the majority (54,1%)

of the respondents reported apnroximately 1-5 years experience iIn

Insert Table 9 about here
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mental health services, there were respondents logging 1in between as
many as 25-32 years experience in the mental health field, The mean
and median years of experience for the respondents were 6.4 and 4,3
years respectively. An in-depth illustration of the respondents' years

of experience in the mental health profession can be found in Table 9.
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The percentage of schizophrenic patients in the caseloads of the
respondents also varied considerably. 27% of the respondents indicated
that 60-80Z of thelr caseload consisted of schizophrenic patients,
Caseloads comprised almost exclusively of schizophrenic patients were
reported by 237 of the respondents, 20% of the respondents claimed that
0-20% of their caseload contained schizophrenic patients.! Another 177
of the respondents indicated that 20-407 of their caseload was comprised
of schizophrenic patients. The remaining 137 of the respondents stated
that 40-60% of their caseload was made up of schizophrenic patients.

The economic resources of the majority of patients treated by

the respondents were characterized as less than adequate. Alinost ~NZ

Insert Table 10 about here
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of the respondents indicated that a majority of their patients were to-
tally dependent upon public aid and Social Security benefits for sur-
vival., 447 of the respondents claimed to primarily treat patients in
the lower middle and lower income classes. The final 97 of the respon-
dents reported that their patients were of the middle income status.

As can be seen iIn Table 10, no respondents claimed to treat patients in

the upper or upper middle income classes.

Theoretical Orientations and Therapeutic Approaches

-

The two most preferred theoretical orientations for understanding

mental {llness were psychodynamic (reported by 28,27 of the respondents)
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IThis percentage figure was obtained primarily at a large state
psychiatric hospital where a new psychiatrist had recently changed many
of the chronic undifferentiated type schizophrenia diagnoses (295.92) to
bipolar manic depression diagnoses (296,6X). The respondents reported
the most recent of the two dlagnoses. Otherwlse, these respondents stated
thot they would have reported an 80-100% caseload of schizophrenic patients
{ace DSM IT!, 1981 for explanation of the diagnostic code numbers).
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and social learning (reported by 24.7% of the respondents). The third
most preferred tieoretical orientation for understanding mental illness
was described as genetic/blological (reported by 17.6% of the respon-

dents)., Other theoretical oricentations such as phenomenological and

Insert Table 11 about herc
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diathesis/stress were about equally preferred by the remaining 167 of
the respondents. Table 1l contains a description and summary of the
preferred theoretical orientations of the respondents for understanding
mental illness,

Interestingly enough, despite the fact that the psychodvnantce
orientation was the most preferred theoretical orientation for undes-
standing mental illness, the psychodynamic approach was considerced the
least useful therapeutic approach for treating schizophrenia, Onlvy
three (3.5%Z) of the respondents considered the psychodvnamic approach
a4 viable treatment for schizophrenic illness. In fact, 70.57 of the
respondents considered the psychodynamic approach the least useful of
all possible treatments of schizophrenia,

Pharmacological (i.e., major tranquilizers) strategies were con-
sidered by 38.8%Z of the respondents to be the most useful treatment of
schizophrenia. The next mwost useful strategy in the treatment of
schizophrenia was considered to be an eclectic apprcach—consisting of
both pharmacological and behavior/cognitive modification therapies.

The eclectic approach was selected by 25.9% of the respondents. Be-

havior/cognitive modification therapies alone were regarded as the
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Insert Table 12 about here
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third most useful treatment of schizophrenia, being reported by 15.3%
of the respondents. Table 12 illustrates how the respondents rated
the usefulness of various types of therapeutic approaches to the treat-

ment of schizophrenia.

A sizeable portion of the respondents (42.47) reported that
the most important factor to consilder when developing a leng-term
treatment plan for the chronic schizophrenic patient was, "the degree
of support the patient could obtain from family members'. Respondents
considered biological factors=—such as medication efficacv—the sccond
most important factor to consider in the development of the long-term

treatment package. None of the respondents considered suppovt from

Insert Table 13 about here
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friends to be of primary importance in the construction of a long-term
care plan, Taple 13 illustrates the respective evaluations of resnondents
concerning the importance of these and other factors when devising a
long-term treatment scrategy for the chronic schizephrenic patient,

All of the resapondents expressed definite beliefs concerning
the cause of schizophrenia, Deviant familial {nfluences were viewed by
35.72 of the respondents to be the one factor most contributing to the
caugse of schizophrenia. Biochemical malfunctions such as excess dopamine
were regarded as the second most contributing factor to the cause of
schizophrenia (chosen by 31.87 of the respondents), 24.77 of the re-
spondents considered schizophrenia to be the result of 4 penetice pre-

digposition. Other potential etiological factors such as diet/vitamin
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Insert Table 14 agbout here
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deficiency, social pressures, and labelinpg someone schizophrenic were

not as Implicated as deviant famitial influences, biochemical malfunc-
tions, or genetic inheritance in the etiology of scehizophrenta. Table 14
deplcts the evaluations of respondents concerning the imporiance of
various potential etiological factors,

Almost 407 of the respondents attributed their beliefs repgarding
the cause of schizophrenta to "experience with schizophrenic patlents
and their families”. Another 27,17 of the respondents attributed their
belfefs regarding the etiology of schizophrenia to both “"training and
experience”. 16,57 of the respondents thought that their training
alone underlied thelir etiological assumptions., Less than 157 of the

sample felt that thelr hellefs regarding the cause of schizophrenia

were derived from reading current literature,

Practices of Mental Health Professionals

Contact with Families. over 507 of the respondents reported
that they have contact with at least 1-3 different families of schizo-
phrenic patients per week. About 257 of the respondents claimed to

meet with 4-10 different families per week. Onlv 3.5 of the respondents
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Insert Table 15a about here
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indicated that they interact with 11 or more different families per
week. The frequency in which respondents meet with different families

of schizophrenic patfcents on a weekly basis {« contained in Table 159,
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As 1s shown in Table 15b, thosce mental health sub-specialties
having the most frequent contact with :amilies of schizophrenic patients

were social workers and mental health technicians., Psychiatrists and

Insert Fable 15b about here

psvchologists were the sub-specialties having the lceast frequent con-
tact with families.

Schizophrenia Information, A wajorgatv (78.87) of the respon-
dents reported that they regularly provide information about schizo-
phrenia to families., Of the remaining 207 of the respondents who said
that they did not regularly provide families with information reparding
schizophrenfia, most Indicated that thev did not do so because they “elt
familles were not interested or would not understand the informacion
anyway. A few respondents stated that they have never been asked about
schizophrenia by any families.

Symptoms, Diagnosis, and Prognosis Information.  About 207 of
the respondents reported that they do not provide information regarding
the prognosis of schizophrenia because of the uncertainty of the
predict ion.

Almost 67 of the respondents indicated that thev do not discuss
the diagnosis of schizophrenia. The reasons given for not discussing
the diagnosis ranged from criticisms of the label itself, to not wanting
to ‘righten the family or the patient.

None of the vespondents claimed to avoid questions resarding
the syrntoms of schizophrenia.

Psychotherapy and Medication Information. Three-fourths of
the respondents were willing to provide information to families con-

cerning specific psvchotherapeatic techniques and the effects (both
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wanted and unwanted) of medication. The respondents who fudicated that
they do not regularly discuss therapeutic techniques and medication
effects with families gave the following tvpes of reasons for not doing
so: 1) feared the information would break the ethic of therapist-client
confidential ity, 2) was prohibited from doing so by superfors, 3) felt
it was not their responsibility to explain this information to families,
and 4) did not have the knowledge necessarv to discuss these Issiwes,

Etiological Information, Nearlv 457 of the respondents reported
that they regulariy inform families of their own heliefs regarding the
cause of schizophrenla. A rewmainlng 557 of the respondents stated that
they do not provide information to families regarding the cause of
schizophrenia because the informatton would be merely speculative.

Pract fcal Suggestions, oOver 80° of the respoudents indicated
that they repularly provide families with practical suggestions on how
to deal with their schizophrenic relatives at home. Reasons glven for
not providing families with practical sugpestions on home care ranged
from beliefs that famjlies would misinterpret or misunderstand such

saformation, to the bellef tnat families were not interested §In recelving

these types of supgestions.

............

fuilt, Most (707) of the respondents claimed that a majority
of parents feel guilty about causing the schizophrenla of their child.
24.7% of the respondents reported that they have not sensed these
puilt feelings In the parents of schizophrenic patients they have come
into contact with.

Attention Given to Families. Aimost three-fourths of the
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resvondents indicated that familles with schizophrenic relatives do
nnt receive adequate attention from mental health professionals, Sev-
| eral respondents who did report that familie: were indeed, receiving
enough attention from mental health professionals commented that, "only
so much can be done for families since the needs of many patients are
not being met" and that "families are low priority when budgets are
being cut."”

Satisfaction of Families, About a third of the respondents he-

lieve that 40-607 of all famliies are satisfled with their cont.act -
Insert Table 16 about here

and experiences with mental health professionals, 22 of the respondents

felt that 20-40%Z of the familles were satisfied. Onlv one respondent

thought that 80-1007 of the famll{es were satisfiecd with the mental

health profession. Table 16 {1lustrates the comparat ive breakdown of

respondents' belicfs regarding the satisfaction of familfes with the

mental health profession,

Attitudes Toward Famillices
characterlzations of Parents, More than 507 of the respondents
characterized parents with negatively charged descriptions. Some
examples of these negative characterizations were as follows:
"Inadequate as parents, inconsistent with love
and discipline."
“"Superficial and evastve,"

"Very Ignorant ., , may have reasons for main-
talning the patient's sick behavior.,"

"They look for miracle answers, and most quickly
deny there {s any other mental fliness In the
family."
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"On the rigid side; problems with separation
and individuation; often judgmental and critical.”

"Overindulgent, preoccupied . . . give double-
messages, detached emotionally ., . ."

" . . . often too invested."

"Aggrceusive, emotionally unbalanced, passive
fathers, manipulative, rigid."

"Schizophrenic,”

"Underlying marital problems. Readily allows
child to refocus attention awav from marital
issue by his schizophrenic behavior., Signifi-
cant communicat fon problems (double-bind).”

"Though they often are not identified as the
sick patient, they often exhibit manv of the
character{stics and behaviors found in the
schizophrenic child.,”

" . . . overprotective and controlling, often
supporting the repressive behavior, . ., emo-
tionally distant , , "

"Rigid, anxious, overpermissive, give double
messages.,”

"Concerned In a "matter of factly" way."

"I often see o lot of rejection, or the opposite
of overinvolvement, and weak boundaries."”

"They frequently demonstrate rigidity, ambiva-
lence, ambigufty , , "

“Most of the time one or both parents exhibit
schizophrenic behavior.," '
Roughly 15% of the respondents characterized parents with
schizophrenic children in an ambivalent fashion., Ambivalence was re-
flected in the following types of statements:

"Usually guflt ridden but also very over-
protective."
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"Overwhelmed and inadequate , , ."

"Strensed, confused, angry . . . generally
“weirder" than parents as a class in general."

"Suffering from stress. Inability to be ob-
jective regarding their son/daughter.”

