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CHAPTER 1
INTRODUCTION

This~study4first grew‘out of a8 happy meeting.

1 fifst became interested in comprehensive planning for mental
health services for children in Oregon after attending the first
N.W, Regional Forum on Mental Health Services for Children in September,
1973, 1 had been previously interested in doing a historical analysis
of éhe devel opment of mental health services for children in fhis state,
and the pfoceédings of the Regional Forum served to quicken my interest
in current political process and Oregon's ongoing struggle toward com-
prehenisve pianning for services, Shortly thereafter, 1 was intro.
duced to Mary Hoyt and Tom Stern, members of the Child Study and Treat-
ment Team Qf the Mental Health Division. Although they have been - and
are - primarily involved in the planning and development of mentﬁl
‘health services fof children in the state, they felt that the}r efforts
to mount an effective campaign for funding in the next legislative
issembly would be greatly aided by a good hiétorica; perspective which
would clarify not only the gvolution of services in the state but would
order aﬁd focus previéus isolated attempts to study the problem. It was,.
then, out of the confluence of their need and my interest that I was
moﬁivated to integrate hlstbriéal events with the éurrent political
process of planning.

My inﬁereat in pedidtricians was stimulated in the carlf stages
both of reading the hisforical literature and study the comﬁreh;nsivq

planning that was in progress, It seemed apparent from everything I
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was reéding and ﬁeariﬂg, that the formal network of memtal health
services for children repreasented only the tip of the lceberg-of all
the iervicgs that were being offered to children with mental and ewo-
tional problems. Under the durfaéo was a v&s; system of caregivers «
professional and non~professional - wﬁo ﬁad sigﬁificant contacts with
this population of children but vho often had little to do with the
gormni mental health system, 1 felt that no understundiﬁg of the
efforts at compréheﬁsive planning - elther Qs a current process or as
the culmination of historical events voﬁld be gcssible without having
some understanding of how these two "systems" 1ntera§ted. Once again
my interest complemenﬁéd some of the needs of the Child Study and
Treatment étaff; One of the results of the Regional Forum was the

development of a plan to mount & number of local forums throughout the:

state with the purpose of gaining local input into the state planning

process. They were, therefore, interested in any method which would

give.them information about such things as referral networks, satise
faction w{th mental health facilities, and ideas for improvements from
some of the less visible caregivers who work with the mental health
needs ofﬁghildfen. In choosing a representative group to study,vl
considered school teachers, ministers, children services diviéion
workers, and pediatricians but finally chose pédiatricians.

My decision to focus on pediaéricians was based on several things.
First of all, the mental Health information system for children suge
gested that they are a significant ssurce of contacts for the popula-
tion of mentally and emotionally disturbed children., There was much in

my reading and my own persona14experience to suggest that for many

families a pediatrician is the first person who would be consulted for
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help with a tréubled chitd, There were also many references in my reade
: 1“g to the 1mportagce of pediatricians to any kind of primary prevéntion
program and to tr;atment progfams which are based upon keeping the child
in the community. While I found numerous studies and mention of progr;miw
designed to improve all aspect’s of the relationships between schools and
mental health -workers, the relationship between pediaéricians and the
child mental health field appears to be a little studied one.

- Defining the rolé of the pediafrician in both the existing mental
health system and Oregon's evolution toward comprehensive plahﬁing 1s;a:
complex one which involves at teas; four key qpesfipns: 1) What i8 the %
relationship of pediatricians in the state to the children defined as

!

being meritally and emotionally disturbed? How do they define the prob E
lem? Do they view themselves as important rescurces 1n,dea11ng-with
the problem? If so, as therapists or diagnosticiahs? 2) What is the
relationéhiﬁ of the pediatricians to elements of the formal mentai
bealth system thch is set up to care for these children? How do they
"use" the formal system? Do they make referrals ffeely and utilize
conshltationf Aré they satisflea with the quality of the résources
within the formal system which they have contacted? Do they have suge
gestions for improvement of the s&stem? 3) Vvhat is the relhtlonsﬁip
of éhe formal system (a felfication in this case of peo&le who work
within the system) to these pediatricians? Are pediatricians viewed
as an important resource - eéither for planning or for provlding caté'-
by those involved in comprehensive planning for the state? '4) How is
the role of the pediétrician within the mental‘healthnnetwork being

defined by those in ch&rga of training pediatricians in the state,

_namely, the University of Oregon Medical School pediatric residency
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program? How are pediatric residenfs trained in speciflc content areas
of ¢hild mental health and childhood psychopathology? Do they receive -
‘ ahy training in ﬁslng‘consultacion or making referrals to ﬁéhtal health
" resources? Are residents satisfied with the training éhey‘receive in
these areas? Is the;a any’evidence of changing philo;ophy within the
department vis a vis mental health issues? Obviously, the afswers to
these questions iéad to the final question of what role - if any - the
pediatricians are playing (or should be plgying) in helping to shape
the ultimate form of Oregon's comprehensive state plan for Children's

Mental ﬁeaitﬁ Services, ’ ’ . :



CHAPTER II
OUTLINE AND METHODOLOGY

History*and political process are the twin siséers which must be
gonsulted to gain ény underdtanding of a‘present event, Trying to
understand a political event wi thout understanding its history leads
to a tunnel vision as iimited ag that of a practitioner trying to assess
fhe fuﬁctioning.of a8 client without any knowledge of his Background.
Looking atAﬁistory without bearing in mind its relevance to current
dynamic ﬁrocess and events is, on the other hand a Ilfelesé gxercisa at
best, In clinic;I practice, it would be akin to the error of atfendiﬁ@
only to a client's history without observing his present behavior or
Iookiné at the contéxt of his immediate social systems. ' Past and present
fuse in the systems of a state no less than in those of an indiviéuall :

E With this interaction in mind, I will divide tﬁe chapters evenly
between those devoted to the history and background of the children's
mental health movement in Oregon, and those devoted to a specific éxgmi-
nation of the pésition which pedjatricians occupy fn the state,

Chapter 11I will be concerned with a broad overview of Oregon's
history up until the early 1970's. It will fnciude a brief synopsis

‘ of thg mhjor studies and documents Which have contributed to an under-

standing of children's mental iiiness'and the development of systems

. to care'for them in this state.' Chapter IV will lookvat more reéent
developments in the’state and will include soms intégrhtion witﬁ trends

‘'which are océurring nationwide, Ch#pter V will be devoted to a rather
extensive analysis 6f regional and local forums, which have played a

major part in the developmerits of the last year.

Chapter. VI will present a profile of the pediatrician in Oregon.
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. It w111 chiefly concern an analysis of a questionnaire sent out to all
the pediatricians in the state. A more extensive discussion of method-
ology.will be included in that chapter, Following this, iq Chapter VII,
will ﬁe a look at the pediatric training program in Oregon « as it re-
lates to éhild mental health issues and will be based largely on inter-
. views done with the staff and questionnaires sent to residents of the -
training program, Fiﬁally. Chapter VIII, thé concluding one, will draw
some conclusions and will offgr some final speculations about directions

which the child mental health movement may take in Ofegon;




CHAPTER III

HISTORTCAL DEVELOPMENTS

Oragon's history of treatment of the menfally‘lll « whether
children or adult = begins iﬁ 1844, fifteen years before its formal
admission to the uniori. In this year the provisional territorial
‘legislature appfopriated $500,00 "for purposes of defraying oxpense§
of keeping lunatic or insane persons in Oregon."1 Under the pré-
viéions of this grant, any justice of the peace had the authoritf to
use this mioney to contract the care of any insané person to the lowest
bidder. .1In 1849, the first Territorial Legislature adopted certain
acts from the ;evised statute of the Territéry of Iowa (18&3),'which
included two acts pertaining to the care of the insane, According to
them, the insane indigent were entitled ﬁo all the provisions of the
poor law, and sécondly were to be the special charge of the "overseers"
who had the authority to arrest or confine them., Such overseers were
. not appointed, however, until 1851 when the second territor;al legise -
lature established baafds of county commissioners in each of the eight
counties then exiating.z it is interesting to note that éhis period in
Oregon's euriy history roughly corresponds to the period of sweeping
reforms fof care of the mentally ill on the eastern seaboard under the .
- stimulus of Dorothea Dix and her hospital reform ﬁovement.

A In 1862, the Orégon Legislature enacted a statue directing the
governor to contract with a suitable person or persons to cafe for in-
sane‘or idlotic persons., The county courts, with the aid'og one or mére

l

1Menta1 Health Services for Children and Youth .in Gregqn,

(Portland, Oregon, 1950), P, 12

9 .
Ibid,, P, 12,
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physictans were to make thig commitment, but only in the cagse that
friends or relatives were unab1§ to care for the insane indivldua1.3

A Dr. Hawthorne in Portland received a great many of these persons and
continued to operate a private institution in Portland for 20 years
until mounting criticism of this "contract system" led the state
_legiélature in 1880 to authorize the construction of a séate ingitution
for the care of the insdne.a This building was completed in 1883 in
Salem, and subsequently, a second state institutiqn was built in
Pendleton in 1913, These early periods of Oregon's history are
described by one bistorian as: 1) Laissez faire (1850's) 2) farﬁing out

(1860's) 3) private institutional cara (1868) 4) state éustodia; care

[}

(1882)°

Although the establishment of the first juvenile courts and
beginning studies of psychologists at the end'of the 19th.Century led
to the first clinical psycholegical services for children, there were
no separate facilities for children during Ehe first 60 years of Oregon's
history, and indeed, during this period the mentally retarted and insane
wére treated together as well, In the year 1907, however, fhe state

legislature authorized the_éonstruction of a apécial institution near

Salem for "feeble-mirided and epileptic children," which has .been in use.

31b1d, P, 12.
SIbid., P. 13,

Child Guidance in Oregon: with Recommendation of thc;Govornof's
Special Committee, University of Oregon Medical School, (July 1, 1937),
" P. 23..




since that time #ﬁd is now known as Fairview State Hosplta1.6
In 1915,~a Dr. béBusk, professor of education and clinical
psychoiogy at the University of Oregon, conducted numerous lectures
aroun& the staté'on mental hygiene topics, This stimulated considerabdble
interest in thlé area which then proliferaéed into thg_mental hygiene
_movement which continued actively through the decade of the 1920'3.7
Some of the activity during this period included a "Mental Hygiene
Survey of Multnomah County," in 1921, secured by Dr. Dilleh&nt, then
Dean of the Medical Scﬁool, a study section on child development for
parents sponsored by the Aﬁericun Agsociation of University Women,
active parent-teaeher groups, and the early Mental Hygliene Association -
progénitor to the present Mental Health Association, which eklsted from
1920.24, During this ;ime; Dr. DeBusk was receiving school referrals
for probl#m children and his eﬁcourageﬁent was instrumental in the
devolopmenf of school psychologists and social workers.s
Dr. DeBusk's contributions were greatly amplified by developments

which wefo going on nationally, In 1922 a five-year program of demon-
stration clinics, sponsored jointly by the commonwealth fund of New York
and the National Committee for Mental Hygiene furnished a pretotype of
thebfresont Chlid Guidance Clinic. In 1925 another demonstration grant
established the services of social workers in 30 schools nationwide, At

6Mental Health Services for Children and Youth in Oregon,
(Portiand, Oregon, 1950), P. 13,

71bid., P. 13,

81bid., P. 15.
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educational élintc in the schools.’

Up until ehis time the development of mental huuuh nm,icts for - ;;}“;! Sty
children had largely been shap‘d by the psyohologic&l Ané idqmjimgk U ¢
.sarviccs wh:ch had grown in clese assoclation vith t:ht sclwhﬁw m . i
1929, however, the Uni\gorslcy of Oreg‘en Mod’ical Sc¢ehool epqu’cfi its B.paxc-
‘ ,“n('; of y,y;m.‘.urg,, 10 Another importa:ii: dwglopﬁint firmly eatablished
the medical fields as another protesaloml discipline which youu have |,
a major ibﬂumco on the subuqumt history of mental hatt:ﬁ“*tervicu 3 oL
for children in Oregon. In 1931 the !Intvor’lity of Oregon Megical -
School tpon#ordfl "travelling ;:lini cs" which offered dia@osﬂ‘c services’
for crippled children, Because the staff of these travel ingefinics ‘ :
were 8o often consulted by local agencies and private physicistis for R
help in dealing with eh; esotional problems of children bfodgpu to the A

3

cnnics, oventually psychiatrists vere 1nvited to Join m st

&
+" s be e

phe SR “‘x“*’*, .
this traveling eoam. i, R,

The confluence of these doy.olbpuents,' then, led to e_i{.»@g,n- .