"Such parents are both witting and unwitting
contributors to their child's condition.”

"Frustrated and impatient."”

About one quarter of the respondents characterized parents
in such 4 way as to indicate some Insight {nto the plight of families
with schizophrenic relatives, Thesc characterizations took the fol-
lowing form:

"Cuilt ridden, confused, frustrated, most feel
abandoned by psychiatrists and other professionals,”

"Discouraged, exhausted, gpuilt-ridden, desperate,
burnt out parents."

"Frustrated, angrv, guilty, embarrassed, con-
cerned."”

"From the parents ['ve met, they've been quite
support ive.”

“They have tried many solutions. Thev are burnt

out on solutfons and hopes., They feel oxtremely

helpless.”

The remaining 8% of the respondents reported that they did
not have enough experfence {0 characterize parents or they did not
respond to the question,

Feelings Toward Parents. Although more than 507 of the re-
spondents characterized parents of schizophrenic patients in.a nepative

fashion==only 257 of the respondents expressed negative feelings toward

thedse parents:
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"1 feel they are very much involved in the
schizophrenic illness-——as contributing factors
and as victims themselves."

"1 feel that they are so busy worrying about
their own survival that they are too busy to do
mich in an emotional way for the patient. Some
are detached and unable to love their children.”

"They are merely continuing a pattern which
spang at least three generations,"

" . .+ « parents have little concern about the
schizophrenic resident.”

"Often are a good part of the cause of schizo-
phrenia, but not always."

"1t 1s difficult to get them to be consistent
ad/or make changes that will benefit the patient.”

"Unfortunately I often find them hard to work
with because they are often dominatling in Inter-
views with their children."

Exactly 407 of the respondents expressed sympathv, empathy,
and a willingness to work with more parents of schizophrenic patients,
These respondents indfcated that:

"There 1s a preat need for programs of instruc-

tion and support for all families concerned,”

"I find it very useful to involve parents in
treatment."

"1 am always pleased when parents ask for infor-
mation and/or ways to help the patient and them-
selves,"”

Ambivalent feelings toward parents were expressed by 107 of

the respondents. These comments took the following form:

"Somet Imes I feel sympathy, sometimes angrv."

“Understanding and sympathy . . . impatient when
they are unwilling to have any Insight or change
behavior."
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"In cases where I felt the parents were very
much to blame, it would be hard to remain ob-
Jective . . .Y
Of the remaining 222 of the respondents, 107 were not able tb;
ot chose not to describe their feelings. And the final 12% of the
respondents reported that they either were not sure about fheir feelings
toward these parents ¢r that they did not have any feelings one way or
the other concerning parents of schizophrenic patients,
Self-Support Groups for Parents., Only about 5% of the respon-
dents expressed any reservations regarding the development of self-
support groups for parents with schizophrenic children, The following
statements are examples of those reservat {ons:
"1 feel the megavitamin thing got out of hande——
mak ing megavitamin treatment a cultish thing—and

viewing orthodox psychlatry as a villain preventing
the public from having a curative treatment,”

¢ » o+ could result in a can vou top this men-
talfty because of the often bizarre behaviors and
thought processes of schizophrenfcs,"

. « » the majority of relatives | have dealt
with have Hittle or no interest {n their {11 family
members, ™

" v+ . 1 would be wary of this as a panacea."

The overwhelming majority (837) of the respondents expressed
extremely positive reactions to the fdea of self-support groups.
Benefits to both the family and the schizophrenic patient were seen
as resulting from the utflization of self-support groups,

Two (2.47) of the respondents were nol sure how they felt
about self support groups, and six (7.17) of the respondents did not

report thelr feelings regarvding this issue,
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Factors Associated with the Attitudes of
Mental Health Professionals Toward
Families with Schizophrenic Relatives

Sub-specialty and Attitudes. Those respondents in the sub-

epecialties having the most contact with families of schizophrenic
patients (i.e. soclal workers, mental health technicians, and psychi-
atric services), were the mental health professionals who most fre=-
quently characterized families with schizophrenic relatives in a nega-

tive fashion.  Psychiatric nurses were the most likely mental health

Insert Table 17 about here

G E e A MR e e mrem s mcE R e m @ A - A e a -

professionals to character{ze families in a negative fashion. In fact,
917 of the psvchiatric nursing respondents (n = 11) characterized fami-
lies with negatively charged labels. Mental health technicians and
soclal workers respectively, were the next most lLikely mental health
professionals to characterize families in a negative manner. Inter=-
estingly enough, 66.77 of the practicum students (n = 8) characterized
familics in a negative fashion despite the fact that taev have had
limited to no contact with the families of schizophrenic patients,
Table 17 summarizes the relationship between sub-gpecialties in the
mental health profession and characterizatfons of families,

The characterizations showing the most inslght into the dilemmas

of families with schizophrenic relatives were receilved from the
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2pging the chi-square analysis, the relationship between these
three sub-specialties and negative characterizations of families was
found to be significant (p < .05), The use of chi-square analysis with
n = 85 is however, probiematical., The chi-square statistical test of
gignificance was nonetheless, reported for interested readers.
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psychotherapist respondents. A;most 60% of these mental health pro-
fessionals (n » 12) reported that families with schizophrenic relatives
have needs in their own right--and deserve more support and services
from mental health professionalas. 50% of the psychlatrist respondents
(n = 4) reported characterizations similar to those cortributed by

psychotherapists.

Experience and Attitudes. There is evidence to indicate that

P N

with Increasing experience, mental health professionals begin to char-
acterize families with schizophrenic relatives with more Insight and
empathy.* As was iIndicated earlier however, thouse respondents with
the most experience—were the lteast !ikely respondents to come into
regular contact with families of schizophrenic patients.

Theoretical Oriertations and Attitudes. Table 18 fllustrates
the relationship between the various theoretical orientations of re-
spondents and their corresponding characterizations of families with

schizophrenic relatives, About 727 of the respondents who described

Insert Table 18 aboul here
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their preferred theoretical orientation for understanding mental illness
as social learning (n = 18) also reported negative characterfzations

of families with schizophrenic relatives. Negative characterizations

of families were also expressed by 71.4% of the respondents (n = 7)

who claimed to prefer the diathesis/stress theoretical orientation,

Roughly 65% of the respondents (n = 9) who described their preferred

31t should be pointed out that a chi-square analysis did reveal
a significant (p < .0l) relationship between experience and empathetic
characterizations. However, the reader must be reminded that n = 85 iIn
this study. |
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orientation as phenomenological also characterized families In a nega-
tive fashion,

Empathetic characterizations of familiex were primarily con-
tributed by those respondents describing their theoretical orfentations
as basically genetic/biological (n = 15)., Of this group, $3.57 indicated
that ways to improve and maximize the alliance with families were
warranted,

Treatment of Schizophrenia and Attitudes. The respondents who
selected psychodynamic approaches (n = 3) and family therapv approaches
(n = 1) as the most useful treatments of schizophrenic fllness all
characterized families extremely nepgatively., Nepative characterizations
of families were also obtained from 62.57 of the respondents who regarded
phenomenological approaches as most efficacious In the treatment of
schizophrenia (n = 8).

Those respondents favoring cither a purelv pharmacological
approach (n = 31) or a purely behavior modification approach (n = 12)
were particularly ambivalent In their characterizatfions of famflic ..
Over 337 of the respondents that viewed either one of the treatments
alone as the treatment of chofce for scnizophrenic 1llness characterized
families in an ambivalent fashion,

No one treatment or treatments were parcicularly associated
with empathetic characterizations of families. All treatment approaches
contributed about equally to the total number of empathetic characteri-

zations of families.

Ftiological Assumptions and Attitudes. Nearly 607 of the re-

.....

spondents who regarded deviant familial {nfluences as the primary cause

of schizophrenia characterized families {n a negative fashion. About
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60% of the respondents who espoused the genetic predisposition

Insert Table 19 about here
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etiological theory also characterized families In a negative manner,

A third of the respondents who considered schizophrenia to be the re-

sult of biochemical malfunctions described families with negatively

charged labels. Table 19 illustrates that no other etlological group

was substantiallyv assoclated with negative characteristics of families.
Empathetic characterizat{ons of families were about equally

associated with cach of the ctiological factors considered to be pri-

mary causes of schizophrenla, 1t should agaln be pointed out that

only 307 of the respondents cxpressed unconditfonal empathy or under-

standing of families with schizophrenic relatives,

Reactions of Mental Health Professifonals to the Survey

There were many different types of reactions to the Survev,
Several respondents stated that the survev contalned obvious biases
agafnst families—while other respondents commented that they were
pleased to sve research contributing to the support of famil)les with

schizophrenic relatives.

Although some respondents were defensive about having to report
their feelings and attitudes toward families, most respondents were
quite receptive to the fdea, The administrators from every cooperating
agency, facility, and clinie requested copies of the results of this

study so that the information could be disseminated to their mental

health staffs.
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Representation in the sSample

The fact that several meptal health profession sub-specialties
were disproportionately represented in the sample might suppgest that
the resutis of this studv are lacking in both internal and external
val fdftv,  To accept this criticiam ot the results however, would be to
implicitly fmply that all mental health profession subespecialties
have approximately equal amounts ot contact with  amilfes of schizo-
phrenic patlents,

As has bheen noted by Coffman (1960), not atl mental health pro-
fession sub-specialties have equal amounts of contact with patients,
In fact, Goffman has shown that the mental health protession sube-
specfalties engaging In the most contact with patfencs, are the mental
health profession sub=speclalties commanding the least amount of power
within the mental health profession hierarchv, Consequently, it would
not be unreasonable to assume that those mental health professionals
having the most contact with patlients, are the same mental health pro-
fessionals having the most contact with famities,

The results of this study indicated that fndeed, the mental
health professionals commanding the least amount of power within the
mental health professfon hicrarchy (1.e, mental health technictans,
social workers, and psvchlatric nurses) reported the most overall
contact with families and were the most represented mental health
professionals In the entire sample.  Conversely, those mental health
professionals enjoving the most authority within the mental health

profession hierarchy (1.e. psychlatrists and clinical psvchologists)
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reperted the least amount of overall contact with families and were
the most under-represented mental health professionals in the sample,

This occurred in spite of the fact that equal numbers of mental health

professfonals from each sub-specfalty were asked to participate in the
study,”

In conclusfon, it is Pikely that a representative sample of
mental health professionals having regular contact with families of
schizaphrende patients was In fact, achieved, Unfortunately, this tyoe
of representatfon did not permit oqual representation of all mental
health professton sub=spociatties—xince not all mental health pro-

fession sub-specialties have regular contact with fumilies of schizo-

phrenice pat lent s,

..........

Attitudes toward famil les with schizophrenic relatives were
found to be most negative among mental health professionals with the
least amount of experience worklng in psvehiatric settings, As yvears of
evperience increased however, the attitudes of mental health profes-
sfonals toward tamtlics correspondingly tended to reflect both more
insight and empathy,

Yet with tenure comes promotions within the mental health pro-
fession hierarchy,  And as was pointed out earller, mental heolth pro-
fossionals usual ly erpage in tess and less contact with familfes as
they scale the mental health profession hierarchv, The end result of
this spiralling process is that those mental health professfonals

“The sole exception was the number of crisis intervention/out-

reach workers contacted, oOnlv two could be contacted because only one
cooperating agency utilized this type of mental health professional,
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possessing the greatest degree of {nsight and empathy Into the lives

of families with schizophrenic relatives, are the mental health pro-

fessionals having the least amount of contact with patients and thelr
families,

In order to solve this dilemma, {t might he profitable to enlist
the asslstance of experienced mental health professionals to: 1) train
new staff members to the needs of familics, 2) model therapeutic and
supportive staff interactions with families, and 3} iInsure that the
appropriate services and support are of fered and made available to
families in necd,

Even before entering the mental health professions however,
students have definite attitudes—mostiy nepat fve~toward families with
schizophrenic relatives, Thir was {1lustrated by the fact that almost
every undergraduate psychology practicum student represented in the
sample not only expressed negative attitudes toward families (especially
parents} with schizophrenic relatives, but also thought that deviant
famillal influences were the primary cause of schizophrenia. Sur-
prisinglv, onlv one of these practicum students had ever oven spoken
with or observed a family of a schizophrenic patient,

This fact raises some Important questions regarding the wayy in
which students are taught about things like mental {llness, etiology,
and treatment stratepies., Are tentative hypotheses and theories pre-
gented to students as though they were proven fact? In the case of
schizophrenta, evidence seems to indicate so,

it 18 also possible that a more basic intrapsychic force under-
lies the attitudes of mental health professionals toward families with

schizophrenic relatives. As Goffman (1963) has illustrated, parents
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have long been implicated in the physical and emotional disabilities
of their children——even when there i{s no evidence to support the

allegations. A child's disability frequently comes to be viewed by

people (including the parents themselves) as a form of punishment or
just retribution for some supposed wrongdoing of the parents, The
worse the child's disability, the worse the supposed wrongdoing of the
parents 18 usually considered to be,

It has been hypothesized by Lerner (19653) that attributional
processes such as these result from a motivational o« of people to
view their world as though {t werce a just, orderly, and predictable
place where evervone pets what they deserve,  This hypothesis is re-
forred to as the "just world hyvpothesis", and it mayv underlie many of
the attitudes oxpressed towird schizophrenie patients and their

familices (Burbach, 1481),

The Effect of Theoretical Orientations upon Attitudes

Theoretical orjentations utllized to understand mental {1lness
have been shown to have [mportant fmpact upon the wiavs In which meatal
health professionals conduct assessmont and treatment functions., Hern-

stein and Nietzel (1980, pps, 82-91) presented the same cane history of

Mr. A., a 42 year old Caucasian male agoraphobic te a psvchoanalvtic,
social learning, and phenomenological therapist. Each different type
of therapist reported quitce unique (1) inltial reactions, (2) assessment
strateglies, (3) hypotheses reparding etivlogy, (4) Influcnces of addi-
tlonal assessment data, and (5) outlines of treatment strategies,

In Bernstein and Nietzel's study, as was the case in this study,

dif ferent theoretical orientations were associated with different types




48

of reactions and attitudes toward the patient and the patient's family,

The differences in attitudes observed in the present study were, however,
more obvious than the differences obtained by Bernstein and Nietzel. For
example, the social learning orientation was particularly associated
with negative attitudes toward families with schizophrenic relatives.
Of the mental health professionals {dentityving their theoretical ori-
entat fon as social tearning, 727 expressed negative attitudes toward
families with schizophrenic relatives,

The social learning orientation postulates that behavior (in-
cluding deviant behavior) is primarily influenced by learning {n a
aocial context. Clven the fact that the soctal context for most children
I3 confined to the home, and that children are dependent upon parents
for information, rewiards and punishments, it is not difficult to
understand how parents and other family members often become implicated

in the ctiological assumptions of mental health professionals who

abide by the tenents of soclal learning theory,
Thaoretical orfentations which put more emphasis on the pgenetic/
biological substrates which may potentiallv mediate schizophrenic {llness,

tend to characterize families of gchizophrenic paticnts less negatively,

About 50% of the respondents who described their theoretical orienta-
tions as genetic/biological indicated that v vs to improve and maximize

the alliance with families of schizophrenic patients were needed.

Attitudes as a Functfion of Treatment Strategles

lontrary to the results of Bernstein and Nietzel's study, pre-
ferred treatments of schizophrenia were found to be independent of

theoretical orientations, Despite the fact that 24 respondents {dentified
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their theoretical orientation as psychodynamic, only 3 respondents re-
garded psychodynamic therapies as the treatment of choice for schizo-

phrenia. In fact, psychodynamic therapies were regarded by about 702

of the respondents to be the worst possible approach to the treatment
of schizophrenia.

Pharmacolopical therapy alone was considered to be the most
useful treatment of schizophrenta, Nearly 407 of the respondents
thought that pharmacological approaches provided the most help to
the schizophrenic patient.

The next most efficacious strategy was regarded as eclectic—
specified as combined pharmacology and behavior modification therapy.
Over a quarter of the respondents preferred the eclectic approach.

Behavior/cognitive modification schemes alone were noted as
being the third most productive treatments of schizophrenia. Slightly

more than 15% of the respondents identified their tveatment of choice

as behavior/cognitive modification therapy.

All therapeutic approaches were about equally associated with
negative attitudes toward families, 7Two exceptions were the psycho-
dynamic and family therapy approaches., FEvery respondent who selected
psychodynamic therapy or family therapy as the most useful approach to
the treatment of schizophrenia, described families with schizophrenic
relatives quite negatively,

While ambivalent attftudes toward families were particularly
associated with pharmacological treatments of schizophrenia, empathetic
characterizations of families were not particularly associated with
any therapeutic approach. No treatment strategy appeared to facilitate

inaight into the needs of famjlies with schizophrenic relatives.
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Attitudes ap a Function of Etiological Assumptions

Deviant familial influences were considered to be the factor

most contributing to the cause of schizophrenia., Genetic inheritance

and biochemical malfunctioning followed respectively as the second and
third most contributing factors in the cause of schizophrenia.

The results of this study revealed that the more familial
based (and that includes genetic) the mental health professionals con-
sidered schizophrenia to be=~the more likely the mental health pro-
fesaionals were to dercribe families negatively., Families are thus,
not only implicated in the etiology of schizophrenia through supposed
deed but also through genetic endowment, [t any case, the blame rests
upon the heads of the parents, As one respondent phrased {t

"1 believe schizophrenia is familial based (or
at least genetic).”
And thia, it appears, i{s reason enough to hlame and derogate families

with schizophrenic relatives,

Discrepancies Between Self and Other Evaluation

The study conducted by Holden and Lewine (1979) demonstrated
that aboul 3 out of every 4 families werce dissatisfied with the mental
health profession. Reasons given for this dissatisfaction i{ncluded
the lack of information provided to families concerning (1) schizo-
phrenia, (!) symptoms of schizophrenia, (3) diagnosis of schizophrenia,
(4) prognosis, (5) therapy, (h) medication, and (7) practical suggestions
on how to manage the schizophrenic relative at home,

in contrast with the results of Holden and Lewine's ¢ ly,

about 70% of the mental health profesaionals recruited for this study
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claimed that they do regularly provide information to famf{lies con-
cerning the above issues. It is indeed hard to reconcile such a large

discrepancy. Perhaps social desireability influenced the responses of

the mental health professionals. One way to resolve this i{ssue would
be to conduct observational or ficld studies In psychiatric settings,
Only then could better fnsight be gained Into professional-family
interaction,

In terms of families' satisfaction with the mental health pro-
fession, mental health professionals significantly overestimate their
value to families, As noted earlier, 757 of the families in Holden
and Lewine's study expressed dissatisfaction with the mental health
profession, The majority of mental health profesalonals contacted in
this atudy believed however, that 40-807 of all families are satisfied

with the current mental health profession.

Time for a Change

Some mental health professionals have begun to sense the dis-
satisfaction of families and have attempted to develop and implement
services specifically sufted for families with schizophrenic relatives
(Anderson, Hogarty, and Reiss, 1980; Hiner and Kindle, 1979; Atwood and
wWilliams, 1978; bincin, Selleck, and Streicker, 1978)., Two of these
programs will be examined here.

Anderson, Hogarty, and Reigs, 1980, The goal of this psycho-
educational program was to "Increase the predictability and stabilicty
of the family environment by decreasing family members' anxiety about
the patient and increasing thelr self-confidence, knowledge about the

illness, and ability to react constructively to the patient'. 1In order
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to accomplish this goal, the Anderson team derived a four-phase treat-

ment program,

In Phase 1, the team "connected" with families and enlisted

their participation in the program. At the time of this connection they
attempted to decrease family guilt, emotfonality, negative rcactions to
the {llness, and also tried to reduce overall fumilv stress,

In Phase 1] of the program, families were taught about schizo-
phrenia, and the needs of the schizophrenic patient, (Continued empha-
sis was on reduction of family stress. Attempts to de-tsolate the
families by enhanciny thelr social network were also initiated,

Phage 1IT of the program was marked bv efforts to strengthen
the marital/parental coalition and to increase family tolerance for
low level dysfunctional behaviors, The families were alao encouraged
to allow the schizophrenic relative to gradually resume more and more
responsibility i{n their lives during this phase,.

Phase 1V was uétlized to reinteyrate familles into the "normal
roles of thelr social system," And finally, familices were encouraged

to maintain their levels of progress,

Hitner and Kiadle, 1979, Hiner and Kindle organized an educa-
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ttonal group for families of the mentally 111, The objectives of the

educational group were articulated by the families themselves. These

were!

1. To gailn a better understanding of severe
mental illness including probable causes, treat-
ment, prognosis, management, and new rescarch
development.

2, To create a source of support and self-<help,
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3. To create a group of cunsumer advocates
for the severely wentally disabled, Including
lobbying in the legislature for priority for
funds for mentil health programs and mobilizing
community rescurces to increase available
housing and johs for the mentally 111,

Members of the local mental health community were invited to
speak to the educational group concerning the ahove issues, After
enough speakers were recrufted, a 12 week program was developed, Each
week a different topic was covered, Topics Included: 1) psychosts,

2) etiolopy of schizophrenia, 3) manic depressive fllness, 4) medicatfon,
5) epidemiology and culture, 6) trecatment modalities, 7) activity thera-
py, 8) how to deal with treatment facitities, 9) legal issues, 10)
avallable services for jobs, housing, and financial assistance, 11) cure
rent research, and 12) prognosis,

Hiner and Kindle reported that their program was quite success=-

ful. They also indicated that the families in the local community have

continued to engage In similar types of programs,

The Clinical Lexicon

The development of psycho-educational groups are hut one of the
many things mental health professionals can do to ease the burden of
families with schizophrenic relatives. Another thing mental health
professionals can do, as lLewine (1979) has pointed out, is to re-cvaluate
the clintcal lexicon used to describe families with schizophrenic rela-
tives. Even mental health professfonals who claim to be interested
in the needs of families use this clinical lexicon, which frequently

contains highly moralistic evaluations of families,




"Clearly, the lanpguage used in describing
parental attitudes is highlv nepgatively charged:
it sugpests that parents are wiltfully working
agalnst their children and unable to change,
Note, for example, the usce of the words such as
denfal, resist, fnability, demand and refuse.”