- dation of commumnity Baz_led mental health progtaiq for chtlﬁfeﬁ vigéh:f;hp t
establishment of i:ixe ﬂr‘s;: Cht;d Guidance cunic under the _a&ig}c‘&s;é! & ot
the Univefsity of Oregon Medizal Scheol in 1932,}1 This f15ep e 1p Y ;! B

mt:al Health Serv ces for. Childron and Yogth in erggen,
(Portland, Oregon, 1950), P, 17,

mChild Guidance in Oregon: with Recomméndation of the Governor's

Speclal Committee, University of Oregon Medical Schoel, - (July ¥, 1937),
p. 20, ' o

u’l‘he Ultimte Goal A Plan for 'roda A Co rehensive P!.ank for a
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Guldance Clinic, which was ﬁoused'in Doernbechef Hospitai, offered 2% days
a weék #érvico to children referred by the Ju#enile Court, the school,
the Pediatric Clinic of the University of Ofegon Medical School, and
other child caring aéencies. As first.éstabfished, the Child Guidance
Clinic was to ;orfelate "medical psychological and éociai ph;shs‘of
“’child problems."” Pursuant to this goal, the core staff was made up of
a psychiatrist, a psychologist, and a social wbrkeg. A te&m.appréach .
vhich has remained triditional up to the present. As can be.seen from
the diagram in Appendix A, both the contributions and the basis of supe
port for the Child Guidance Clinic cut across many agency and profes~;
gionnl lines and was viewed as a broadly based community program, ' This .

goal of multiple impact is echoed in a document, entitled Child Guidance

in gggggg,vhich was published in ihe,i930's and which laid out at Qreat#
length the early philosophy“and goals of the ehild guldance movement in
Oregan:q"Utilization of a Guidance Clinic...in the adjudication of
juvenile court problems, in the diséosition of wards of the‘court and
treatment thereof, and in the study of puﬁlic‘schooi children exhibiting |

problems of condutt will have far reaching social benefits to the state."'12

The theme of "benefits to the state” was a éignificént one in the
'1930%'s, The optimism which had been generated by the clinicai applica-
tions of child psychiatry in the Child Guidance Clinics coﬁbined with éhe
increasing attention paid éo such things as cost factors led to a new

belief in preventlve psychiatry which prevailed through the. 1930's,

Indeed, 1t is sign1ficant that in 1932 the same year asg the founding of

chﬁild Guidance in Oregon:.with Recommendation of the Governor's

‘Special Committee, University of Oregon- Medical School, (Julyyl, '1937),
"P. 33,
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the fsrét Child éﬁidance Clinic, the.first Oregon White House Con-
fet@nce on Child Health and Protection was held. In the keynote
speech, reference was made to prevention of mental disorders as one
of the most "promising means of reducing public expense.“13 ‘In this
early period the Child Guidance Clinics were seen as the cornerstone
of preventive psychiatry. In the very small section on Mental Health
Services for Children in the 80'pageldpcument geﬁerated by the 1@32
Oregon Qﬁite House Cénfereﬁce, the only recommendation for any specific
program states‘that in order "to develop an adequate plan for pre-
ventive psychiatry, it will be necessary to extend thg services of the
Child Guidance traveling clinics,"l# The rest of the section makes -
frequent but vague references to the importance of establishing ade-
quate §Eg§g-§erviées. In 1937 the State Legislature passed the "cﬁild
Guidance Extension Act" and appropriated $24,000 for the Child Guidance
E%tension'Serviées, including the traveling clinics.13 The same come
mittee wpich sued for extension of the Child Guidance Clinie recém-
mended a 1a§ "providing for adequate physical and mental exnminafion
of men and ﬁomen applying for Iicensure.for marriage, with a view to

. preventing the production and propagation of the mentally unfit, as

13Oregon 8 White chne Conference on Child Health and Protece
tion (Salem; May 1932), P, 1. '

l41pid,, p. 63

lsThe'Ultimate Goal: A Plan for Today A Comprehensive Plan for a

. Ment;l Health Program in Dregon (Salem, Oregon State Boatrd of Control,
1965 P. &.
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well as preventing transmission of the disease,"16 As a histofiéal‘
artifact, it provides a faséinaﬁing glimpse of the extent to wﬁich the
state tried with a no;éworth& lack of sﬁcc?ss to take responsibility f§r
prq;entive psychiatry during this era.

Duting the 1940's, the Child Guidance Clinic, as the focus of
Child Mental Health Services gradually shifted, The demand for services
from the many agencleé involved with the Child Guidan;e Clinic had in-
¢reased énormously. At the same time, the University of Oregon Medical
School had }ommitéed more and more of. its resources to fho traveling
clinics without aépreciably expanding the commmity services it offered,
In 1944 the Council of Social Agencies in Bértland carried out a survey
of local neéds for mental health services for children. As a result of .
their recomméndatfons and increasing public interest, the first coﬁ-.
munity Child Guid&nce Clinic was organized and first opened in 1947,
supported.by funds from the Coﬁmunity Chest.17“ Under the directorship
of Carl Mofrison, a child paychiatrist, the center fvevide& consul tae
tion, diagnostic and treatment services and‘also community education,

" Also in the year 1944, Hiltoﬁ Kirkpatrick, from the Natiocnal
Committee for Mental Hygiene, who had authored a book in the 1930's on
the Child Guidance Mcveﬁent in Oregon did an evaluation of the travélw
ing'ciinics.l8 This stimulated further the‘intereSt in child psychiatry

issues at the University of Oregon Medical School, but would probably

L

16chi1d Guidance in Oregon: with Recommendation of the Governor's
%geciil Sommittee, UniVersity of Oregon Medical School, (July 1, 1937),

17Hea1th Services and Facilities for Chlldren in Oregon (Portland
Oregon, 1952) P. 56,

18Ment:a1 Health Services for Children and Youth in Oregon,

(Portland Oregon, 1950), P, 16
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ﬁot have resulted'in any significant changes pad it not been for the
passage in 1946 of the Féderai-nental Health Law, As a result of this
law, federal money became a§aiiable, most of which was used in Oregon
" to étimulaté mental health services for chixdren. The Pubiic Health |

Depagtment was the officially designated authority for dispersing these
funds, In 1948, the availabllity of these funds made it possible for
the tr#ve;ihg ¢linics to receive a full time child péychiaurist as its
director., Thenceforth, the old traveling clinics became known as '
"Oregon Psychiatric Services fér Cl'iildren."19 In addition to the
traveling clinics, which visited e{ght péﬁuiatibn 9enters in Oregoﬁ,
the responsibilities of the OPSC also included: 1) full time clinic at)
the University of Oregon Medical School with an emphasis on evaluatioﬁ,
consultation and refgrral and 2) teachihg of séudents, 1nce;ns, nufsep;;
and other héuse staff at the University Qf Oregon Medical School in
ehlld development and psychology.20 As a result of these developments,
the Child Guidance Clinic at the Universlfy of 6regon Medical School was
discontinued, While fhe OPSC continued a collaborative relationship with
thé Community Child Guidance Clinic, the effect of this separation was
prob.bl& to separate the Medical School increasingly fro& the community
and to.concoiidate its specialized role as a ;raining center for child
psychiatry, At the same time under the stimulué of the money available
from the 1946.Mental Health Act, other local mental health programs
were beiné develobéé so that by the late 1940's, at least six counties
had active mental health cliﬁical progrims for children. Most of them ‘

194ea1th Services and Facilities for Children in Oregon (Portland,
Oregon, 1952), P. 55,

20Menta1 Health Services for Children and Youth in Oregon,
(Portland, Oregon, 1950), P, 19,
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used the consultation services of a psychiatrist and were federally
sﬁpported.zl

By the late 1§&O's and early 1950's, concern for the mental health
needs of children led to a series of studies and ﬁeetlngs aimed at define

ing the health and mental health needs of children. In 1948 the American

Academy of Pediatrics directed a study titled Child Health Needs 13’

Oregon containing a section describing mental health services in the
state, Although this study made no specific recommendations for ﬁeﬁtaf
heﬁlth services to children, anotﬁer repogt expressed éoncern that no
other hospital in Oregon besides Doerenbecher at that time provided any |

organized consultation services to the pediatric staff for children

i
i
i
§

with problems related to their emotional status or mental clevcaiopxmaru:.z*zj
By 1950 general interest had proliferated to such an extent that a f
Gévernof's State Conference én Children and‘Youth, held in that year |
drew 1,100 professiohal and lay people from all over the state, and the
concerns expressed at that conference indicated an increased awareness
of.phe need for {mproved mental health services t& childrén.23 Expans
sion of these servicéé to children‘was advanced on several fronts dure .
ing the 1950's. By 1953, local programs had developed so much that in
that year the traveling clinics of the OPSC were éiscohtinued, and the
years between 1953 and 1962 saw the development'of'll child guid&nce

clinics.24 Throughout the 1940's and 1950's services for children in

2lyental Health Services for Children and Youth in Oregon,
(Portland, Oregon, 1950), P. 25, '

221bid,, pp. 29-30,

231bid,, P, 641,

261he Ultimate Goal: A Plan for Today A Comprehensive Plan for a

Megtal Health Program in Orégpn, (Salem, Oregon State Board df Control,
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the schools had taken the form of the "visiting téaching débartment."
Siﬁta the days of Gladys Hall{ the department had continued to expand,
g0 that by 1950 there wer; 14 psychiatric soclial workers wﬁo worked in
40 elementary and 8 high schools aéﬁing as consultants fo teacﬁers'ahd
liaison personnel between school and mental health agencies,

Although the decade o6f the 1950's witnessed the formation of
numerous‘committees and studies around the needs of children and the
publication of no fewér than five major state documents on needed
services for children in the state (See Appéndix B), there was alréhéy
evidence of a fragmentacion of programs and confliéting recommendations ‘
at the state leével, In 1950, the most extensive document on mental .
health services for children in the state up to this time concluded'itq |
report. with the conviction that simple expension of direct service E
resources could never bé the anawer to the increasing needs of children.
It recbmmendod, instead the concentratton of:resources on teaching, con-
sultation and coordination of 8ervices.25 In a Summary of Reports to
the Governor from a White House Conference on Needed Services for
_Children in 1939, the recommendations to the governor included needed
public wel fare services for children, needed services 1n education and
recneatlon for children, but nothing Specifically on the mental health
needs of children.26 On the other hand in the same year, the Oregon
Governor's State Committee on Children and Youth in its complete report
to the Golden Anniversary White House Conference on Children and Youth

made the following specific recommendations undér the section on Health:

- 25Mental Health Qervices for Children and Youth in Oregon,
(Portland, Oregon, 1950), P, 46,

26A Needed Service for Oregon 8 Children* A Summary of Reports,
(Salem, Oregon, 1959)
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1) Contin#ed emphasis on the education of'£oﬂ-psychiauric people
‘working with children: "such traiﬁing can result in a credite
abie job ffom such,peféons in the field of preventive he@lth
work, "

2) School social work shoﬁld be developed,

3) §u§poyt the establishment of a school of social work,

4) Outpa;tt:ent facilities for the diagnosisand treatment of .
mentally and emotionally disturbed and mentally retarded
chitdrgn~shou1d be developed at Eés;ern Oregon Sfate Hosptta1.1

5) Immediate and thorough study should be made in the area of |
mental health, parf!cuiarly to define and determine the probe
lems of eh&tional disturbahcé. The stﬁdy gshould result in ‘;
‘plannlng résponsibilify and in recoﬁmending comprehensive
solutions rather than a pieée~meal approach,27.