(Lewince, 1979, pypr. 4379)

Lewine Tater goes on to statoed

"As one possibility, consider the following
words . . ., rather than denial, unbelfief; for
blaming, In terms ofy for resist, count r; for
tnability, difficulty in; for unreal istically,
{impractically; for confront, face; for working
agalinst, hinderiny! for demand, require: and for
refuse, are unwilling,"

(Lewine, 14979, pp. 434)

Lewine's main point is that the clinical lexfcon used to de-
scribe parents/familics of schizophrenic patients often implics ambi-
valent or negative thoughts and attitudes, even if thev were not in-
tended as such by the mental health professfonal . The solution to

this problem, as Lewine sees ity is to develop a elinical Texicon

thit does not place blame apon anvone,

Justice at Last

Eo Fuller Torrey (1977), aware of the blame imposed upon par=
ents of schizophrenic patients by mental health professionals, way
moved to write "A Fantasvy Prial About a Real issue” several vears apo,
In his article, Torrev sct the stage for a trial at JFK Stadium. This
trial was the result of a class action suit filed by over 12 million
parents of schizophrenic and autist{c children, Thuse parents were
charging "tamily theorists and therapists’ with iatrogenic anpuish

(anguish caused by treatment).

e s
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"Over a pertlod of more than two decades, the
accused did willfully and with forethought but
ny sclentific evidence blame the parents of pa-
tients with schizophrenia and aut ism for thelr
child's condition, thereby causing great anpulsh,
guilt, pain, and suffering bv the parents. As
healers vou hroke the cardinal rule; vou caused
suffering when vou should have been relieviag

suf fering,"
)4

(Torrev, 197, . n. 24)

Clinfcians such as Bettleheim, Laing, 1dz, Sullivan, Fromme~
Reichman, Bateson, and Halley took the stand. Those family theorists
and therapists who had died were trled In absentia, The prosecutor
agked the defendants why theorfes were extrapolated from such few
cage studies and experimental desipns, and why there were very few
or no controls, and why biased samples were usced, The proscceutor
also asked the defendants why they fgnored genctic, biolopical, and
neurophysiological factors, and why thev were not reading current litc-
erature in the clinical journals, Lastlv, the Tamilv theorists werce
asked {f they thought the prestige palned by the propagation of these
theorfes was worth the cost pafd by familfes (sve Appendix B),  The
case was Indeed devastating,

"Finally the sentence was read.  The convicted,
for a period of ten vears, shall be forced to read
and reread continuously thelr own writings., Everve
one was stunned, Relatlives wept opentv,  Nobody

had expected that harsh a seateace,”
{(torrev, 197/, p. 24%)

Families with Schizophrenic Relatives: A New Perspect ive
The deinstitutfona) frat fon movement has had a tremendous impact
upon families with chronic schizophrenic relatives, Released to com-

munity psychiatric networks that often exist only in theory, chrontc
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schizophrenic patients have had to return to the homes of their fami-
lies. Unfortunately, families are not usually equipped to handle the
awesome responsibil ity of caring for a chronic schizophrenic relative
on a daily basis., Consequently, the quality of life experienced by
these care-giving families—as well as the chronic schizophrenic pa-
tients themselves—is often diminished.

Care-giving families have found themselves {n a unique position,
as this study has shown, More than half of the mental health profes=-
sionals surveyed expressed negative attitudes toward families with
schizophrenic relatives., Another 177 of the mental health professionals
characterized these families In an ambivalent fashion. All things
considerea, about 707 of the mental health professionals interviewed
expressed negative attitudes towsrd familfies with schizophrenic
relatives,

These negat {ve attitudes might stem from the fact that almost
half of the mental health professionals contacted reported that deviant
familial influences were the primary causes of schizophrenia, Many
other respondents thought deviant familial influences providoed the
necessary and specific stresses which combine with a diathesis to cause
schizophrenia.,

At the same time families are being critictized and blamed for
causing schizophrenin, thev are being asked to assume the primary
care of thelr schizophrenic relatives, in fact, more than 507 of the
responding mental health professionals thought that support from family
members was the most important treatment factor in the long-term care

of the chronic schizophrente patient,
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Criticism and blame from the mental health profession has
forced care-giving families to seek out support and services from non-
traditional mental health channels (sce Cockerham, 1980, pgps. 109-339,

for some examples of non-traditional mental health channels); support

and services that mental health professionals have been trained to
provide.

Scapegoating, criticizing, and viewiny the family of the schizo-
phrenic patient as an enemy has not served the needs of either the
schizophrenic patient or the care-giving familv., Perhaps {t Is time
to re-evaluate the stance of the mental health profession concerning
families with schizophrenic relatives, Only then will an alliance be-

tween the mental health profession and care-giving famil ies be possible.
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TABLE 1]

summary of Studies Assessing Problem Behaviors
Faced by Families of the Chronically
Mentally (11

Interview =
Study Respondents Problem
Yarrow, Wives Phivsfcal Problems, Complaints, Worries
Schwartez, (N = 133) Deviations from Routines
Murphy, Expressions of [nadequacy or Hopelessness
Deasy Nervous, [rritable, Worried
(1955) Withdrawal (verbal, physical)
Changes or Accentuations In Personality
"I'ratts" (slovenly, deceptive, forgetful)
Aggressive or Assaultive and Suicidal Be-
havior
Strange or Bizarre Thoughts, helusions,
Hallucinat fons and Strange Behavior
Excessive Drinking
Violation of Codes of "Decency”
(irad and Relatives Uncooperative and Contrary
Sainsbury (N = 410) Rest less
(1968) 0dd, Unreasonable, Pecullar
Harmful to Self
Disturbed at Night
Suicidal
Violent
Unpleasant, Objectionable Speech or Be-~
havior
Pringle Families Unpredictable Behavior
(1973) ('ps and Downs of Muods

Creer and
Wing (1975)

Relaltives

social Withdrawal
Underactivity

L.ack of Conversation

Few l.eisure Intercests
Slowness

Overactivity

()dd Tdeas

Depregsion

O0dd Behavior

Neglect of Appearance

Odd Postures and Movements
Threats or Violence

Poor Mealtime Behavior
Socially Embarrassing Behavior
Sexually Unusual Behavior
Suicide Attempts

Incont inence
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TABLE 2

Summary of Studies Assessing Problem Behaviors
Faced by Families of the Chronically
Mentally 111

O Y e . __
Study Respondents Problem
Krauss Parents Ant{social bchavior
(1976) (N = 49) Asocial behavior

Fffects of above on neighbors and friends
Hatfield Parents Poor Task Functioning
(1978) (N = 89) Poor grouming and personal care

l.acks mot{vation
liandles money poorly
Forgsets to do things
Shows poor concentration
Fails to consider future
Refuses medication

Bizarre and Abnormal Behavior
Thinks people talk about him or her
Hears volices

Tries to commit suicide

Talks without making sense

Intrusive and Disturbing Behavior

Argues too much

Has unusual eating and sleeping patterns
Breaks and damages things

Tries to hit or hurt others

Drinks too much

Uses harmful drugs

Upsets the neighbors

Steals from the family

"Mooches" from others

Holden and Family Agrression

Lewine Members Withdrawal

(1979) (N = 203) Social Tnappropriateness
Unpredictability

Irrational Beliefs

Talking to Self

Poor Hygiene

Not Contributing to Houschold Tasks
Other




68

TABLE 3

Demographic Characteristics of Respondents

T e Mk A —— P e e At o e 2 - A —— b ——— vy b .- ——— -

Characteristic N %
Age
Less than 25 1 —
25-35 13 7
35-45 12 6
45-54 60 3l
55-64 78 40
65-74 29 15
Creater than 74 1 —
Sex
Male 50 26
Female 146 74
Race
White 194 99
Black 1 -
Asian | —
Marital Status
Single 6 3
Married 156 80
Divorced 18 9
Widowed 16 8
Educat fon
7-11 years 9 5
High School 49 26
Some College 39 21
College Graduate 93 48
Employment
Professional /Business . 40 24
Semiprofessional /l.esser Whitecollar 78 46
Skilled/Semiski{lled Laborer 15 9
Homemaker 37 21
Relationship
Mother 137 71
Father 32 16
Spouse 6 3
Sibling 17 9
Child 1 -—

- —— ——— - TETESIE T S S St e e Y R s A e A A — - - s s - s . P A .0l - A a8

Source: Holden and Lewine, 1979,
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TABLE 4

Familv Member's Satisfaction
With Mental Health Professionals

AT e i s mim % Ak B % v m e mm v 4 = e i mim dimim s e w cm e

Degree of Satisfaction N 7

TERETE TS TR M k4 st e Mnmte f m e s mmk e e = ko= = e e & o= = s

Very Bissatisfied 79 42
Generally Dissatisfied 61 32
Generally Satisficed 46 24

Very Satisfied 4 2

Total 190 100

Source: Holden and Lewine, 1979,

WA m A L L e m e A m W ah W e e b - e = e o ———
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TABLE 5

Family Member's Primary Response After Working With
Mental Health Professionals

- - TR 4 sk e e e e S S e A B o S E M e A o . —

Response N p4
Frustrated 60 38
Contact with Professionals 34 22

not helpful

Powerlesas 21 13
Learning of coping strategy 15 9
Confident 13 R
Anger 6 4
Understanding of Schizophrenia 4 3
Cuilte 4 2
Total 158 99

ety ey £ Aty v ————

Source: Holden and Lewine, 1979.
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TABLE 6

Reagons for Inadequacy of Explanation
of Diagnosis

T S R A L - A T W R L ko e W W a a4 % m m d— — - - ..

Reason N 7

Ao ety - - . T e - r—— - oA = es oA ——— A . e

Too vague 51 35
Not thorough enough 45 31
Completely :woided 35 24
Ton technical 6 4

Other 9 6

N e % i W v rm. e m e % e W

Total 146 100

A W WA L e e e B d vy m—e v 4 e e e = e

Source: Holden and Lewine, 1979,
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TABLE 7

Professfons of Respondents

e e e e e i S U TSN TS TS ere s e A M am me b A a4 b = e am o

Relative frequency
Profession n (Percent)

e e e B e o TT TR ST T M mis Ll e o emie —im vl e e

Pgychiatrists 4 4,7
Psvchologists 9 10.6
Psychatherapists 12 14.1
Paychiatric Nurses 13 15,1
Social Workers 22 25.9
Mental Health Techniciane 14 16.5
Crisis Intervention/OQutreach Workers 2 2.4
Students In Practicum Program 8 9.4

No Response | 1.2

TR AT AL 8 B et mmm A ne e ek mam e M e m s - e m o e e e FITI ST RIS m s R e mm e ki m L - him s Wk ek e mncm e . . o~ o s

Total 85 100

Note: Results are based on n « 85,

..m-‘mcn-_v-.--.--.»»--.»-.-....----o-»»--sq»-,.-,»_-..».-.......—.._..._-...........-...
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TABLFE 8

Ages of Respondents

Relative Frequency Cumulat ive Frequency
Age n (Percent) (Percent)
21-29 38 44,7 48,1
30-3% 21 24,7 74,7
40-49 11 12.9 88,6
50-59 6 7.0 Y6, .