Tt can probably be said safely that this increasing awaréneés of

the need for a tighter organization of expanding services led to a

i .
decade of planning and organization of mental health services tH#t was
more intense than any period in Oregon's history. The keynoté haa been |
sounded in the final recommendation of the foregoing conference. In late
1959 the Governor appointed a committee called the "Governor's Mental,
Heaith Advisory Committee," giving it the task of studying méntal

! .
health gervites throughout the state and making specific reommendations

¢

for an improved mental health program, As a direct result of their

reporp;'in 1961 the Mental Health Division was created under the super=-

27p Look at Oregon's Children: Report to the Golden Anniversary

White House Conference on Children and Youth, (Salem, Oregon, Nov, 1959),
pp. 73=74, ' . ‘

LTRSS
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vision of the Oregon State Board of Control.zs The years of 1961 and
1962 were active ones nationally, as‘the Kennedy Administration com-
mitted considerable resources‘to studying the problems 6: the menéully
retarded and emotionally disturbed, -In 1963, landm;rk legislation passed,
creating'the Combrehensivé Community Health Centers Act. The passage of
this act had several effects, First ofvall, the availability of fed-
eral money stimulatedvthe rapid development of new mental health pro-
grams, Secondly, it mandated comﬁrehehsive planning and tighter organif
zqtloﬁ of mental health programs, With its eﬁphasis on alternatives to
hospitalization, it launched the romance with community mentai health
programs which continued into the 1970'55 If in retrospect, the philo-
sophy behind this movement seems overly optimistié, it nonetheless, had .
an undeniably benign influence in encouraging state planners to think |
in terms of total community éystemé rather th&n isoiated treatment
el ements,

As was seen, Oregon alreddy had considerable momentum toward re-
organiéation and planning that just received further reinforcement from
the pasgsage of the Act iﬁ 1963, For children's programs, some of the
most {mportant documents prodiiced 1n‘0regon came out of the six year
period following this from 1964;19?0. In 1964, Eugéné Taylor, a child
‘psychiatriSt in Portland, published his now famous report, Needed

Services for Severely Emotionally Disturbed Children in Oregon. This

report Included an extensive survey of many professional sources to

determine the extent of children in need. While he eschewed trying to

281he Ultimate Goal: A Plan for Today A Comprehensive Plan for a

Mental Health Program in Oregon (Salém, Oregon State Board of Control,
1965), P, 5. :
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osﬁain précisé figures on the numbers of emotionaily disturbed childrén
in Oregon, he wasAnonethaless able to make intelligent estimates based
on comparative data f?om other states éhd from the rough figufes gaﬁh-
ered from the questionnaires he sént out. In addition to soliciting
data o; prevalence and incidence, he also invited ldeis fot.planning
residential treafment from the Mental Health,Planning.Bodfds of all
50 étates. IE is a noteworthy study in the care that it takes to avoid
generalizatiéns or ﬁasty concluéions in any area, He takeé'egtréme
care to discriminate not only variations in séverity but in types‘of
disofde:s with their differing treatment needs, Besides his 'more
spécific recommendations; Taylor urges that éental health clinics take’
a leading role in the development of intensive treatment seerces'fbrA; :
cﬁildren, inpluding consﬁltation to other agencles.29 Since ;hey pro-’ :
vided the basis for so mucﬁ subsequent program pianning,‘ﬁis recom-
mendations Eof treatment spaces is quoted in full belows

‘ 320 24-hour residential hospital beds
400 Day treatment spaces
110 Therapeutic nursery spaces

165 Therapeutic foster family spaces
210 Special home help spaces

1,205 Tota130

Even though specific numbers have chéﬁged and some information is oute
dated, it is a study undertaken with enough care and sophistication to
make 1giremain a principle resource document for all of the state plan-

ning that has been done around the needs of emotionally -disturbed’

29Eugene Taylor, "Needed Services for Severely Emotionally
Disturbed Children in Oregon,” Unpublished Report to the . Mental Health
Planning Board, (August 1964) P, 3,

301pid,, P. - -
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children - since that time,

1n 1963, several dévelopmentg were taking place in the state, In
Portland, a committeé of sgaff from the University éf Oregon ﬁédic&l
School f0rmuiatdd recommendations for a training, re;earch and service
program atr the MedicaléSchool in the field of children's emotional and
developmental bfoblems; Ultimately, a separate department of child
psychiatr& was stérted; At the State lLevel, a mental health planning
committee was formed with the aid of a one year grant from the National

Institute ofuMental Heﬁlth for the burpose of writing a comprehensive

state plan for mental ¥ea1th services. The results of the committee's

work were published in The Ultimate Goal, A Plan for Today, which
appeared in 1966, fﬁ s comprehensive plan ﬁasAbeen to the total
mental ﬁéalth program {in Oregon what the Taylor Reéport was to mental o
healéh programsg for ¢ {ldren. Even though it is ten years old, it is
stilliprobabiy the mogt com?lete and advancgd pieée of comprehenlee
planning that exists fior Oregon, 1Its section on comprehcnsiv§’p1anﬂiﬁg
for chiidrgn's services draws heavily on the Taylor Report, and is:pré-
bably consuited more firequently than the lattér because of its concise
overview of needs and;recommendations. One singular coﬁuribution it
makes stanﬂ§ ?ike a warning of a trend in the state which Secomes more
pronounéed by the early 1970's. It provided a thumbnail analysis of
.services available to chiléren cbmpafed to those availaﬁle to adults
at‘thgt timé: |

1
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Children Group I«III Adults (mildemoderate
. ' ~ impairment).
_ psychiatrist 6 5 99 o 17 399 of '
psychologi st .9 . 19)
social worker 4.,8) munpover 27) Tampower
(based on 40-hr, week)31

;n the several years follow{ﬁg the Comprehensive Community Health
Centers Atét ;nd the State Comprehensive Plan, concern was mounting in .
severu; quafters about the increasing gap between service need and
service availabillty for children. In spite of the movement toward
communiyy baged progfams, at least three ditrereﬁt~publicationsVpoigted'
ouf that unlike most states, which have at least two types of sérvices,

‘ Oregon realied laréely on a Child Guidance Sydtemﬁwithout ever developing
a separate hospital facility for its severely disturbed children, Con-
sequently, it was the opinion of se#eral people in the Mental Héalth
Division that at the time, that constituted the area of greates need,

In a report dated April, 1966, titled A Residential Care Program for

Children and Adolescents with Severe Mental Illness, Joe Treleaven, M.,D,,
outlined in detail his recommendation for a 42.bed intensive treatment
children's and adolescent’s unit, to be housed at the Oregon State

Hospital.32

If is nbteworthy that central to . his plan were the pro-
posed concomitant developments of community based facilities which
would operate together with the unit., This would have involved the

development of a variety bt community services and would, in hls view,

31Eugene Taylor, '"Needed Services for Severely Emotionally

Disturbed Children in Oregon," Unpublished Report to the Mental Health
Planning Board, (August 1964), P, 35

32J.ﬂ. Treleaven, "A Residential Care Program for Children‘and
Adolescents in Severe Mental Illness," Monograph, (April 13, 1966), P.
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have re&uced the expense and disadvantages of trying to provide 320
residential tre;tment gpaces recommended'by Taylor, Treleaven's
recommendations were adopted in a section on needed programs for cﬁlldren

which appeared in the officlal Mental Health Division Review of Mental

Health Programs in December, 1966, Also in this report there appeared’

the observation that services provided by the Community.Men;al Heﬁlth
Clinic's Bet&eenvthe years 1964~65 and 196566 increased marﬁédly with
.the exception of serviceshpfovided for childgen thch showed .a drastic
decreas; for that period (from 53,5% éZ.GZ).SS

fn spite of the fact that in 1965, the National Institue of Mental
Health ﬁad publ;shed é sﬁail book.de:cribing regearch findings, research
goals and programs for childrgn in need'of mental health s#rvices at
every level of preveh;ion, currently supported by the child program of
the National Institute of Mental Health, there were numerous indicators
that children were not sharing equally in the wave of new programs and
services stimulated by the 1963 Federal Legislation, “

The appearance of a small report in April, 1967 titled Draft of

Purchase of Care Program: Psychiatric Services for Childrehn put out by

the Mental Health Division amounted chiefly to an extension of
Treleaven's recommendations for an inpatient hospital oriented diag-
nostic, evaluation, and short term treatment facility., As such, it

" added little in the way of planning for children's programs, It did
offer a brief review of facilities newly available for childfen which
had nog.been included in prévioup reports and also placed the impor-

tance of the community in perspeétiée by urging that définite followup

33ugeview of Mental Health Division Programs," Mental Heslth
Division, Unpublished Report, (December .15, 1966), )
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care by a geheral practitioner or pediatrician by mandatory, indeed, a

COnditidn'df accepfance into the program.3& The emphasis of ;hg T eCom=

mendation also differed slightly from those offered by Treleaven insofar

as they urged that any such inpatient facility be housed some place other

‘than at the State Hospital, This difference in opinion is interesting

in light of the conflict that was to be activated in 1974-75 over the L
location of the children's and adolescents'! secure treatment unit,
Foliowing the Taylor Report, it was not until 1968, that é major

contribution was made to the development of childoen's programs'1n§ﬁhe.

'state. In that year a special committee delegated from the office of

the Governor mounted a massive study of children's welfare needs in the

'State of Oregon, the so-called Greenleigh Report. It is striking that

in this vast compendium, the section on the mental health needs of
children is limited to. seven pages, as the committee. concluded that
this was one of the areas thaf had already received adequate btudy in

the Taylor Report and The Ultimate Goal, It concluded this section by

of fering four recommendations:
1) 24-hour intensive care be made available
2). A -theérapeutic foster care progranm
3) Developmeh% of special classes

4) Sebarafe state hospital facilities for éhildren35

34npraft of Purchase Care Program Psychiatric Services for Children,"
Unpublished Report, Oregon Mental Health Division, (April 1967), P. 6,

3SChild Welfare Needs and Services in Oregon {New York: Green-
leigh Associates, Inc,, December, 1968), P 30
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In concLuding its discussion on the extent of the problem in Oregon, the
committee observed that by the most conservative estimate, barely half
of the childreA'neéd{ng psychiatric ser;ices Qero recelving i;.sé They
went on merely to say that while thevdemand f&r serQices on the Mentai
Health Centers was enormous, there seemed to be consensus amoung the
vprioue agency professionals in-the 8ix countiesg éurvéyed that an exe
pansion of clinic services was an indispensable pant of meetiné thé
needs of chiidren in the State.3? It is an ironic footnote ﬁo:this
" recommendation that in fhe period between 196667 and 1967{68 the
Comﬁhnity Mental Health Clinics recorded a further érop in services
provided to children, from 6,425 to 6,390.38

The same year which witﬁessed the publication of this magsive '

report saw an i@port&nt development In Children;s Programs ih the
state take place,” In 1967, the Fifty Fourth Legislative Assembly
passed House Bill 2104, In Chapter 455 of that Act,the Mental ueaii:h
Divisipn vasg auihorized to set up a two year pilot program "to pro-
vide services for emotionallyidtsturbed ¢hildren and to conduct ree
‘search to determine the nature and extent of services required for
such ch{ldren in the state."39 As an intégrated. approach ‘to the needs

of emotlonally disturbed children in the state, the program represented-

¥

) 36 Child Welfare Needs and Services in Qregon (New York! Grean-
leigh Aasactates, Inc., December, 1968) P, 192,

3 pid., P. 195,

38“Pilot Program for Emotionally Disturbed Children," Ungubiished

Report, Oregon Méntal Health Divisien, (Salem, Oregon, February, 1969),
P. 3, .

3
o 9See Oregon Leglslative Assembly: 1967 Regular Sesston, House 8111
2104, Ch, &55 Sec. 2.
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something of a milestone., Thosze in chargé«of caryying out the program
questioned the usual approach of seeking solutions in the building of
new faéilitieé. Instead, it sought a new approach which might be said
to emphasgize such things as integration, éo~ordination, obilization,
rather than expansgion or innovation. The philosophy behind the goais
of this program is‘striklng enough to merit quotation in full:

"The Pilov Program for Emotiohally Disturbed children,..is
not designed to supplant existing facilities, nor is it designed
as s guick treatment technique, It is an attempt to locate and
{dentify the children who need services. It might be considered
a flexible adjunct to evaluating and programming for these chil-
dren as close to their natural setting as is possible,
"This report is not a solution to the need for comprehensive
mental health gervicesy but it aims to establish guidelines for
the economical use of professional time to explore techniques of é
short term placement and integration of community facilities, It
13 also an attempt to evaluate the effectiveness of a technique
which makes use primarily of existing facilities rather than
directs (sic) iteself to the construction of new facilities.”
Central to the implementation of these goals was the operation
of the Child Diagnostic Center housed at Edgefield Lodge in Portland.
The various elements included a four week intensive residential diag-
nostic period for children under 12 years old; concurrently an in~
depth assessment of all the elements of fhe child's ecosphere, ine
cluding the family (who was sometimes included in the residential
diagnostic program), potentiél and actual.service resources in the
community and all agencies previously involved with the problem, and
finally an aftercare plan which involved contracts with aftercare
agenclies, consultation with key cOmmuﬁity«resourges through the liaison

workérs, and followup repdrts. In Oregon's history, the program was

unique in that it offered - both conceptually and operationally -8

4O"Pi1ot Program for Emotionally Disturbed Children," Ungublished

Report, Oregon Mental Health Division, (Salem, Oregon, Fcbr:ary, 1969),
P. 4, .
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system designed to coordinate an intensive diagnostic program into a
network of consultation and aftercare services within the community.‘
Although the services offered by the program only included those chil-
drén under 12 years old (in its search for a contract agency, the pro-
éram had found no single facility capable of meeting the full range of
service. demands for all children under 18), the program was able to
report to the Fifty Fifth Legislature that in the 20 months of its
operat!oﬂ, the center had admitted 78 children, with 700 regquests for
servicerand a usual waiting period of three mqnths.al In some ways, it
was a program ahead of its time. Although the Mental Health Division in-
cluded a recommendation for continuation and expansion of the program in
fts 196971 budget request and'despite60hapter 254 of Oregon Laws, 19§9;
whlch.repealéd the termination date, with the obvious legislative in.
tent to continue phe program, the Child Di;gnostic Center was termi-
nated in June, 1970 becaﬁsa of .a budgetaryfdeficiéncy in the Mental

Health Division,
'SUMMARY

In many ways, the closing of the decade of the 1960's was a bénchmark
peripd in the development of children's programs in the staté; and the
period which followed it is deserving of a sepafnte chapter, Before
tdrning to the developments which have occurred since 1970, howevér{'
it would be well to take a fresh look at some of the developments

. which set the stage for the accomplishments - and Stalemates - of the

1 . < . ! .
"Pilot Program for Emotionally Disturbed Children," Unpublished

Report, Oregon Mental Health Division, (Salem, Oregon, February, 1969),
P. 20, ) .