60-69 2 2.3 48,7

70~79 1 1.1 100.0

No Response 6 7.1 -
Total 85 100 —

Note: Results are based on n = 85,
Minimum = 21.0 Range = 52,0 Median = 29.8
Maximum = 73,0 Mean = 33.6 Mode = 21.0

——— TTRS A T S M A e W e e s k- e s e e m i mem h e e m —eA = el w8 = s s e ——
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TABLE, 9 %

Experience of Respondents
in the Mental! Health Profession

L T - - - - I T e O B T PO

Yeirs Experioence in the Relatfve Frequency  Cumulative Frequency
Mental Health Profession n (Percent) (I'ercent)
1-5 46 54,1 56,8
6-10 1Y 22.4 80.2
11-15 9 12.9 91.8
16-20 l 1,2 95,1
21-25 ! 1.2 96.13
26-30 2 2.4 98 .8
31-135 i 1.2 100,0
No Response 4 4.7 —
Total 85 100 ——

Note: Resuits are based on n = 85,
Minimum = 1,0 Range = 31,0 Medioan = 4,3
Maximum = 32,0 Mean = 6.4 Mode = 1,0

VO A Bk am e e m oW e 4 e s omoa e e, m e - oe—e . - - ® Y AE v L e s 4 - w4 = oam - s A e wmem i a e e ow



TABLE 10

How Respondents Characterize the Economic Resources
Avatlable to the Patlents with Whom Thev Work

Feonomlc Resuvources

Upper Class

Upper Middle Class
Middle Class

Lower Middle Class
Lower Class

Publ {¢ Ald Recipients

No Response

e e A en 4 e s = s a - m

Total

n

{)

85

Note: Results are based on n = 85,

A = e BB . =8 s s g

[ . L I

- ® = Gy = mienes

75

L L T

Relat fve Freauency

{Percent)
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TABLE 11

Preferred Theoretical Orfentations of Respondents
for Understanding Mental tllness

S T e m s ke = rim L s mle s m o m -k et o e s s m . e cim - o= o= S ® B A - e mmw i wm wiim e o e mme me A e

Relat fve Frequency

Theoretical Orientat{on n (Percent)
Socfal Learning 21 24,7
Psychodynamic 24 28.2
tenet {c/Blolopfical 15 17,6
Phenomenoloy fceal 9 10.6
Diathesis/Stress 7 8.2
Other i 8.2
No Response 2 2.4
Total 85 100
Note: Results arc based on n = 8%,

T Wme cim 4 - e 4 e e v A W oy oa s oaem o mem om . . P PN ~ . - PP



TABLE 12

What Respondents Find to be the Most and Least Useful Therapeutic
Approaches to the Treatment of Schizophrenia

most useful

least useful

relative frequency relative frequenc§

Therapeutic Approach n (percent) n (percent)
Behavior/Cognitive Modification 13 15.3 4 4.7
Psychoanalysis (dynmamic therapv, uncovering 3 3.5 60 70.6

therapy, etc.)
Pharmacological (drug) 33 38.8 5 5.9
Phenomenological {(client-centered; humanistic; 8 9.4 3 3.5
gestalt, etc.)
Family Therapy 1 1.2 9 10.6
Eclectic Approach (combination of above) 22 25.9 2 2.4
Other 3 3.5 0 0
No Response 2 2.4 2 2.4
Total 85 100 85 100

Note: Results are based on n = 85.

~d
~J




TABLE 13

Wha' Respondents Think are the Most to Least Important Factors
to Consider when Developing a Long-Term Treatment Plan
for the Chronic Schizophrenic Patient

(most) Degree of Importance {least) Row
Factor 1 2 3 4 5 Total
Biological Factors (e.g. drug maintenance) n = 34 24 10 10 3 81 (4)?
Family of Patient (support from family) n = 36 34 14 0 0 81 (4)
Friends of Patient (support from friends) n= 0 5 15 51 7 78 ()
Social/Economic Status of Patient a= 7 20 35 14 3 79 (6)
Other n= 8 0 5 1 2 16 (69)
Column Total = 85 83 79 76 16

Note: Maximum total for any colummn or row tota®! = 85 (n = 85).

Numbers in parentheses indicate the number of respondents who did not rank the importance of

each particular factor.

-~
&




TABLE 14

What Respondents Think are the Most to Least Important Factors Contributing

to the Cause of Schizophrenia

(most) Degree of Importance {least) Row
Factor 1 2 3 4 5 6 Total
Genetic Inheritance n= 21 18 11 18 7 5 80 (5)°
Biochemical Malfunctions n= 27 2]. 18 8 6 0 80 (5)
Improper Diet; Vitamin Deficiency n= v 0 3 15 22 27 68 (17)
Family Influences (e.g. deviant parents) n= 30 23 25 2 3 | 84 (1)
Social Pressures n= 5 18 21 28 6 2 80 (5)
Labeling Someone "Schizophrenic” n = 2 2 4 11 25 29 is (11)
Other n = 0 2 1 0 0 1 4 (81)
Colum Total = 85 84 83 82 69 65

Note: Maximum total for any column or row total = 85 (n = 85).

dumbers in parentheses indicate the number of respondents who did not rank the importance of

each particular factor.

~t
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TABLE 15a

Amount of Contact Respondents Have with
Families of Schizophrenic Patients on
a Weekly Baslis

TN R MR e s e ks L W w R ke el e e ik i A o e e - ke e Ll R I e T T o 0 S

Number of Contacts Relative Frequency
with Families Per Week n (Percent)

TR T A T e A mmlm v e B e w4 S e e e A eiE % <k oy v = . ke e am o - —a——

No Regular Weekly Contact 16 18.9
1-3 Different Fami{lies 47 55.3
4-10 Nifferent Families 19 22.4

11- or more Different Families 3 3.5

TEATSSAm S S Lm e AT T W v S A A W m e b arm c St e A r o wia e o mm A m o  ma m m e ek e e s & e % n . = @ e @ m v

Total 8S 100

- TRT W SIS S tor Armitm m aala s e 6 G e R & 4 a6 m e i e e ek n et ey v e b e i
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TABLE 15b

Relationship Between Respondent's Profession
and Amount of Contact with Familles
on a Weekly Basis

Amount of Regular Contacts Per Weck  Total

Profossion Mone  1-3  4-10  Il-abovee of Row
Psychiatrists ) 4 0 0 = 4
Pgvcholoyists } 7 i 0 = 9
Psvehotherapist s I 8 A i = 12
Pgychiatric Nurses 3 / } {1 = i
Soclal Workers 2 i ¥ ! = 1
Mental Health Technicians 2 7 4 1 o 14
Crisis Intervent iou/Outrea:h 0 1 1 0 = 2
Students ia Pract fcum ! 1 0 0 = 8
Tota)l 16 47 19 3 = B4

Note: Results are based on n = 89,
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TABLE 16

Percentage of Families with Schizophrenic
Relat ives Respondents Believe are
Satisfied with the Mental Health rofession

Relat fve Frequency

Percentage of Satisfied Familfes n (Percent a; o)
(}=-20 loé 18.9
20- 30 22 25.9
40-H0 27 31.8
60-80 1/ 20.0
No Response 2 2.4
Total 85 100
Note: Results are based onn - 89,

- - -
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TABLF 17

Relatiomship Between the Sub-specialtv of the Respondent and Characterizations

of Families with Schizophrenic Relatives

samted im Te studv.

Characterizations o Row
P e ey Negative Positive Ambivalent Indifferent Total
Psveniagrises (4)2 0 2 1 1 4
Peveiselogists (9 3 4 1 1 9
Pevehoruerapiars (12) 3 7 K. 0 12
Pewchiarric Smrses (13) 10 0 1 0 11
Sovial! sorkers (22) 13 4 4 0 21
Mental Reaith Teedmicians (13%) 9 3 J 0 14
Lrisis Imterwemtion/Outreach Workers (2) 1 0 1 0 2
Stouteerys » fxx Practicum Program (8) 4 i 1 0 6
Column Total = 43 21 13 . 79
Sate: Reswlits bmsed on n = 79; 6 respondents provided incomplete information.
*ambers in pasrentheses Indicate the number of respondents from each sub-specialtv that partict-

o0
w




TABLE 18

Relationship Between the Theoretical Orientations of Respondiats and Characrerizations
of Families with Schizophrenic Relatives

Characterizations _ Row

Theorctical Orientation Negat ive Positive Ambivalent  Indiffevent Total?
Social Learning 13 4 1 0 - 18
Psychodynamic 12 4 7 1 - 24
Genetic/Biological | 3 8 3 1 - 15
Phenomenological 6 3 0 0 - 9
Dlathesis/Stress 5 1 1 0 = 7
Other 3 2 i 0 = 6

" Column Total® = 42 22 13 2 79

Note: Results based on n = 79; 6 respondents provided incomplete information.
aTkese totals indicate the number of respondents who preferred each urientation.

brbese totals indicate the number of respondents who characterized families in the noted manners.

78



TABLE 19

Relationship Between the Etiological Assumptions of Mental Health Professionals
and Their Attitudes Toward Families with Schizophrenic Relatives

Primary ___Attitude of Mental Health Professional Row
Causal Factor Negative Posit ive Ambivalent Indifferent Total
Deviant Familial Influences 16 6 5 0 27
Biochemical Malfunctions (e.g. 8 10 5 2 25
excess dopamine)

Genetic Inlieritance 13 6 2 0 21
Social Pressures 1 2 0 2 5
Labeling Someone Schizopnrenic 1 I 0 0o 2
Diet/Vitamin Deficiency 0 0 0 0 0
Othar 0 0 0 0 0
Column Total® = 39 25 12 4 80

Note

e

Results are based on n = 80; 5 respondents provided incomplete informat%ga.

aThese totals indicate the number of respondents who regarded each factor as the primarcy cayse

of schizophrenia.

b'I'hese totals indicate the rumber of respondents who characterized families in the noted manners.
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Schizophrenia Survey for Mental qu}th_ﬁrofessionals

On the following pagus you will be aéked various questions re-
garding your perapéctives on the cause, diagnosis, and treatment of
schizophrenia. Please note that there are no correct or incorrect
.answers. Rather, we are interested in your views. After the data from
this survey ha’e been recorded, these pages will be destroyed., Your
responses will thus, remain completelvy anonvmous. Thank you for your

vooperat fon,
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Section
Gencral [nformation

l. Profussion: " C Sexit M/¥ Age:

B - . -

et +

2 Years of experience In the wental health profession:

3. How would vou characterfze the cconomic resources avatlable to most
of the patients with whom you work’

Upper class

. - -

. Upper middle clocy
. Middlu Uin!‘)S

Lower wmiddle class

l.ower clany

~The majority of patfents are on public aid.

b What is the approximate jercentage of schizophrenic paticnts in your
cdase toad?

___0-207

.- -

__20-407

 40-607

~ 60-807

_ 80-100"



Section I

Theoretical Orientation and Therapeutic Approaches

Please mark only one response for each of the following ques”

tions. Each question will be followed by s space ior you to make any
comments 1if you wigh to do so.
5. Your theoretical orientation toward mental 1llness can best be
characterlzed as: -

—___Social learning

——___Psychodynanmic

. __Genetic/Biological
. . _Phenomenological

___Diathesis/Stress

_. 0ther (Speelfyv):

.
-cmm s s - - ; N v "
. ————— ———. -y - . r——

Comments:

. - - e e e A e-- . e A L - A e L L A e A e epE————

> . R L

I 4 L m L mEm ek ke Ly W v v M. W T atd w mamas w W - % S i Wbl S Al B vy A — e A

6. The single therapeutic approach vou find most useful in the treataent
ol schizophrenfa is:

_ _ Behavior/Cognitive aodiffcation
__ Pavchoanalysis (dyvnamiec therapy, uancovering therapy, cere,)
___ Pharmacological (drugs

__ . Phenomenologtcal (client-centered; humanistic] gestalt; ete,)

. Family Therapy (specify):_

N Eelectic approach (specify):

Other (specify):

- vt A e - —— R—

Comments:

——— . - -
- - e it B ——— . —al-——
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7. The single therapeutic approach you find least ugseful in the treat-
ment of achizophrenia is:

o Behavior/Cognitive modification
Paychoanalysis
Pharmacological (drug)
Phenomenological (¢lient-centered: humanistic; Cestalt; etc.)

___Family Therapy (specify):

»
B i

Wiy e

_Eclectic approach (specify):

DR - W N A WA G B

e Dther (specify):

- h e v e o A e e A e AT - ——— i A R

(kmuwnts:m
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Section JT

............

Please respond to the foilowing questions as completely as pos-

sible, Again, space is available for vou to make any comments.

8, Which of the foltowing faters mast be considered in the treacment
of sehizophrenia?  (mark as mmv factors as necesary to make your
response complete)

. Biolugical factorg

Family of patient (parents, uibs, spouse)

—— -

Friends of patient

Social and economic status of patient

N el

_other (specify):

. A ¢ Wb e B 4 & e A b e W was e At o

tomments: . N o _

. w—

e et i A 1 o . NP © = S 4 90 . A Aty ¢ P AP | A S St nw e wewoAE RN ks




9, Piean rank in order the iol.ﬁwin; 2i;;;:q 5rum mout tefieﬁﬁ

7 impertant when ¢ nsideriog ;n',nh' Fove Droatmdit of g W

- schizophrenid, ( auber 1 m;m?‘; R T rhmt. mmﬂmr 2
Bext !mpatt&nt. e”” Yoo . R

ﬁiatag!cal iact dm

M.I-'w amﬁv af mtieaﬂ (zm"«*ntn ‘*i*f“ o+ spmse)

Fri; uis vf m!iwnt

L M oy

.

sm*lnl me i‘u‘mst‘”u .»t*;:m of ;uti« ut

N, t’ﬁwl‘ ('n"'s 1‘“*) e

CCopmenuts: .

'tn. i’}iif‘h of tha :n!!;'»‘ili:-.' f.‘i\‘l:uf'.-. ooy, b s‘n;:!!“‘nh_' ta the OO e vl
seblaophirenia? et e i factare 0 neceoiaar Lot make oy
TeNpOse conplit e _
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Blochendeal aadrane i 0 0, vt ern G0, tabaed

Lovioper dboty vit o ety s b
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Comnenta:

Cbelfeve to Be the most to loaat dmporbant 1actor
. Cthe tawse of sehizophrentas
2 equafs nest dmportant, ote, )

P!gaae rank in order the (ol lowing:

Lvotor s Gecording LU mwt ’;‘W -
it mlrzbuti e tﬁ
"‘uh‘bpr i leg],[iﬁ‘, 3’1(!*;‘;. !ﬂpﬁ!’tﬂﬂl

i e “fvt,‘ilt: tic inhevitiance
[ heniial walfaner Fons (eun., excess dupauine)

_ H__'_,t_.-_.,_-;_;_w;_:l'-ti._tl‘»_w'p_c Foddety vitamin det fotiney

Farddy influences (e.g;,:dcyiani parents)

Bt AL BES

PR N

- Social pressures Cleb, coomnmy, etc,)

|1}

Jdabeling someond Yoohiiaphirentse

ither (spect iy

. -

.
R .:'_1:
Py Please Bndlieate the primary reaoaes v o o o eoted the dheove factor |

3 . R i . . B
Pt o b o severa] D agee ob o Ly ! coet oy

in quoesbion T3 as the factor v 0 nep i fes tor thee v of
sehicophronia:

St iny et tanad ) Lo skt
sttt IR S
fraiatng

.t 3 . . t 1 . ' LI 1 . .
T v e dect o LIS L AR TS & NI N Ptorctare ) iy (1t the

phrenla

Vet e

L1 1 IO
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Seetion IV

'?"r_.‘:'l}‘hf_g;"._aj; s}_( ﬁ*‘_’:‘f:’_‘_i ‘it__*f;sl"t'i_l P !.ft'_!«'_fii_ﬂ!_l.’.f"li‘n :

Flease provide completo ﬁiiusw:is-tft.f z-hv_-z'n'll..mim; r;muun..;'

- Clirele XK;E‘, uyr ‘\‘m fqr gquest fonx that lequup e h A Tes I'Ullht‘ 5;.'1};1'{-'&: “’ E:

_. make any cUmments lg nv¢£1able uilnwinp ““““ qn¢stinn;

13, How much “'““'{.fhv’t do you l':-uve wiliz the ‘f"illu, i wthi"(}}ﬂll unic
- patientg? L .

e . gty

*No cuntact
e Suldom (3.3 different pamile vettacots por weck)
e Bpular (A-10 difforent tamile contacts pet weed)

Frequent (11 and above s

R e

A you marked this respous vy plegse teplare the uhuvrilnvd "g_

wu" portions of the following quest fons CHA-210 0 with the words 'would
o “n
Jou,
{omment s . . X e —

R Yes/Ro B ing vour dnteractio g with 1l i o

MRS I S I ,’l-i"." N N T

}hriiﬂf'\' T .’.;lt i-.-u' dn ALY ll'_.‘L.I. 1 !g T g “!:'“_: Y |' 1;1(1¢;l “'.hiifh"
. - -
phrenia to then!
£ men! e _
! T '!""";"‘-::“ﬁ I Vol Y Z“ir“ S SR e L n!i;~ TETRAPEE I il Wi
[i:‘--.' | IR ! ;\.!.'I\ 11'[‘ :"'hiol";‘iif' ”2 . P t P NTREYY £ 5 een
tari oy onenbe sty g T R T S T N N (R RNE L
vapshie o gusgerin o
SUTOovon atiswered Be fo oot S TR R T B T T5 Y SN O T jree i
i et fone Yol iatteg gl L s SR TIPS SN

G fiomes bt cpptens

1. g & . L 1 . P v i 2 ey s o
thest boes gbont tie e SRR SR EIIS R R
Naestions shout 5. e

Sther (specitoyg

Coment




CEB, Yes/Ro® Daovou vegularly proviche intermoatien and ~“¥:“*-‘ﬂ!'.=-"'-'." “ny_and
- ll qu@};['ioi'ii the families ot i A i vmbe redative: b - Bk ,t th"Elh(}llt
. their familv momber's ther rapy ot sedbod ton Ganest fons ”“i‘h ?““
'ﬁflare capab‘v'uf dﬁﬁﬁ&f(ﬁh)’

*{f ynu d“&ﬂ??vd Nu to this quet boa, clease iﬂdirq:v.t&&-ﬁ?pﬁs
uf que&tiﬂns yuu prcfcr ﬂw! to e pnuﬁ te) L

_ ‘___z']u;.mt i(mﬂ :ﬁnu]t ‘i.;‘u-'{ it therapiut e tochn i*i_iif.‘!i
o _:'_Q'...;,.‘,_..'..é_,.; ..

Questions abaul the cftoiis ol sedicat jor

e v

Other (specify):

- Componts
i AR ekt e e e et e o e o ey e g
17. ea!‘u bo you regulnrly provide Canfl i oy schicophrenic poffents

with fnformat ton regarding voar hiedicts about the cause of tholr
relat tve's schizophrenia?

Commoent s

P T ey

X A 1 Ceyr s te. : ;0 :
I l."i T !\’ ‘.‘.-!l LR SN S S B B R R L T RO IEVR SRR EY RN P ST Alhitens o s oo featy
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Pivoe are gt b with thoar Lo o apt cperten e wity D encal
tealth pof v‘.‘éf:l-."t;.i! !
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PR Ny
AV RV
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rection V

I_I-'_(i_f'ivi }_i s ."..i {.f!__ _I; .:_f: i_"",",j

'i'.i_l-:ﬂvl_(_' S i_.l.' P v
PLoose aioawed Yor or No to the followhm questions, and then

claborate upon “CUr an.Wwer an ot e pose o b,

K
Ao YeusNo Have vou found tha comy parent o foel pu oy about o s ing
o chibd s scehicophrenic condit ! g a
theo child? hicopt Lt
LOREORT Y S ) o )

f

JEho Wes/ o e yon think ticit the need of i tis o owith <ehivoshrenle
tefabfyes are pfven ade cate et Doy b ot al Lol bl precfes-
sione sy

£ tatent g . _ ‘
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section VI

‘\kt‘l. i 1 .l h_i '_". 1

Please provide hrtef nawors the ol lowing questions,

22, How would you characterize most prrents oho have a ‘“hi!uphrunic
' child?

S . o A A S . o O T o -
T T o e e . ¢ ~ P P ae D X e -
s P - e e .

230 low do you personally teel homt p.!ﬂ-"nt.?;-
children? :

. . m At ey s . o vm e e o a - . PRSPV
R ;.m - P o e e oo . P T -
o - L e e e VA e e Bt s m e e wdme @Y b ey
ST G e e e el T e e Wb e b e e m s ko s —— e e

24, Now do you fuel 4huutzfymllivb wtth athianpiteni re
| izim wif«aumﬂ gr».mps ) 4 - i







S
- tn dark, cold

Speces and stitcs, unsbie 10 core for

e e o e
| u:u‘u”;mqm.m:m: Thers oro over & mi
" ing o the bent prutessiomat enper. S COUNtry who have
o hed 2 depind ou stme tetities  ngwer killed Or harmed
A8 gere stiersss aNYORS, and who are

> themseives horren-

dously victimized."

indignities of the commitment

As 2 parert who had to listen to
well-meanng {r:énds and fam.iy of.
fer suggesiions anc ideas that were
incorrect znd only served o in-
crease the f{ceirng of heip.essness
and aloneness . .

AS a paren: who kas keowsn un-
fair moments of hope when 1 med:-
calion seermed 13 wiork for & little
whiie 0r whent her son was coher-
en! enoLgh 10 be reicased 1o @
communily NGt .4 not want B
and &d not uncersiand him . ...

As a parent who has seen hYer son
raped. phvacalis dealeq, repeatedly
robded and victim:zed when out in
the commun:ly wid oot under 24-
bour surveiilance . . . .