3
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Q19?O's. On the Federai‘level, the natjon had géne through the agonies
of watching mental health programs recelve an optimistic boost from the
Kennedy and Jéhnsoﬁ Administrations only to see infanf programs cazlapge
‘'under th conservative domestic policies of the Nixon Administration. At
the state level, Oregon had done considerable reorganizing in the mental
health field, Concern about the increasing fragmentation of services
hadAled to the consolidation of responsibility for br&grams with the
creation of the Mental Health Division in 1961, Childﬁen'slneeds were
much Qtudied and discussed; so much so, in fact, that a . member of the
Portland City Club was prompted in 1971 to remark that, "Oregén ®ay
wéll be the best documented state in the nation as to prévalence and
neéds for treatment of emotional disturbance in children."az
But what actually happened to mental health services for children
during the ten years between 1960 and‘1970? The timing of the Taylor
Report in 1964 seemed calculated to ensure that the wave of interest in
mental health pfégrams following the passag; of the Federal Cgmprehgnae
sive Community Health Ceénters Act of 1963 would not overlook the press-
ing.neﬁds of children, Indeéd, the expansion of mental health centers
continued to be mentionéd ﬁopefqlly as a p?sgiPlé answer to those in-A
creasing neéeds. Yet, for a variety of reﬁanns, Oregon remained shy of
involvemenf with either Federal guidelines or Federal money and largely
rejected.the Comprehensive Community Health Centers Act model, Oregon's
an commitmeént to expansion of mental health services in the Comprehen-

givé'COmmunity Health Centers left childrenyéadly'in the, lurch, so that

42 "Report on Services for Severely Disturbed Children in Oregon,™
Portland City Club Foundation, Inc., Vol. 51, No. 42 (March 19, 1971),
(Porcland, Or:egon), P, 284,
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by 1970, servicées provided to children by the Comprehensive Community

Health Centers had shown a steady decline, The‘crggn;eigh Report,
published toward the end of the decade, gave short shrift to mental
health needs of children, primarily reiterating the estimates of need

and recommendations for service which had appeared in previous reports,

Taken as a totality, however, the Greenleigh Report documented tﬁe
sadly fragmentary character of services which radiated through dozens
of care giviné Qgencies and were robbed of a great proportion of their
- efficacy because of the lack of any single coordinating agency éhose
soie responsibility was the total weil-beiné of children,

Yet, as has been seen, Oregon was not lacking in intelligent and

committed advocacy for children, The Tavlor Report represented one of

the most caréful and thoughtful studies on the needs of the emotionally
disturbed child done anywhere, Yet, while the study femains quoted up
to the prasent day, the urgency of the recommendations has seemingly

had 1ittle effect on the development of services for children. The
Pilot Program for Emotionally Disturbed Cﬁildren was striking for its

- innovations in a comprehensive gsystems approach, Yet the program was
funded only the soft money available from a two year demonstration grant,
‘and when the program was cu; back at the end of the two yeéar perlod, many
Qf the trained personnel and the hard-earned co-ordination of reéources
was lost, Once again, those committed to children's program§ vere
forced to paéch together sa;Qices plecemeal in an effort to salvage some
of the gains, It musf not have been encouraging tb the uorkeré of this
period to see guch negat%ve goals usher in ghe 19?0;s. Indeed, they
might well have echoed tﬁe warning and recommendation that qonéluded the

decade of the 1950's:
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"The gtudy should result in placing responsibility and in
recommendizg comprehensive solutlons rather than in a piecemeal
approach,”

&3“Report to Golden Anniversay W. H Conf, ‘on ch11dren and Youth "
Oregon W.H. Conference, (1959}, pp 7374,




CHAPTER IV’
RECENT HISTORY AND CURRENT DEVELOPMENTS

"This Nation, the richest of all world powers, has no unified
national commitment to its children and youth, The claim that ve
are a child centered society, that we ook to our young as tomor-
row's leaders, is a myth, Our words are made meaningless by our
actions - by our lack of national, community, and personal ine
vestment, in maintaining the healthy development of our young, by
the miniscule amount of economic resources spent in developing our
young, by our tendency to rely on a prolifer&tion of simple, one-
factor, short-term and expensive remedies and services, As a
tragic consequence, we have In our midst millions of ill-fed,
{1l1-housed, ill-educated and discontented youngsters and almost
ten million under 25 who are in need of help from mental health
vorkers, Some means must be devised to delegate clear responsie
bility and. authority to insure the well-being of our young." l

[

- Joint Commission on Mental Health of Children %
This statement, appearing at the end of 1969, forms part of thei f
introduction to what many feel to be a landmark publication in the | ;

field of Child Mental Health; Crisis in Child Menzal Health: Chal-

lenge for the 1970's, Whiie this document examines virtually every

. area which touches upon the well-being of the child, its recommenda~
tiﬁns part;culariy emphasized the creation of a child advocacy .system
and the development 6f community health systems whicp would ensure the
fuli range of ﬁrevehtive and remedial health services to children,
ﬁespite ﬁhe length of the report, actual recommendations for specific
mental health;services and clinical services comprised a rather short

© section.

Oregon's response to'the Joint Commission Report was céntéined in

Recommendations of the Professiondl Study Gfoup on the Report of the

Joint Commission prepared by the Governor's Commission on Youth and
appearing in April, 1970, The ten mémbefs who drew up this repotrt
formed a milti- disciplinary ttedam, but none of its members had been a

part of the Pilot Project for Emotionally Disturbed Children which was

a
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in operation at this‘tlmeQ As a study report, it represented no
aévance over any of fhe previous studies, nor d;é it represent any

real effort to make any new recommendations. It was important poli«
ticafly, inasmuch as it was a commi ttee derived‘froﬁ the Governor's
Office rather than from the Mental Health Division, which made it more
of an official "Oregon Stand" gig_éjgig children's programs in the
State, while the‘study group did make some suggestions aboﬁ; progiams
and manpower training needs which related to some of the findings of

the Greenleligh Report and to the recommendations of the Joint Come

mission for a Child Advocacy System and & community system of health
gervices, they were not tied to any specific objectives, Their ;
strongegt message was to urge that no further time and reeources be |
taken up witﬁ studies, Tﬁey further recommended that the 1971 Legis~ :
lature take action on many of the proposals Qf‘the Joint Commission,

It is an interesting pieée of the historf of children's pro-
grams fhat the massive Joint Commission Report had as little éffect as .
ft did in stimulating developments in children's mental health pro-
grams - either mationally or locally, fart of this relates t§ histori-
cal &céidents;‘ The stimulus for the Joint Commission came during the .
Johnson Administration, a time of progréssive domestic policias,'but
fiﬁally appeared during the Nixon Adminisératioﬂ.' Thus, while it stands
as a definttiég statement of the problem and as an arficulate formu-
lation of what sp?yld be the moral and ethical commitment of this
nagion to its children, it never gained the support of actual legise
lative programs which might have made it a pracgical as well as theo-
retical coﬂtribut?on to the field of child mental health, Two years

later, in its critical assessment of -the Joint Commission Report, &

i

:
i
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special ad hoc commiftee formed by the Group for the Advancement of
Psychiatry faulted the commission for its failure to deal with pdli—
tical realitfes, for its tendency to make sweeping utopian recome
mendations uhileieéchewing the nitty gritty difficulties of Actuil
clig‘\ical_programs.M .At the same tiﬁe, hoveverz the Group f%r the
Advaqcement of Psychiat?y Committee obsérved that it was a difficult
.time to ma§e a critique, inasmuch as Federal and State Programs were-
belng fetrenched everywhere and children;s ;ervices‘were threatened

across the nation, :

Following the publication of tﬁe aforementioned "Oregoﬂ respénsé“'
to Ehe Joint Commission Report, mental health programs for childrenlié
this state pursued their own course of development, following the Y
lines laid down by local history, rather than the ideological statee
ments:coming from the Joint Commission, Nonetheless, the years of
1970 and 1971 were importarit ones for children's programs in the state
and the appearance of the Joint Commission Réport probably gave added
weight ﬁo the proposal for a mental healtﬁ program for whildren which
the Mental Health Division presented to the 1971 legislative assembly.
The backbone of this program appeared in an sarlier report puf out by
the subscommittee on Services to Emotionally Disturbed Chil&ren, which
appeared in July, 1970 and was called siﬁply, "Proposal for a Children's
Program." The program proposed représnntgd an amalgam of several
’ agencies aﬁproaChihg the problem and was intended to give the Governor

a choice of wpich)agenclés’he ﬁould regard as best.suited to carry it

"Crlsi; in.Chiid Mental Health: A Critic81~Aasessment,?vGroug"
for the Advancement of Psychiatry, Report No, 82, (February 1972)
B 110, ‘ ) T
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out. The program proposed included the follovwing elements:

1) The Mental Health Division should be the ca.ordinatlngubody
respongible for:

a, ' establishing a system of integrated treatment resources
b. establishing and maintaing a central "knowledge bank"
of resources

2) - Specific program recommendations were for (Iargely those
advocated by the pilot program of 1969):

a, secure treatment unit for children and adolescents

b, small group residential treatment homes in each geo-
graphic area .

.c. long térm group homes
d, special schools

3) The major new recommendation of the division was for a
specialized team that would perform functions that could be
called oomprehensive integrative. consulting duties (liaison
services, facilitation of referral, provision of knowledge
bank, outpatient diagnosis), :

It is interesting to note that this idea of a specialized team
represented a distillation of the philosophy of the Pilot Prog;am for
Emotionally Disturbed Chil dren of 19069 which included all of these
functions in a comprehensive network of services, but which did not
cut this program off from other treatment services but emphasgized,
rather, the lLiportance of keeping them unified under one,administrétive
unmbrella,

Following some of the foregoing studies and the findings pre-
sented by the Pilot Program, the 1971 Legislative Assembly, with the
endorsement of Governor McCall, passed H.B. 1869 which stated as public
policy that the State of Oregon would provide comprehensive mental
health services for the prevention and treatment of severe emotional
disturbance, psychosis and drug dependency throughout the state, At the

same time, legislation was enacted which created the Department of

_ Human :Resources and a Thildren's Services Division as well as the
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Mental Health Division witﬁin it, At this time, Children's Services
Division was made responsible for the administering of the mental
health programs for children because it was felt that they were in the
besf administrative position to contribute all services for the v?ll-
being of chiidgen. Based on the recommendation of the Méntal Health
Division in 1971 for a Children's Services Section within the Mental
Health Division, a Child Study and Tpeatﬁent Section had been created,
With the change in responsibility for children's mental health proe
grams from tﬁe Mental Health Division to the Children's Services

" Division, it was decided that the Child Study and Treatment Section
would become the mental health planning body of Children's Services
Division and was accordingly transferred to that division,

The functioﬁs of the Child Study and Treatment Section are ime
portant both historically and programmatically to the devéelopment of a
compréhehéive ﬁental health program for children in the state, In its
recommendation for a Children's Services Section in the Mental Health
Division, Kenneth Gaver had described one of the primary goals of the
Children's Serviées Section as the establishment of "relationéhips and
co-ordiﬂation with existing resources, inciuding pediatricians; other
private practitioners; private, non-profit‘ofganizations; and'publié
agencies involved in working with children,%> It is no accident that
these goals should be so similar to tﬁosa of the 1969 pilot program,
Upon thé:termination of that program, mucﬁ of the staff from thé pro=
gram vere hired to staff the Children's Services Segfion, Thus, some

of the program‘contihuity was maintained, and the planning that would

as"Mental Health Program for Children," Children'’s Services
Section, Oregon Mental Health Division 1971-73 Budget Request,
(Dec. i, 1970), P. 9.
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‘%o on in the Cﬁiidren’s égrvices Division could draw upon é solid
experience with Mentdl Health Division programs, It is to be expécted
that the philosophy. of the new section (called Child Study and Treat-
ment Section after its trahéfer to Children's éerviéesvDiviéion) '
would incorporate the id;as of a community based system developed through

the Pilot Program. In March of 1971, the Portland City Club had pub-

lished a report titled Needed Services for Emotionally Disturbed

Children in Oregon. Besides the specific deficits in services which

were pointed out in the study, the committee attempted to go beyond
the usual éxélgnationé offered for the failurévat,both state and local
levels of programs to respond to the children's needs so well docﬁ-.
‘mented in‘othér studies, In its discussion of this failure, the
réport oﬁsérved that what was needed was a facility or body to serve as i
the ‘&oor"- not necesgsarily performing diagnostic or treatment funén.
, tions butgerving as a place to give appropriate r'taferrals.""6 This
is irecisely ?he role which Child Study aﬁé Treatmenf Section defined
for iteelf, | |

, Iﬁ discussing the development of treatmeng programs, the Child

Study and Treatment Section also revealed its own philosophy:

1) The focus is to be on the development of a community treat-
ment system, not just an isoclated treatment program in a
© community. The essence of the program is to bring together
all the community resources for the mentally and emotionally
disturbed child in a co-ordinated and interrelated approach,

" 2) Services will be provided enabling the community to become
problem solving rather than dependent upon sending the
child away to a center or program,

3) Each program must be regarded as unique because of the

&erport on Services for Severely Disturbed Children in Oregon,
(Portland, Oregon), Portland City Club Foundation, Inc,, Vo}. 51,
No. 42, March 19, 1971, p, 292,
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. location; community resour ces and concerns., As much as

" possible treatment goals and methods are established by a
team-within the program and its community.a7

The role which Child Study and Treatment Séction has c;ntinued
to play 15 the state's struggle toward a comprehensive plan for chile
dren has been a complex one, Tnue to its early beginnings in tﬁe
Pilo£ Program of 1969, it has focusedfits resources on the develop-
menf of true commuhit& systems, Yet, in spite of the fact that this
function of.a kind of liaison, central referral body acting to ¢one
nect already exlsting resources was intended only as a model which
would then be developed in all the geographi¢ areas of the state, no
such development has taken place, At‘the same time, it has remained
the primary cb-ordlnéting body between tﬁe Children's Services Divi-
sion and the Mental Health Di§ision. As much of the ultimate re-
sponsibiltty for children's programs has not been clearly defined
between the Mental Health Division and the Children's Services
’Division‘ much of the responsibility for ce-ordination and c#mpre—
hensive planning has fallen upon Child Study and Treatment Section,

. 'and'yet ﬁuch’of its effectiveness in this area'has been undermined
because of its uneasy position betwemn the two.