As a parent who has known great
fear and slept v.ith & kmfe under
ber piliow wkhen the raging aand
ballucinatory angers of her son
turned vidlent and she feared he
might harm himself or others . ...

And as 3 pareat who has suffered
overwhelming guilt and who has
watched a family torz apart Ia
despair and accusations.

But sow my 208 is dead. He died

in his sleep In 2 mentil hospital.

Now all those who
grieve and remember
Ris youth and gentieness.

No more will he bdeat his head
bioody in an attempt to drive owt
the dermons, no more wiil he have 1o
suffer the ternibie inadequacies of
our care arnd knowledge, for he is
tinaliy at peace.

IF SOME OF YOU who read this
will try to understand and will try
to see that emergy and funds are
directed toward research that will
someday eliminate this terrible dis-
case, and if you will anderstand in
the meantime that there is & great
need now for humane, decent living
conditions an¢ care on many differ-
ent levels for those who must suffer
unti] a cure has been found, thea alt
those parents who grieve for years
in silence and those who suffer the
fives ia their mind will not endure a
coatinning despair.

We ask for compassion snd for
understasding. for oaly thes cas
there be hope.

Gwill York Newman lives in Chi-
cago und 15 a trustee of the Brain
Research Foundation at the {'niver
sity of Chicago.

Joved S can
the

days of
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Many familias have a relative who is “different.” My
brother John is like that. When | was young, he
rotected me, but now it's my turn to helln hlm.
is is the story of our battle with his mentaliliness
—a struggle few talk about but millions share.

y hruther Juiui Iw t.!” nil akiray,  mas I‘_Z.fu-. i it 1 had own troms New
G -.\mk tfi ta that dis o speand the
b an h hiod past
. 44 lmlt*- o i st fental )
brsgatal o ok up dohn He sulfers one m-h d on nn ankle.
I"rum vhrapa sohiaophiny e, st mental g 1hnm.:h hv h tdnl lmd ;l lﬁth m
Aeatder vhara terzed by separation of
vt saed thowtht, i hallueina 'l.
and boarre whasior to \t.zlk ~(|!‘l lt-;.;:nj. dﬂd th«*rv wih 4 o
dohn bl abeeady h.umlnl luuk m Im '
L spenl more thm i

 and his. prew
_ and fected pile - \

atationalization.  Jobin had wcmwd 100 My
‘ king at him thut  tion. Perhaps he was thzm-wd from
“afterneon, 1 had to xlee ploxancas. S perhaps he bnd o
= fight back wars spirit for merrvmaking.
C0 ojubn was under Today John i 41 His cmumltm-l
 wetht to the pmnt  cheome.  Periodieally  he TURTORMCA,
_ of appearing om.xs-- utlvn the case . mtii u'!ump_h nidke




WY BROTHER JOHN

confinsed

such as cigerettes and soap, Joses con-
trol of his bladder. vomits when he s
upset, and distrusts people

€ you had told me when b was row-
ing up that myv Lrother wa pomng to
end up in & mental hospital, | would
have thought thit you were vrazy, As
children, John and | relied on cach
other for compantonship. Juhn, the
older by four years, was expected to
take care of me. see that | owasnt
kidnupped or muke ~ure thut | didn’t
drown at the puol

Althoagh he rarely applicd himaself

m school, he ranaged to get by with
httle studving. One of his teachers
i even told aur purents that Jubn had o
i very high 1.4,
f Then, when John was 17, the polie
; brought him huome Lae one mpht He
amd some fratermity brothers were
caught steabng hubeaps o a prank,
but 1t was i prank that maxtived They
endured an emotionally prrucling trial
and were put on probation for i senr,
John never talked 1o me about this,
but 1 knew how gudty he felt about
“having let the imily down” and
“having marred {as] reputation.”
dohins withdvawal was ~o pridhuad
that no one noticed ot first. Quag by
nature, he became cven more so.
Schooi became difficult, und he barely
made it to graduation. After i sene.
v of college, he dropped out  Back
hume, dobn became o health joud
freak and g relimous funatic. He be-
came weird before it win 1 populur
thing to be. John fought with Mother
and {ad. He told the minister to go to
hell. Trying to talk to him was like
talking te @ brick wall, He felt no o
-_-;mmm that_he loved no one.
' . dohn was angry—

i,
- He dmmaml into the wouds for
du\'s at a time, and, like a frightened
“animal, avoided everyone. Then one
evening, he cumwe o !lw dining ruom
Cwindew gnd begeed, “Please, Daddy,
~ help me. Fm s sick "

youes wa i, m ¥ M't uudvntand
“hix sickness, or how to help ham.

putting Juhn in the stute hospi-
tal. "RY going to take a long time und
adot of moncy to gut yeur son well”

. getting well may possibly huve ended.

. lal for montha at a time: then hed
bwe 10 gu buck, Smnh:ﬁuxm hed

Ty w_'uw fejection, the finilures,
b
the inervdible vk

| e territied. | dudn’t kinow whot
3 mg Jnim. flw M‘l‘.

"& wychisrint wis conaglted. He nd-

B Md thats where Juhns chuances tor
‘Al first, Jobin came vut of the hospi- -

aski and homesteaded there for nine
monthis before having: anuther dacak:
down and returnag to Georgia, where
he entered the hospitad The shock
treatments frightensd lam, and the
drug=< made b so groppy that he
vould barcly talk. Over the sears, as
his condition worsened and he Lnded
to respond to a bong list of psyeho
trogne drags, hopuedossness et i, aml
Juhty wis shunted te the bk ward

There, Juhin was physieatiy abusal,
raped and pat o solition when he
rebetled. He wis provided with shabhby
clothing s owe wias ~toien, was al-
kmed to develap micotine potsoning
] by vt eigarette buttse seud
derelopuedd o heart comfiion, which we
were peser antormed s At one ponnt
bath B arms were broken  we were
mver bl do fid cat low

Inaeand ub bemng cared tor, Johns

boedy  wos harnbly abnisesd and has
sparit roken Jolin v siv fest twae
wehe -l bat his weght dropped 1o

only P30 pounds  Many of s tecth
decavesl, and his anm shook Trom the
stde efteets of medication | was aftud
Jobin was dving e told e, "Pmoal
ready dead

Foremember oar weekend visits to
Jobin, the feeohings of Shamwe, the e
crimtondiot- et whe - bt 3t was
that John had became  cntally il a
paranend  «chizophreny John had
thivatened our parents amd they were
afvant of b Fhey w-hed me not te
wention his sHness aand § dids’t, even
when sy socibogy class took o tiehd
trip to the hospital, and § wis terrttied
we wetthd hump into dohn on one of the
wiirds

The pain we beth feit
1 know the pain that | felt- that |
still feel - and cun only imagine Johny

to be a hundrediold: the bewilderment,
the moghect, the ostracism by sortety,

the rejection by friends and l’atmlv'

membiers. The losx of personal free.
dot, of selfesteem Amd to top it uff,
of linding that
vour il doest’t werk properly. that
thoughts ne longer vanoect, that you
sov bty ont top of smtusmes haad,
il from somewheore w sour past, you
kisow that’s ma sap;nm-d t. h&m

A0 e wiid- 105, with my pamm-:'
‘bith elderly and my fathers health

Tinibing,
Tesprinsatnlity.
Duds insurunce policy, and 1
privite huspitals in New Yok, where |

P fdl Johs hadd betome my
1 began
wlung fut

win warking as o freedance writer

After more than a year of pegolinting, -

New York Huspital in White Plamns
o to weept my hrother to detsr

mine whether o newly formed pro.
g:am for cbmw whm@mmm wuul«l

~wander away. Johe |

researching - warm mitk.” Warm mﬁt

-mmﬁzy

end that our insurance company bad
changed its coverage and now had o
0.0 lint, which would soun be
wsed up at the $2Mba-<day hosptal,

No une agreed on where John should
po when his insurance ran out. New
York Hospitai sind, "Back te Georgia ™
bownd, “No™ New York Hospital sug-
gested a nearb state hospital 1 «ad,
“Na. thevre alt ahike” | suggested,
"Home with moe. Pl take him” New
York Hospital <id, “Nol”

Bringing John heme

I oapphed for guardionship, but |
knew that brimgnng John home would
be excrucnating Evesvone had said
so my lawver. psyehintrists, social
workers, fnends 1 remembered the :
wirniny of Johns psvehiateist, Dr Her- -
bert Naltzstem: “You can’t keep vour
brother at hume. There's no way you
can halp him et better 1've seen at fatl
even with wealthy families who could .
atherd  round-the ek attendints. .
Youl! make vour life miserable; you
won't be able to work, and you und
vour brother will end up on welfare.”

Faervone seemed to be thinkimg of
e, be une was thinking of John and
the pour chances he'd hiwve of ever get. .
ting: well tnoo state hospital. And at
the court hearing, the judge ruled m
finvor of New York Hospitals request - i
that John be trunsferred to Rockiand
Paveluatee Center, i sate faetlity. !

Ten days after his transfer, John told !
me, “You shouldn't leave me here” E V

appled for 3 xecond hearing and five
meonths Lver became John's guardian,
Johnk tirst week home, in July 1878,
turned nut to be & nightmare for me
and an extended anxiety attack for
him. Every bar of soap in the house
contained his tevth magks; he drgn
wuter until he threw up awd his &y
m&wi&y took  him alf -
with me. degging Aiw |
cwntiuw&mytﬁ to the b " -
to coincide with his =0 he wouldn't
’ M:;V
santly, talked incoherently prey wt
the Iwad endlessly, One morming |
&:‘tm umntl;;rtj;h to disover the
Ajar a n ﬂmﬁa‘ WY
inte ﬁa- durt “Where sire you gy

"Conre on,” i nmu%. "l‘il &si’M'

medy fur Jehin's mmmnm. hom 3
didn't curo mine, G
dohn was enrolied in t!uz Buhlmd
Commumty Mental Health Clinie in:
nearby Yonkers, un aut-paticnt trest.
ment center funded by thc state,
which uﬂ'cmd a da) rehubili o




WY BROTHER JOHN

vontinued from page 38

home so high from wating cigurette
butts that he ran out unto the reof of
our house nude from the waist down
(Thank God it was u foguy day! The
second duy when | arrived to pick him
up, | was told, "Your brother disap-

red an hour ago' It touk three
harrowing hours to find him- 1n an-
other village, ten miles awny.

By the third day, John was threat-
ened with vxpulsion from the program
if he didn't settle down, stop euting
cigarettes and start acting better

At home, | was unrelenting, tatkayg
long and hard to Juhn adout his be-
havar. "They’re warning you to vither
rhape up or ship out,” | yelled, "Shape
up or ship out,” John echoed viyiuely
and stared oft into space. Lonely wud
frightened by the new presures of liv-
ing outside a hospital, John felt rejec
tion becaune of his craziness. For 17

re it had becn the norm. Nuw he

to relcarn al) the inodes of ociul

behavior. John thought that getting

ot of the hospitnl meant that he wis

well. He hadn't readized that he was

going to have to work at petting well,
and that it wouid be so difficult.

John's behavior cawxd me embuar-
rassment. In grucery and bank lines
people stured 8= he  compulsively
rocked to and fro or knucked bnpa-
tiently on the counter 1 cringed in-

wardly at their disgusted looks when
- John cigurette butta off the

- foor and popped them in hin mouth.
A% the same , my behavior caused

o Jubn anxiety. Onoe when | was yeliing
s a8 Inrge with concern,

and said, "Cala

a repertoice of jumping jucks, sit-ups,
push-ups and sometimes Jognng, We
read nloud the poctry of Robert Frost,
Emily Dickinson and Samuel Taylor
Coleridie. We occasiotially cooked to
gether, tosk photographs, worked on
simple math and spelling, pamnted
with water colurs, or drove to Manhat
tan to have a look around. John was
unprepared fur this rigorous routine,
gnd 8t one point he asked, “Don't you
ever give up”” He wat used to people
giving up on hm, frustroting them
unti! they just ket ham ta be crazy.

We sold vur house und moved to an
apartment 1n Yonkers, neare the conter.
Even though Jobhn recetved Suppli
menta! Scceurity Inconie and Social Se-
curity. it was not enough to pay for s
therapy. medication, rent and tond, or
to keep bt v chathosl iareuts,
movies and miagazine subseniptions
figured 3t ont onee, and it came Lo
about $8010 4 munth Joulin's fedveral aud
amounted to 3268 i month.

Part of the proiit from the ~ale of the
heuse went for expesises aid part went
to buy a small plot of Lind located on
the Croton Rever, half an hour noeth of
us. Clearing the land and planting
gurdens became Johns work therapy
He'd alwavs wanted o fiirme this was
the best we could aflord

John witx ulso curolied 1n o nmambes
of other therapies.  orthomolecular
Onegaviaming therapy, art therapy
und swimming therapy at the Yonkers
Y M.C.A. Together, we took a course in
organic gardening. attended movies,
museuns und outdoor festivals,

Trylng —and suscesding

By now, John had lost his inatity.
tional stoop. The pelvic rork was gene

and 30 was the inappropriate luughter,
He was trying to sake moro senee.-
and succeeding. He was off beavy med-
jeation, except for a smull dose of
Lithium, which he bhegan aking 14
months after coming home. Juhn had
long ago stopped wetting his bed and
throwing up Ho no longer ld me he

was dead Sometines he even aaid,

~_Along with Lo vin thore

. Hods
When ! finally crawled out of bed, he
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take on mwre responsibility for your-
solf)" 1 urged. " you got sick and
staved 1 bed, | wouldn’t take off my
bathing suit in the middie of the pool,
would 17

"Nuo | guess you wouldnt,” replied
the contrite Juhn.

There ulsn were times when John's
awareness shocked everyone. Like the
tune our eanoe turned over in the mid-
dle of o lake, and when John resue-
faced, he yelled to me, “Grub the hfe
pckets’ Just like my oldes brother of
vears ngo, urdering me arcund. | was
w startied by his enherence that §
voukin't grab anything.

Roady for changs

Far more than i year now it had
been evident that dobhn was ready tor o
change  He was bored  with  the
Yonkers program  He needed more
centact with peers, and the supervs-
~iopy of @ man - <emeong he could emu.
late and be o pui with. He needed
more activity than | could give, and |
congld see he was frustrated

During the hist half of {980, John's
frustraticee, became unbearable for haimn
and eversone clie. By mid-summer he
had wandered off into the crowd twice
at Jones Reach, disuppesred in New
York City and struck out st mie a num-
ber of times. By summers ond he was
tompinge determinedly into the ladies’
roum 8t the conter despite the warn-
ings of the stafl, and wns incontinent
again. iy mid-autumn | had a couple
of black eyes, and by the end of the

year | had stitches in my upger bip
Friends asked me, "Whmp




With John back on the ward at
Rockland Psychistric Center it was
the same old story. “He aiways wants
to hug me,” said the social worker. “He
likes to be hugged.” 1 told her “He
doesn't participate.” said the doctor.
"He needs to encouraged to take
part—hed never wanted to participate:
heks afraid he'll fail,” 1 told him.

§ wonder how long it will take for us
W understand that a great deal of car-
ing and comimon sense must be
wifused inte the mental-health care
system before it will work. Why do we
treat the discase instead of the
tiept  Ur forget that the meniadhy ol
need Jove a: much as nornal peopie”
They need to have decent clothes and

normal hairstyles to raise their | olf-
esteem. They nced nn  enormous
amount of encouragement to overcome
the fear of failure and rejection.

What does the future hold for John?
Once, when 1 asked him that, he re
plied, “The future hold: possihilities
for every opportunity I con think
upon.” | haven't asked Jobn fately, and
I don't know the ancwer right now. |
do know that John has o geal  to own
a Hitle farm And | have encournged
him to hold fast to this dream becaase
it will give hom comething (o foas on,
i PERMW Yo gt well

At the <ame tnw,
dream o sLatng oore
tir John and others Tike him,

I hose oy own
lentd farme
and of

insuring that he doean’t m&e !ﬂ‘_
of his life in an institution. 1 keep
thinking taat a fluke of the m'-
cculd have reversed our gituations . .
that | could have been the one in tb- g
institution waiting to get out. If that
were the case, I'd want John out there -
looking for some answers for me.

| remember saying to John not long
after he returned to Rockland, "Pleass
try to get better. It makes me sad
you to live here. " He waitod quhﬂy f
me to dry my eyee then we contingdlf
:nkm;: aruun;l. the t Mm '
eft Jubn at the ward door, he put '
hand on my *hnulder m& said, "ﬂi
abwity< love you " |§ was the only
herent thing he <sid all sﬂerm

Meatal idines 1 the auniey ome
cguse of hospital cdmiasions m thes
CoMairy, dnd___ wmhyonhivna alone ol
qml'*!vhﬂ'ﬂl of ait h pital beds  mare
than canevr, o dhseass, drabeto
and arthrits vondaned

Acivrding 1o the Nationa! In<tatute
of Meowtal Bhalth, some 32 nallion
Anietwats xuffer from some Jorm of

mentad ilines-. vhwch costs the coun:
try $20 bitlion W care and treatment
gibially and another 320 bilbwn 1
Jost priglactivity Aed coch year
hiuﬂ than o methom and « mlt per:
e soung atad obd, rich and poor,
Wil cducded and sHitrate  becone
pattents v psvehdatoe faohnes 1n
“omer one in lve s afte tod by de
pres<son, the most commen of nental
disvares. O rien, one 1 ten

in recent years, tremed an as!
vatwe. have been wade n s ing,
drugs to munnze the symptoms
mental ilness, but o ploce of syvmp
tome have com the drugs’ serous
§ ahde efficte, such as erratic move-
taemts, pulay-like shaking. or a kind
of stupor. _

tther factore in the mental health

tients s A8 well, Porhage th-
major difficalty is moncy Even thie
weulthy find that cush runs et when
| private hospitals chargu an average
{ of $187 W 8247 por day. "In the men-
-} tal health g‘wm, everyone ix i

gent, W
1 the Nationsl Aﬂﬁm for the¢ Men.
tally iﬁ And you can’t count off in-
Mi;m ts puy the
bilis. The latter, for example, pays for

S :‘ﬂy 190 lku d’ hus:la izution out

at the chron-
| ically il! may spend in pychiatric
haspitals.

Thon theres the dilemmu of do
institutionalization.  Theovetically.
| the movement to gut patienta out of
 the hospitals is & good one. With

system seem 1o work agabest a po

Bary, president of

~ bike

ieu.lﬁmxm pmmt  the _mind and bow it works. In addi-

FHE MENTALLY ILL: The Sad Facts, The New

patient hespital cont And o patiend
has o reach proatey chionee abimgove
s when ent o the real world” an
u;-;-m-'ml Ler oo Do patad word

Thats th - thaary, bat ot Gl far
short of the redity, Mony commue
nite. bavent Teen able o -uppert
the exvabias from hospatals SHineugh
s Tormer patsents have faand ex-
ceflent vental health programs,
many e have suthored  and con-
ke to anffer o slum ke Dodiway
howws, where they are the victims of
evrmmals and of then own mabihity
to ciate tor the maelves s toorepnlate
thow moedieation Commuty  pro-
grame have never hoeen adeguntely
funded, s wrvedd only o fraction of
the people who need them and xeem
headird for budpet cut i 1882

There ure, however, some <ypns of
hope N handful of communitios de
have programs that work. At New
York Citvs Fountain House, former
maentsl patients Jearn a varety of
skilts ind are then plncmi in jobw

with rorperatems ke Chase Man.
hattan  Bank, Sears Revbuck or
Micys  Tudas, the farmer patrents

cap oot af eombined anousl earn.
Ill;‘w iof 62 1M,

At 1 dackson County Mental
Heatth Alters ative Supper ! Fragram
in regan, commitinty solunteers
are matched wath (hents, then en-
eottraed to titg) activities of mutust
nferest to furge emotional bond..

The Montana (Community Suppert
Projeet diseosered that it could -
traet students, business executives
and retired prople to volunteer up 8o
ten hotrs & week to teach clienta
riding.  penmeaship,  bask
hovsckeeping techhigaes and other
wseful «killx,

Perhapx the best- hope e the fu
ture liew in the area of wientific re.
search. which continues 1o uncover
new and exciting information about

the Kroups Uonsumers Quide (o

helo the montadly tH withoyt side
eftet . sorentists are biying to detos
mine whether there 1s 8 gonetic finl
o ibnesses like schinsphrenia and §
de oo cion. nnd are v:plnrmu wiiys t4
repa. the eatfunctivaing  brain
U‘H'ulll:h biccheminiry snd  tissue §
tram lants

This 18 anl. cume of the work ¢
should give hope to the mentatly ill
and thewr fumilies i funding fany
shisbhed (oo severely. But these sy
seluttons that are «tit] in the fulufe.
In the meantime, the moentally iy
must rely on their idvoentes . . . and
ware cnd more frequently their fam-
ihes and themselves,

“We're encouraging patients Lo join
topether to e support to ench §
other” says Jwdi Chamberlin, » [
spokesperson for the Pollents’ Libe. |
ation Movement, who spent a nem- §
ber of years in mental hoapitals. Biw §
and vthers beliove that patienta and |
their fumilies do have rights. h
Are KOMe KVUrces: .
& The National MW for the M
tnﬂv 11, 1234 Massachsotts Avenns,

. Washington, D.C. 20008, Wwie ¥
p!wm (2021 TR3-6393, has m‘ -
tumber of projects to help link fseme 7
ties to services and to educute the T
prblie about the chrosieslly ill. Bi-
nwnthly aewsletters are available: |-
%h; tor individugts, $18 for fm

rojet Relepao, Hex 9,
N Y. 11361, i« a eonsumer group Hhat
has compiled a free resatires juld
putient-cantrolied ltettmtivee &
mental bealth system, To m
c?y of Alternatives, syoll 8 o4
f-nddpessord envelops. For a ¢

chiwtric Medication, md'l
slde offects of cummculy ' fhed
drugs, fend $2.60 to the M
dross,
& The American Ch'il i
"nm.132W mms:-un-‘