. The.&ifficulties of this position were further increased by
large scale reuorganiiation of the Mental Health Division (Sée‘é
Turning Eé{ng) in 1973, Besides a massive administrative re-
styuéturing. this marked a strong push on the part of the Mental

Health Divisiqn for the development of Comprehensive Community Mental

aé?"Report of Activities," CSTS, CSD, Dept. of Human Resources,
Unpublished Reéport, (March 1973), P, 6, ‘ ’ i
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Centers. While the responsibility for children's mental health pro-
grams now fel? upon'the Children;s Services Diviﬁien, the planning by
" the Child 5tﬁé§ and Treatment Section for community programs could not
_help being afﬁ?cted by this all-out division level support ot the
Comprehensive %ommunity Mental Health Centers with all of its impli-
catiéns of Fedéral guldelines and counting of Fedéral mopey. More
concrefély; howvever, thé 1973 re-.organization altered the structure'of
Child Study and Treatmené Section as well, In October 1973 it was
placed under Children Services Division's Private Treatment Résources
Section. Since tpen, however, a new plan was developed, aécording to
which the Child Study and Treatment Section Director and three mental
health specialists would be transferred from Children Services Divtsioﬁ
to supervise six of the éeven Chitd Study and Treatment Sectioq Centers

listed under the Emotionally Disturbed Children's programs.as
In spite of the vicissithdes of this kind administrative

.'complgxity and the frequqnt‘;ack ofclear lines of %esponsibility, the
Child Study and'Treatmenf?Sectlnn wag able to repdft the foilgwing
accowplisﬁﬁents.in a‘repott of its activities in 1973:

1) The development of community "problem solving" approach

built around six new treatment centers in the state. Each

of these centers received consultation from a mental health
specialist,

2) Development of an information service on children's program,

. 3) Central referral liaiszs service provided by the Child Study
and Treéatment Section, o

ag"Mental Health Services for.Children & Youth in Oregon," League
of Women Voters, Resource Committee Material, Pt. II, (Salem, Oregon),
Sept,, 1974, P, 6.,

. 49%Report of Activities," CSTS, CSD, Dept. of Human Resources,
gublished Report, (March 1973)
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' Many of‘the complications arising from the confusion of authority ‘
and responslbiiity which exists between the Children’s'Sarvicgs Division,
the Child Study and Treatment Sec;ion and the Mental Heafth Division are
documenéed in an excellent fwo part study done by the League of Women
Voters'in 1974, It alse provides an exce[leﬁt updating of many of the
spécial programs contracted for by the Children's Services Division.
~ For several éeasons, however, the focus of this papér will remain upon
the activities of the Child Study and Treagment Secetion,’ ?irst of 511,
because that uﬁit in its philosophy and programming, retains the
sérhngést 1ink to historical §evélopments in Oregon. Secondly, because
it hasg taken upon itself a central role in doing the planning for a
comprehensive mental health prngam for children in the state and thus
has a'singlular hold on the future pf children's programs in the state,
Thirdly, because éhe Child 3tud§ and Treatment Section has been largely
responsible for defining a community system of care for chi}&ren in the
state, Yet this is quite different from the model of the Comprehensive
Community Mental Héaltﬁ Center supported by the:Mental Health Division
in 1973, As has ﬁeen seeni, the Comprehensive Communify Mental Health
Centerg in Oregon have never been kind to the advancement of cﬁildran’s
programs,’ Indéeq thé ser;ices provided children in these centers fell
from 50% in 1964 to an all time low of 27% in iO?éu?o In an ingefview
#!th Ron Marshall, Dlrector\of-fhe Child Study and TreaFment Section,
.he was quoted as saying that the six treatment centers in the state

represent a program that is "a real pilof for the natioﬁ, for a center

SO"Mental Health Services for Children & Youth in Oregon,"

League ofjWomén Voters, Regource Committee Material, Pt, II, (Salem,
Oregon), Sept., 1974, P, 8, ;
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" that is really community-rooted and community responsive and becomes
a bage for a -treatment system,o} While the philosophy of the Child
 Study -and Treatment Section has always supported & principle of co-
ordinating and mobilizing existing.resources vhich‘oftén includes
"uncovering latent talents" rather thap training them, remaiﬁing
silent rather than advising, and waiting, rather than urging, it is
a.singularly diffiéult goal to achieve, While the achievements of
Ehe‘Child Stud§ and Treatment Section should not be underrated, a

. eritical examination of some of the recent dé§elépments is essential
to predicting and assessing future developmeﬁts: It is noteworthy,
for example, that the Child Study and Treatment Section's original
‘plan for the six treatment centers throughout the state called for.
them to be.state administered, Because of & budgetary crisis, at

that tﬁmg, however, it was necessary for the Child Study and Treatment
Sectioﬁ to change its design and go through the ﬁuch 1onger‘process

of consulting with the six centers to help them become private, non-
profit corporations (which hecessitated completely local planning) in
order fc be'eligibie for Federal support. Thus, while the final
reéult of genuine communi;y involvement certainly supported the Child
Study and Treatment Section's philosqpﬁy of the commdnity-ﬁased systems,
thé results might have been very different if the pfograms had been
’established, admiﬁistereduaqd operated by the staté, as originaily
pianned.

This, then raises some difficult questions, 1Is it possible for

a state planning body to "plan" a local community program? or even to
i .

Sl"Mental Health Services for Children & Youth {n‘Oregon." League

‘of Women Voters, Resource Committee Material, Pt, I, (Salem, Oregon),
Sept. 1974, P, 13,
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helﬁ the local people blan their own program? How is it posgible for
a body whose adminisérative responsibility derives from & state level
division to "co-ordinate and mobilize agengies and professionals (or
non-professiénals) whose impact on the probléms of emotionally disturbed
children is great,\but whose source of authority may be very different, -
indeéd in conflict with th&t of the étaté's. On the other hand, if a
body such as the Child Study and Treatment Section puts on its "c;m-
munity hat" and solicits the idiom of entirely lécal needs, how isit
ﬁosstblé to asgemble a truly comprehensive piaﬁ? It may well be that,‘
no answers to these questions are ever possible, but it is importaﬁt‘
to keep them in mind in understanding the struggle that has been ine o

§

evitable between local and state forces' as planners have worked toward E

a combrehénsive plan;.
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CHAPTER V
NORTHWEST REGIONAL FORUMS

A concrete step was taken toward this goal in September, 1975

" when a grant ffom the National Institute of Mental Health helped to
bring about the Northwest Regional Forum on Mental Health Services
forAChildren, sponsored by the Oregon Mental Health Division, Mental
Health Association of Oregon and Citizens for Children, According to

a memorandum sent out by Fred Letz, "The coming together of diverse
interests to work toward the common goal of effective service to
children was a major thrust of our first forum and will be a continuing
theme throughout the remaining meetings.” The intent of this four-state
meeting was to share information, mbbilizé interest, generate ideas aqdﬁ
in general to set the stage for the hard core work of state planning

. which was to follow, The plan to gather concrete information from
around the state in local regional meetings 1s also contained in the
memorandum from Assistant'Administrator Fred Letz:

"A planning committee, chaired by Vern Faatz, developed the first
statewide forum and has outlined the purposes and broad format of
the regional forums., The goal of regional forums is to assist
counties to gather information on mental health needs of children
for county plansg and a six yvear state plan for children, Regional
forums are invisioned as being locally planned by staff from com-
munity mental health programs, Children's Services Division, and
other local persons and agencies, The community mental health
programs, working alone or together, would conduct county or
regional forums to huild on the success of the First Northwest
Regional Forum,

"Discussions have been held with regional specialists asking
them to facilitate the planning of regional forums, The state
office of Children®s Services Division has been involved in this
planning process and has requested its regional offices to cooperate
in planning county or regional,.,.Members of Vern Faazt's planning

commi ttee are ready to assist county or regional groups in plan-
ning and implementing regional forums,

fIt is hoped that out of the regional forums will come goals,
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directions, and strategles that will carry us into the ‘coming
legislative yedr with a coordinated effective, and concentraued
voice advocating sound treatment services for children, youth and
their families.

The intention of the combined statewi&e and local forums was,
thén, to work toward thét difficult goal of intégrating comprehensive.
state planning with its attendant guidelines and standardize§ program
definitions with the idiom ef expressed local nged already diacuséed :
in the p;evious chapter,

. The Childlstudy and Treatment Section staff within the Mental
Health Divisién who were already involved in the state plan for
children were largely responsible for initiating tbe guldelines for
the forums and int$gsating the results,

The queséions_whi;h 1 was interested in, then, as I looked at
these forums was: how did each area plan and bring about the locél
forums? How did they solicit infoimétion? Were the forums generglly
successful - in: 1) compiling local Opihions and needs 2) contributing
substantively to the com;reﬁensive staté plan for children?

, My original plan for sfudying the way.the forums weré conducted
and for gaining an idea of their general iﬁpact and effectivenegs was
to atéend as many of the local forums &s possible as an observer/
recorder and where impossible, to interview those in charge'of plan-
ning and conducting'thekforums 1 was unable to attend, In order to
be useful to theé Mental Health Division in its budget planning for

1977.78, the'information from the county or regional forums had to be

returnéd to-the program office by April 1, 1976. As this corresponded

52Memorandum from Fred Letz to the three Regional Directors,
dated January 2, 1976,
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approxihately to the time period which I had available to me prior to

my own deadline,’this seemed like a practical approach, As‘it turned
out, seveéai‘things happened which 1eq to a'éhange.in the way 1 ap-
proached the problem. First of all, the first regional forum, which
was held joiﬁtly for seven southern'couﬁties, occgr;ed shortly after I
" had decided to follow the forums, and 1 vas notified too late to attend
it. Most importantly, however, was.thé fact that sever#l months went )
by, and as the deadline approached, none of the anticipated forums had
materialized, To my other questions was ﬁow gdded curiousity about
several ofhér areas, Why had they not been held? What obstacles had
been encountered? If they still lntended to hold them, would theié
purpose ; and effect - be'altgred by the fact that their results could
not be maae availabie to the planning office until after the deadline
for the Division Budget planners, |

1, thérgfore, determined to write directly to the peoﬁle in
charge of planning the forums‘to ask thém some éuestioﬁé about how they
went about planning them, what obstacles they encountered and how they
felt about the resulté. A copy of the iettef and the questionnaire
can be féuhd in Appendix C and D. The other part of my approach con-
sisted of tal#ing'to the people in the sféte office of the Child Study
and Treatment Sectioﬁ to determine how they set up guidelines for‘the
forums and how they contributed to the plénning. According to the
original des;én the mental heaith Spacyalists from the staée office
_were to be aﬁgilable for consultation but the local directors were to
be responsible for inttiating and carrying them out, From them, I was
‘able to obtéin'copies of the forms whiéh the state office sent to thg

program directors of each of the geographi¢ areas. Copies of these
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forms can be found in Appendix E - G, An examination of these forms

led me to several tentative conclusions:

1) A certain uniformdty of information was being sought by the

2)

3

planning commi ttee,

Although esch area wasmandated to do its own planning ﬁor
the forum, the state planning committeé was in fact en-

couraging if not forcing them to conceptualize solutions in

terms of formal programs already defined by the Mengal Health
Division,

While theoretically, meny people outside of the formal

mental health system were to be invited to participate in

the forums, it appeared that the elaborate and rather techni-
cal nature of the format used for gathering information might
discourage people without experience in program planning or
with a limited knowledge of existing resources.

1t seemed well designed to collect information that fit into the

usual kind of planning process which is marked at the state level by

such things as "categories of service,""fiscal support and priorie

tization," But might be ingensitive té the information which would be

contained in the answers to the following questions:

D

2).

3)

4)

As

emploved

How doeg your community react to emotionally disturbed
children?

How are such children currently served outside the existing
programs?

What are the satisfactions and dissatisfactions with existing
programs? . .

L

What is most needed to help the caregivers do a better job in
provising servides‘to these children?
3

a cémpar!oon {t {8 worthwhile to note a contrasting method

by a study undertaken Iin the school systém of Onandaga, New

York. In that study, particular attention was paid to the manner in

which informatton was ellicited, As des¢ribed in the study, "The

Interview gulde was designed to give each teacher an opportunity to



http:comparl.on

- describe problem behavior in‘his or her own way."53

After gaining these preliminary impressions df the proces§ in-
volved in organizing the forums, the results of the questionnajires
were of particular interest, The response rate was not eﬁcouraging
primarily because very few of the forums were utiimately held. The.

returng are summarized helow:

County or’ . . Questionnaire
Region ' 7 Regional Forum Held . Returned
Mul tnomah Steering Committee still meet- ) Yes

ing to plan forum

Clackamas Conducted by mailed questlion- ' Yes
naires after forum was re-
jected by steering com-

mittee

Columbia No No

Waghington No : 7 No

Clatsop - Planned by Clatsop County Yes

TiYlamook

Lincoln .

Marion "pre-meetings” were held, ' Yes

Polk Forum was rejected, never )

Yamhij 1l held. .

Crook No ' . ~ Yes - with note

Deschutes : , ' : gaying no time

Jefferson : : . ‘ to £i11l it out.
" Linn . ’ No o Yes

Benton .Ro ] S No

Lane ' No , ' ~ No

7 southérn . Yes - : . No, but results

counties - o . - - of forum were
o o . “forwarded to me, -
Région 111 No ) _ No-

_While thé‘;eturn rate was not high enough to make definite cone
clusions possible, there wece many ttendé{thatwwere clearly indicated
by those reqeived. Those counties which recorded what they regarded as
53E1ementapy School Children with Persistent Emotional Disturbances.

A Summary Report of a Study in Onandaga County, N,Y, (Albany, N.Y.: New
York State Dept. of Mental Hygiene, Dec, '1974), P, F.

Ed
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a high percéntage.of useful information were uniformly thosQ which
changed thé original pian of the forums so that they were conducted
by a “éeleét*grhup;“ that is, either a steering committee or répre-
gsentatives who were céntacted ffom.certain key agencies., Only one of
the respondents felt that there wére no serjous gaps in the repre-
sentation of the forum; the others mentioned the attendance prima;i;y
of key‘professional mental heiath agencies, such as Cﬁildren Services
.Divisién, Mental Health Divislion and clinie diréctors. Most of the
respondents gave answers to either No. 2, No. 3 or No. 53 that 1ndi-

ated that they felt dominated or “managed" by the Mental Health

Division or state planners., To give a fedl for this reaction, some

»

of the responses are quoted in full below:

""The forum representatives themselves sort of laid on the
people‘their package .of ideas,"

There was some resistance (by the steering committee) toward .
having it headed by the Mental Health Division.

"Meetings were dominated by the Mental Health Division staff

. mental health programs and Children Services Division staff from -
three counties."

' "No point gathér{ng a lot of people at this time when we 'know!
the Mental Health Division budget is already locked 'in,"

In responise to question No. &4, all of thé respondents. replied
that they §fd‘not use the recommended format and did not find it use-
ful. The regponses to questioné No. 6 and No, 7 indicated a cléar
ddvisio&‘between those‘counties which had wide represent#tldn and
'th&ge which were done through a steering. group or repfesenfative‘body.
The former recorded « without exceptiog,a negative responseél Below

are samples of their responses:

‘ﬁPerhaps (the local forums would be effective) if more time
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(were) spent in listéning to what is happening at a local level
rather than laying on certain models for us to react to or decide
on," h

(Do you have any suggestions for improvement...?)

"Yes, make the planning and purpose of forums more realistic
and responsive to rapidly changing reality plcture at the local
level,”

"Those present refused to plan: 'we've been needs surveyed to
death, ' o

It ts interesting that the most optimistic reply came from a
county which was still in the planning stages and was handling the
preparations by a series of regular meetings in advance of the forum,
What is sfrikihg,'however, is that while they saw little value in the |
forum as an'information gathering proceéé ("VWe 511 know what the

serious sefv;ce zaps are,") the notes of their meetings indicate a

growing investment in the process itself, so that in the final meeting,

‘much of thelr goal setting revolves around such things as developing

permanent interagency meetings, "getting people to talk to each
o;her."’ Perhaps, such is the natural outgrowht of peéple growing in
trust and famiiiarity with each other, |
What, then, are some of the implicatinnslof these results - as
limited as they mighf be? .First of all there seems to have been

considerable difficulty in bringing them about. As a result of the

. number that either did not take place, or else occurred after the

"April 1 deadline, "local input" into the State Plan was necessarily

very limited, If the responses received were any indication, the
dominant mood seemed to be one of impatience and discouragement with

the imbalance between frequency of surveys and studies and that of

actual changes. A reaurrent theme, on the other hand, seemed to be that

a %ne-shot" forum such as this probably cannot p:ovide.the sensitive
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feedback-ﬁechaqism between state and local service givers whicb would
give lnfo;mation about service needs and pr;orities to the former,

tThis doeslnot mean that such forums have no utility but in oraer.to
make theﬁ ugaful, it might be necessary to look more caretuliy Qt the
proceés wﬁich goes on between people when they get together around
such a problem, and redefine a model which would maximize racher than
frustrate.this interaction. This is certainly not a simple process,

Iﬁ an ea;lier study on the treatmen; planning process in the copmunity,
a Group for the Advancemeqt of Péychiatry Coﬁmittee observed: ﬁAS
child mental hgalth workers become more involved with other profes-
sionals and concerned iaymen in the community, the opportunities for
creative planning becomes more complex and difficult."sa In-any ease,
the skepfic;sm about combining state level planning with local "needs
assessment” which concluded in Chapter IV appears to have been Some-
what justified, The dilemma of how to involve those who are not paid
_to concern themselves with the emotioﬁal ﬁroblems of children is an
ongoing one. It was the same probiem expressed in 1971 by thg Portland

City Club:

"The voices crying for more facilities, services and expendi-
tures for emotionally disturbed children have thus far been pri-
marily those of the professionals in the field....There are other
citizens, however, who are aware of the crisis., These include
volunteer workers in juvenile detention facilities and mental
health services, school personnel, et al.,,. (whose) voices in

support of proposed progragg and funds for emotionally disturbed
children are badly needed, ‘ ’

_ S4nFrom Diagnosis to Tteatment: An Appreach to Treatment Plan-
ning for the Emotionally Disturbed Child," Group for the Advancement of
Psychiatry, Vol. VIII, Report No. 87, (Sept. 1973), P. 568,

_55Report on Services for Severely Disturved Children in Oregon,
(Portiand, Oregon),'gortland City Club Foundatien, Inc., Vol. 51,
No., 42, March 19, 1971, P, 291, ’




CHAPTER VI

PEDTATRICTANS AND THE CHILD MENTAL HEALTH SYSTEM
' TN OREGON

Having spent the previous chapter in consideration of one generai
process involved in the goal of making state planping truly responsive
to local rieéd ‘and in helping communities mobilize their own local re-’
sources, it is tiﬁehto examine more closely how one ;uch iocai ge-
source, pediatricians in the state, fits into the systemvof cares
‘giving which is only partially comprehended when one under#tands the
formal méntai health system;

There {s much in the general literature to suggest that pediatri-l
cians have widespread involvement with emotionally diéturbed“children.
There' is also much to suggest that there may be considerable barriers
to mutual collaboration between pediatricians and mental health pro-
fessionals wh; deal with the needs of{children. In a speéiai»study on
the relationship between bedia?rics and child psychiatry, a Group for
the Advéncement of Psychiatry committee made the following comment on
some of the professional obstacles to the development of children's
programs;

"There is the interface...between differing models of develop-
ment, The pediatrician defines development one way, the neuro=
logist somewhat differently, Neither éne sounds much like the
psycholanalyst,..who in turn finds his views at variance with‘
those of the child-development specialist, While these approaches
are not mutually exclusive, the nature of facilities and staffing

patterns evolving from the concretization of the deails of Ser-

vice for ggildten, is profoundly affected by variation in' schemata
employed, '

56uirisis.in Child Mental Health: A Critical Assessment,” Group
for ;he Advancement of Psychiatry, Report No, 82 (February 1972),
. P, 116,
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Notwitﬁstanding these difficultie#,,ho#ever, the importance pf the
pediatrician in this process seems to be well established, Even in
1951, a study in this state revealed that approximately 60% of a pedi-’
atrician's practice concerned problems of mental health and develop-
ment.57 In a comprehensive study which provided the basis for the
comprehengsive state plan fqr children in Rhode Island, study members
conclud;d that "pediatricians are the first professionals parents are
‘likeiy to turn to when séeking help for tﬁelr child and themselves."58
In Maine; vhere similar work was being done to make a comprehensive
‘pian,‘it‘was found that physicians as a group made up the th1r§ high-
est referral source to the Comprehensive Community Mental Health
Centers.sg' in Oregon, physicians made up 7.9% of tﬁe total referrals
to Comprehensive Communi ty Meﬁtal Health Centers for the vear 1973.74,
 but in Some counties, the percentage was as high as 38%.60 In looking
at these statistics, it would also be well to remember that in Oregon,
the Combrehensivé Community Mental Health Centers have represénted a
dwindling resource for children, and therefore these figures probably
uhderrepresent.the numbers of these children being seen by pediatri-
cians who are ggg_referred to the Cémprehenélve Community Mental Health

Centers, .

57Menta1'Hea1th Services for. Children and Youth in Oregon (Portland,

Oregon: Oregon Governor's State Committée on Children and Youth, 195&),
P. 33,

H

58Joseph J. Bevilacqua, "Position Statement on the Planning of.
Mental Health Services for the Children & Youth of Rhode Island," Dept.

‘of M,H., Retard, & Hosps., Div, of M,H., (Jan. 1975, unpublished report),
P. 196

59tate of Maine, Comprehensive Plan for Mental Health Servicés to
Children, Dept. of Mentel Health & Corrections, (July 1974), P, 85.

°°qupg1at1pn oﬁ Dags on Children: Annual Regort- Comm, Men, Health
Programs’ (0.M/H.D., Salem, Oregon, 1973.74), P.5.




Ié has been pointed out with mounting frequency that in pedi-
" atric practice concern with curing infectiéus diséase has been éup-
planted b& greater attention‘with health promotional activities,
which has led to conéern with mental health.61 Organized pediatrics
has increasfngly recognized itsAstrategic position in the prevention
and treatment of children's behavior and ﬁeréona}ity disorders.62
The fﬁportance of the pediatrician to the process of early diagnosis
and defectioﬂ of emotional disorders, particularly in the case of young
cﬁildren, can hardly be overestimated, In‘the Pilot Study of 1969, staffy
st the Child Diagnostic Center found that all of the referrals for very
young children ﬁame from medical sources which led them to make the
strong fecommenéation that pe&iatricians receive concentrated trginlng
in recognizing signs of emotional problems.63

‘Understanding and helping to improve the abilities of .a pedi-
aprician.to recognize and diagnose emotional bréblems in children is
»certainly a key part of any primary prevention prﬁgram, but it‘is
onlylene part of the way that‘pediatrlciané afe integrated into the
total childrep’s meﬁtal health system, In an article on alternatives
to residential care for‘mentally and emotionaliy di sturbed children;
done in Michigan, success of the program wasApinned to the high level

of involvement of non-mental health workers with the‘planning for and

61"Thé Contrihution of Child Psychiatry to Pediafric Training and
Practice,”" GAP, Report 21 (Jan, 1952), P. 1,

62Haie F. Shirley, Psychiatry for the Pediatrician (New York:
Oxford Univ, Press, 1948), p vii. '

63?110& Program for Emotionally Disturbed Children (Salem, Oregon;
0.M,H,D,, Unpublished Report, Feb., 1969), P, 9,
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actual treatment Qf the children., In the 25 cases, 27 community |
'agencie§ &ere involved,'but the only agency aptive in all 25 cases

was the physicign.salt is also important to determine the natufe of

the referral system which pediatficlans use, Are they comfortable
making réferrals to mentgl health professionals and working collabe
orative1§ with theﬁ? Are they satisfied with them? Finally, it should
be determined té what extent pediatricians éive or attempt to give
primary gare to children whom they percélve as eﬁotionally disturbed,
While the Taylor Report of 1964 surveyed pediétricians in an attempt

to determine the numbgf of contacts they had with emotionally disturbed
children, no study has attempted to answer any of the questions just
posed.‘ It was with the hopes of pro§iding some of this infofmation
_that I constructed the questionnaire which I sent out in January, 1976.i
Methodology

.In the‘State of Oregon there are currently clgse to 200 licenged

pediatriciang, The distribution of them in fhe state is shown in
Appendix I. As physicians tend to be a difficult group.from which to
obtain ?’hiéh response rate, | selected the entire pdbulation ag my
stud§ group, Out of 198 licensed pediatricians, I was able to obtain
addresses for 180, Before sending the éuestionnaire to them, however,
I pregtested it with four pediatricians in Portland, As a result of
. some ofAtheyr comments and soﬁe rethinking of my own, I modified the

format siightly. The originai questionnaire appears in Appendix J,

6A4rchie McKinnon, et al, "The Child Guidance Clinic: Catalyst
- & Co-ordinator in Community Treatment of the Psychotic Child.”, Com-
munity Mental Health Journal, Vol. 4 (4) (1968), P, 308,
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while thé final revised one appears in Appendix K, 1 sent the question-
naire then in January, 1976, As 1 was operating on a very limited bude
got, T was unable to send follow-up 1§tters to improve my responsé rate,

Data Presentation

Out of the 180 questionnaires sent, 21 were returned with some -
ﬁ{nd of explanation which disqualified them‘frbm the total sample
(i.e., réspondent decedsed, retired, moved out-of-state, etq;j leaving
a final étudy population of 159, ‘Out of this population, then, I
received ﬁ? usable returnﬁ, giving a total response rate of 30%. In
presenting the data, 1 haQe grouped it under the following headingsﬁ

I, Characteristics of §tudy‘Populatiqn’ o

1. Magnitude of Problem

IiI._ Provision of Treatméﬁt and Use of Consultation
f?. Utilization of Referral Resources
V. Satisfaction with Referral Resources

VI, Summary

As 'some of the information retrieved was oniy for my own infqr-
mation or éojmake certain the response was a valid one to include, i
have‘not shown the responses to all of the questions,

I. CHARACTERISTICS OF STUDY POPULATION
The c&unties listed as served by the resp@nﬁents‘includéd all hut |

the fﬁllowing 17:

Columbia Wallowa
Tillamook ' Urnli'on‘
' Hood Riyer | A . Morrow .
~ Wasco - ‘ Grant

Jefferson " Wheeler
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Lake ‘ ‘ \ Crook
Harney , Gilllam
Malhéur ‘ . Sherman
Baker

Accérding to Appendix 1, however, only one of those counties

- which weré not listed as served by any of fﬁe responding peqiatricihns
shows a licensed pediatrician serving it,. Twenty-five of the 47
respondents. 1isted Multnomah County for the county served, . While this
appears to be a high proportion of the total responses, it is‘actually
only 23% of the pediatricians practic¢ing in Multnémah County, much
lower than the genéral response rate. Other demographic data’ié gngn
4below:

Practice primarily:

Metropolitan 32
Rufal : . 7
Both . : 6
No Response 2

Total 47

Years in practice as a pediatrician:

mRaﬁge: 1 - 38 Median: 14

Mean: 14 « 7 " Modes \ 10,25
Age! |

Range: 32 - 68 . Median: v

.'Mean: 54,2 Mode: 34, 36 °
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éex;
 Male: - 40
Female: , 5
No Response: _2
Total - = 47
In genérai, the respondents are representative of the total
pobulation; though a look at Appendix I suggests that the urban areas
recelve somewhgt higher representation, and respondents are somevwhat
older than thé statistcal average, |
11. MAGNITUDE OF PROBLEM
In answer to question No, 1, (See Appendi¥ K), respondents report
that the'fdllowiqg percentage of thelr pediatric practice is made up- of

children with a mental or emotional disturbance:

. TABLE 1
PERCENTAGES OF MENTALLY-EMOTIONALLY DISTURBED CHILDREN
SEEN BY PEDIATRICIANS (1)

0-107%110+20%320-30%} 40=50%450-60%} 60~ 70%3 70~ 80%$ 80-90%ZIN, R,

<5 Yrs, 28 11 3 1 3 2 0 Q 1 1
5 - 0 Yrs, i 20 13 7 2 1 1 Q 1 2

¥0 «14 Yrs, - 20 13 5 2 3 0 1 } -1 2
Totsl 68 37 15 5 6 1 1 3 5

(N.R, = No Response)
oL If the first two categories and theﬁ the first three categories

‘are collapsed into two categories, the following percentages of the

total results would obtain:

TABLE
. 0 - 20% 0 - 30%
< 5 years 85% 91%
5« 9 years . 73% 887
10-14 vears 73% , 847
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While tﬁese responses are only géneral indicators, they suggest
that most of the estimates of emotional disturbance correspond roughly
to the figures of 8 - 157 which have apﬁeared in other studes, .1t can
aléo be seen thag generally speaking in thevpediatriciahs' eves, the
older the child, the more problems he has. In other words, in their
view, a loger percentage of mental and emotional problems are seen in
the very young child (&5 years) while the two older groups present
profiles remafkably siﬁiler to each other; the latter sﬁowiﬁg only a
36MQwhat higher percentage of disturbance,
In answer to No, 2 (See‘Appendix XY, the following raw numbers of
childtren with mental and emotional disgu;bance were sai&'to.h;ve been
séen in the past six months:'
Totai: 4,778
ﬁangef» "1« 1,000
Mean: 119,45
’Meﬂian; 75
Mode: 50
Stated in ano;her way, pediatricians who risponded,-saw an average
of one emotionallyndfsturbed child per day, If one projects the per-
centages of 8 - 15% over the average pediatricianta patigntoload, this
wouid seem to represent eithef significant underfepérting or emotional
disturbance thaé i3 golng unrecognized,
In analysing the responses to No, 3, 1 added the category of 1 age
grop as many of the reSpéndents reélied th&t‘more than one ;gé category

1s most in need of services. Responses are as follows:




& 5 years 4
_5“~9 Qearg 9
- 10«14 years 17
i<age group‘ 10
No response __7
Toéai 47
It is striking that of those pediatricians who list only one age
category,‘57% see the age group of 10=14 most in need of services,
This isvpayiicularly interesting iq view of the fdct that many pedi-
tricians do not see adolescents, These resu}ts may sﬁggest that they
sée themselves as treatment resources for the two younger age groups,
It is also interesting in that the emotionally disturbed adolescent
tends to have a high contact rate with the judicial system and school
sydtem thax the younger child, _ ‘.
.III. ~PRiDVISION OF TREATMENT AND USE OF CONéULTATIDN
"All of the questions in this section were designhed to make up a
compositg p{ctdre of how an émotionally distur$ed chilq gets treatmeht
after the 1ﬁitial contaét with the pediatrician is ﬁade. The results
.for question No, 4, in which pediatricians were asked to describe
the percentage of children for wh&m“tﬁey provided primary treatment
and those whom they referred elsewhere, are broken down in two dif-

' ferernt ways,-as follows:



TABLE IT1

PERCENTAGES OF CHILDREN
TREATED VS THOSE REFERRED
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Several patterns are obsevvable, First of all, the percentage

of children who were placed in the category of neither treated nor

réferred is very iow, with an average of 7,6% reported in this group,

but even more significaptly, with 32 respondents reporting that of rhe

chiidren‘;hey saw there were none who fell into this categoryi Put in

the jargon of current mental health terminology, there were very few

children who did not at least go through the process of being "hooked

up" with a treatment source, Secondly, the percentage of referrals

0410}10-20}20-30130-40140-50§50-60]60~70] 704 80180-90}90-100}N,
% % % % % %, % % % % IR,
Provide 4
primary - }.7 2 2 2 0 9 2 2 7 14 1
treatment
Refer to '
another 9 11 7 2 1 . 8 0 2 0 5 2
trea tment
source
INeither .
treat nor }34 ‘3 4 1 1 1 0 1 o 0 2
refer ] '
(N.R. = No response)
TABLE IV
‘TRFATMENT VS REFERRAL: MEASURES b
OF CENTRAL TENDENCY |
Mean Median Mode ‘
Provide primary
treatment 57.5% 60% 50%
Refer to another
tréatment source 31.6% 20% 10%
Neither treat
nor refer 7. 4% 0 0

’mgde is surprisingly low, with a mean of only 31,58% and with a medtan.

(20%) and mode (10%) that suggest an even lower overall patéern. Cor=

respondingly, the percentage of children whom pediatricians repoft they
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are ﬁrovidiné prima%y tréatment ts much higher than expected, with.a
mean of 57,5%, a median of 60% and(a mode of 583. From thesé results,
it would be interesting to determiﬁe if pediatriclans are providing
most of the treatmen; themselves because they feel mosé comphteht to
do it, or if it is because they are elther unaware of or dissatisfied
with ;vajlable treatment resources.

In ;nterpreting these results, however, it is important tg recall
that in question No, 2, the percentageé of emotionally disturbeq
children making up their ﬁractice was surprisingly low. The results of
rhe two questinns taken togéther may suggest that a pediatriclan tendg
'to racognize or diagnose those problems which he fee{s competent to i
handle, The very small numbers who are reported as receiving néifher ;'

treatment nor refefral could relate to what might be a significant .
number who are going unrecognized and "undiagnosed.," (These words
are probably inadequate to describe tﬁe experience of encountering a
prohliem in one;s practice which is anxiety provoking and which the
pfactitloner feels he "ought bo he able to handle" but thch his long
vears of specialty training did not prepare him for. 1If his gelf
confidence 1s high and his proféssional relationships are good, the
result will probably be a quick referfal. If not, the ultimate reso-
lution m@y be that the‘proplem is‘nof viewed as g.problem - or at
least is not reported as one,) |

In'questinn No. 5, respondents were asked both whether or not they
‘utilized consultation if they provided primarynnreatment and whéther Br
not they felt that there should be more of chh consultation éervices.~

The results are summarized as follows: .
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" Utilization of mental health consultation:

. "Yes: | 45
No: - 1-
No Response 1
Total 47

Should more consnltétion services be made available?

Yes: - 26

No: ' 14,

No 3esp6nse 1
Total 47

The high rate of u;illzation’of consultation services is note-
~worthy, Respondents were also asked to list their favorite sources
for conultation serviceé. if they used them, The sources mentioned
are listed below, in descénding order of frequency:v

_ TABLE V

CONSULTATION RESOURCES USED

No, .
Private psychologist 19 45
Private psychiatrist 13 31
Mental Health Clinic . 13 31
Medical School 5 12
C.D.R.C., . 14 9.5
Other Counselling 4 9.5
Private Agencies (Morrison Center, etc.) 3 7
Children Services Division 3 7
Community Services 3 7
O.R. 1. 2 5
Other 2 5
No response , 5 12
(The percentage indicates the percentage of respondents who
mentioned the given resource; as some mentioned more than
one, the column totals more than 100%.)

'
PO
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It should be noted'thatlprivate gources head the 1list, but it is
surprising that between psychiatrists and psychologists, the latter
tre mentioned more frequently, lIt could be gpeculated that the lines
which demarcate the area of expertise are ciearer between the pedis
atrician and ﬁéychalogiét are clearer than those b;tween a pediéfrician
;nd ch!l& psychiatrist, In géﬁeral, requests for consultation come
most easily wheén one's professionai identity §s8 secure, It also suge
pests that»moré frequent requests for consultation from a psycﬁologist

.Amay indicate that the pediaérician tends to see mény of the mental
and eﬁotional disorders as learning disabilities. This tendency seems
to‘ﬁe substantiated by the frequency of thelr contacts with the
schools, which is revealeé {n»the next section,

It ié particularly’interestihgt however, to coﬁpare the results
of tﬁis question with the results of the last quesﬁion, in which
respondents were asked to name the profession or resource which they

" . would -take thHeir own\child to if he/she were ﬁentally or emotionally
disturbéed. The résulfs,- again, listed 1ﬁ descending order of free
quency ‘appear bglo%: o

| TABLE VI

PREFERRED RESOURCE FOR PEDIATRICIAN'S FAMILY

REBoUrTE ' ~-NG., %
Privaté psychiatrist 29 58
Private psychologist 13 26
CDRC/UOMS 5 10
Private M.D, 4 8 -
Mental Health Clinic 4 8
Other Counselling 2 A
Other 1 2
No Response 2 [
(The percentage indicates the pércentage of respondents who
mentioned the given resource; as some mentioned more than one,
- the column totals more than 100%,)
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This question was intended as a kind of "after all is said and
done, whom do you really see as competent? whom wouid you trust to
tare fgr yoﬁr own child?" Query., While it is very difficult to
quantify the implications }aiged by the résults, they nenetheless
ada 8 véry important dimension which is useful in 1nferprettng some
overall trends, The response in favor of private psychia;ris;s ié
overwhelming., The relationship between psychiatrists and psy?holo-
gists seen in the previous question is here‘reversed. Whatever made
ipsychiatriéts less popular as a source of consultation doeé not seem
to apply in the case of seeking help for the respondent's owr chil-
dren. Aﬁother contrast is revealed in the different usage of public
agencies (including mental health clinics) indicated by the responses
fr&m the two questions., While in question No. 5, a 61,57 usage of
public égencieé is shown, in question No. 11, only 20% is shown (and
out of this, 11% is accounted for by UOMS/CDRC which enjoys a special ‘
relationship to the medical community.) A moré complete picture of
the referral system 1s seen in fhe next section.

IV, UTILIZATION OF REFERRAL RESOURCES

In organizing the results of this section I presented the d;ta
first in the categories which appeared on the questionnalre with the
a@ditioﬁ of a per cent column and then collapsed the five columns
into thiree to show a low Woderate, and high frequency response pattern,
These results are shown on the.two pages fol;owing.

i




TABLE VII

REFERRAL RESOURCES USED BY PEDIATRICIANS 1)
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Used (Used Used Used with Used very
Never {Rarely jOccasionally |Moderate Frequentl
: Frequency
No.: % |No.l % No, A No. 7 No. A
Children's Services
.Division 9 20} 11} 241 15 33 11 | 24 0 0
Mental Health Clinics| 7 15| 6] 13} 16 35 14 | 30 3 7
Family Counseling , :
Services ] 11 24 13| 28] 18 39 4 7 0 0
Private ) .
Psychiatrists 6 13| 12| 26} 18 39 9.] 20 1 2
Privatre .
Psychologists -8 171 10] 22} 18 39 7115 3 7
Private Practicing f
Soclal Workers 26 571 13| 28 4 9 2 4 2 i4
Ministers 21 47 171371 6 | 13 2] & 0 0
Juvenile Courts 21 47 16! 35 17 2 1 2
Public Health
Departments 15 33| 13| 28| 13 | 28 al 9 1 2
School Counseling
Services 8 171 91 20 11 24 17 | 37 1 2
Special Education .
Programs 7 15/ 3! 7 8 17 22 | 48 6 13
Youth Service
| Bureaus 36 74| 7115 3 |7 2 4 0 0
Cripped Children's .
Division (Portland) 8 17| 4} 9 11 24 18 | 39 5 11
University of Oregon ’
Medical School Child
Pgychiatry Qutpatient . .
Clinic 17 371 15] 33 8 17 4 9 2 4
Private Treatment ‘ :
Centers 22 481 16} 35 7 15 1 2 0 0
State Hospitals 34. 744 10] 22 2 4 0 0 | 0 0
_|Private Hospitals 31 67 113]28 1 2 1 2 0 0
Other - 39 85] o] O 3 7 3 7 1 2
Total 324 188 170 122 26
Mean- 18 3900.423] 9 J20.5 l6.7 lte.6 | 1.4f 3.1
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TABLE VIII

REFERRAL RESOURCES USED BY PEDIATRICIANS (2

Low Moderate High
Frequency {Frequency { Freguency
No, ‘% {No, % iNo. %
Children's Services Division 18 39 26 | 57 0 0
Mental Health Clinics 13 28 30 | 65 3 6,5
Family Coungeling Services 24 52 22 | 48 0 0
Private Paychiatrists 18 39 27 59 1 2
Private Psychologists 18 39 25 | 54 3 6.5
Private Practicing
Social Workers 39 85 6 13 2 4
Ministerg 38 83 8 117 0 0
Juvenile Courts 37 80 9 19,5 1 2
Public Health Departments 28 | 61 17 | 37 1 2
School Counsgeling Services 17 37 28 | 61 1 2
Special Fducation Programs 10 22 30 | 65 6 13
Youth Service Bureaus 41 89 5 1 11 0 Q
Cripped Thildren's Division ‘ f
(Portland) ' ) 12 26 29 | 63 5 1y
University of Oreffon Medica
School Child Psychiatry Outpatient ’
Clinic , 32 | 69.5] 12 | 26 2 4
Private Treatment Centers 38 83 8 | 17 0 0
State Hogpitals, 44 96 2 4 0 0
Private Hospitals L4 96 2 4 1 0 0
Other : 39 85 6 | 13 1 2
Total 510 302 26
Mean 28,3] 61.5] 16.8]36.5] 1.4/ 3
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The first observation which can be made is that the general utili-
zation rate for all the referral resourcés is low, with 61,5% average
response for the low frequency use and an average of only 3% showing a
high usage rate, Thopse resources which are uééd for referral with
moderate to ﬁigh frequency by more than half the respondents are (in -
déscending order of usage):
Special School Education Programs
Crippled Children's Division
School Counselling Programs
Mental Health Clinics
Private Psychiatrists
Private Psychologists
Children's Services Division
Among these, only the épecial éducation programs show a signfficant
rate of "high frequeﬁcy" use, On the other hand, there are five re-
sources which are Qsed never by more than half the respondents, Among

the least used are the following facilities, which show an 80% or

higher rate of "low frequency" use, (shown in desbénding order usage-

rate): {
Juvenile courts
Ministers
Private treatment centers
Privatie prdcticing social workers
Youth serviée bureaus
State hospitals

Private hospitals
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i is'of special interest thd;pediatricians appear to use the schools as
a resource with greater frequency thén any other. The mental health
clintcs and Children's Services Division are the only public resources
which seem to be used with any significant frequency, The usage of - .
both psychiatrists and ps?chologists is moderate but apparently.not as
great as when they are being used as a consultation resource or as a
‘hypotﬂetical treatment resource for the,reépondent's own family.
V. SATISFACTIbN WITH REFERRAL RESOURCES

In organizing the data for this gectlnn, I haye presented it in
two forms. The firsf table is the same one used in the questionnaire
with the exception of an added column which shows the "no response ]
tabulations.” It offers the advantage of idegtifying quickly the

extremes; namely, columns 1 and 4 which show satisfaction with ﬁoth ‘
quantity and quality and column 4, which shows dissatisfaction wiéh both
measures, The second table, on the other hand breaks the data down into
two general groups which show dissatisfaction versus satisfaction and
tgo subgroups in e?ch which identify the parameter of quantity and

quality. This table also shews the percentages of each, These two

tables appear in the two pages following.




SATISFACTION WITH REFERRAL RESOURCES (1)

TABLE IX
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Quality &{Quality is Quality istNeither
quantity psatisfactory {unsatis- quality norj jNo Re-
" Resource are sati-jbut quantity {factory lutjquantity is sponse
o factory |}is adequate jquantity j}satis-
is. adequarjfactory x
- No, 7% }No, % _ iNo, % {No, % No, %

Children's '

Services Div, 15 | 44 7 22 5 16 5 16 15 |32
Mental Health '

Clinics 71 21 13 39 5 13 8 24 14 {30
Family Counseling )

Services 12 | 46 8 31 4 | 15 2 8 21 145
Private

Psychiatrists 25 | 69 4 11 7 19 0 0 11 j23

rivate '

Psychologists 19 | 63 5 17 8 21 0 0 17 136
Private Soclal

Workers 13 | 62 3 14 5 24 0 0 26 155
Ministers 14 | 67 1 5 4 19 2 10 26 |55
Juvenile Courts 13 | 59 9 3 |14 4 18 25 133
Public Health ) ‘ :

Departments 13 | 45 8 21 4 14 2 7 18 |38
School Coungeling

Services . 9 | 39 8 23 7 20 11 31 12 {26
Bpecial Education .

Programs 10 | 29 10 29 5 15 9 26 13 128
Youth Service

Bureaus - 6 | 50 3 25 2 17 1 8 35174
Crippled Children's

pivision (Portland)27 | 87 1 3 13 10 7 23 16 | 34

. of Oregon Medical :

School Child Psyal

chiatry Outpatient :
] Ciinic 14 | 54 6 23 4 15 2 8 21 145
jPrivate Treatment

Centers 11 58 5 26 3 16 0 0 28 | 60
State Hogpitals 9 | 60 1 7 4 27 7 32 |68
Private Hospitals | 9 | 69 i g8 |2 15 1 8 34 |72

. . . * 3 L -

Mean 34 18 17 11 46




TABLE X

"SATISFACTION WITH REFERRAL RESOURCES (2)
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Satisfied Dissatisfied
Resource Quality Quantity Quality Quantity
No, § % No. { % No. % _ No., %
Children's Services
Division 22 69 20 63 10 31 12 38
Mental Health ‘ ‘
Clinics 20 61 12 36 13 39 21 64
Family Counseling
Servicas . 20 77 16 62 6 23 10 38
Private
Psychiatrists 29 81 32 89 7 19 4 11
Private Psychologista| 24 80 27 90 8 27 5 17
Privatie Social
Workers 16 76 18 86 5 24 3 14
Ministers 15 71 18 86 6 29 3 14
Juveriile Courts 15 68 16 73 7 32 6 27
Public Health .
Departments 21 72 17 59 6 21 10 34
School Counseling
Services 17 - 49 16 46 18 51 19 54
Special Education
Programs 20 59 15 44 14 41 19 56
Youth Service .
Bureaus ) 9 75 8 67 3 25 4 33
Crippled Children's
.Division (Portland) 28 90 30 97 10 32 8 26
U, of Oregon Medical
School Child Psychi-
atry Outpatient
Clinic 20 65 18 69 6 23 8 31
Private Treatment
Centers 16 84 14 14 3 16 5 26
State lospitals 10 67 13 87 5 33 2 13
Private Hospitals 110 77 11 85 3 23 2 15
Mean 72 71 29 30
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In looking at the data, the "no response" columns provide infore

‘ mation that is almost as useful as the other data, ©One is first struck

by the hjgﬁ rate of what could be called "no opinion.,”" 1In general,

those resources which show a high rate of '"no opinion” are also those
listed on page 65 which show the lowest qsage rate, The same resources
show either an average or lower than average "dissatisfaction with
quality" response rate, What this suggests then, is that pediatricians
have no opinion about” these resources because they don't usé them,

This becémes circular, however, for the reason they don't use them
dogsn't aﬁpear to relate to thelr dissatsifaction with these re-
sources but rather to their unfamiliarity with them. A high rate of
"no opinjon® about‘other resources that are used more frequently,
ho?ever, probably indicates a low level of followup or feedback come
munication witﬁ the referral resources after the referral has been
ﬁade. Some lengthy, thoughtful comments offerea at tﬁe end by
respondents indicated the frustragion,with not learning about the oute
come of referrals made to public.agencies. Those resources which show
A low "no opinion" response rate also correspond generally to those

which showed a higher usage rate from the previous charts, One re-

' - source, private psychiatrist shows a particularly low "no opinion

response rate,' even though it ranks about fifth for usage rate, Most

simple stated, this means that pediatricians have a lot of opinions

about psychiatrists, It may mean that feedback between them is better

than average as well.

When one_looks at how psychiatrists fared in the several measure
of satisfaction and dissatisfaction, resgondents rank them second only

to Crippled Children s Division in their satisfaction with both quality
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énd quantity. Of particular interest are those resources which show a
relatively high ussge rate but receive a low r#ting for either quality
or quantity. Among these are the following, whiéh sho§ a higher than
averaée resﬁonse rate for "disgsatisfaction with:quality:“

‘

ﬁiﬁsarfsfactjon with Quality -

School counselirg services - 51%
Special education programs 4l1%
Mental health clinics 39%

(Mean dissatisfaction with all resources = 29%)

The high digsatisfaction with both mental health élinics and the
schools is echoed by numeroﬁs comment§4ﬁade in response to the open-
ended questioﬁs at the end of the questionnalire. The dissatisfaction
with ghe schools is amplified by ffequent comments that suggest that
the schools ought to be thé logical place te co-ordinate many key
Qeﬁtal health activities, including recognition of the problem, edu~
cation of parents, co-ordinated and'continuous followup for the child,
Thé frustration appears to be higher in this case because of what most
respondents seem to feel should be possible,

Most of the comments-about the mental health clinics 1ndicafe a
geiief thnt,the services of the clinics are not oriented to children.
It is ihteresfing to recall that in its 1971 budget request, the Mental
Health Divislon included as one of its requests the séecffic fecom-

mendation that the mental health clinics assistin the integration of

mental health services in the well-child clinics and in the pediatri

clans' daily practice.65

65iMental Health Program for Children," Children's Services Sectimn,

Oregon Menkal Health Division 197173 Budget Request, (Dec, 1, 1970), P. 7,
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At the same time, respondénts'show a higher than average dis-
gatjsfaction with the quantity of these resources, The rate shown for
mental healéh clinics is particularly striking., Included in the fol-
loving ltpt are algo some of the other resources which show a signi-
ficantly higher rate In ﬁhis éolumn:

Dissatisfaction with Quantity

Mental health clinics 64%

Special education programs ) 56%
School couqsoling services 547
Family counseling ser;iées 38%
Children's Services Division 38%

(mean = 30%)

What this seems to indicate is considerable frustration and dis-

satisfaction with most of the public service facilities; in other words,

those that the general public can afford and would most likely contact,
There aren't enough of those resources pediatricians see@ to be saying
and thosgse that do exist aren't good enough, They do in fact say this
very clearly in their comments at the end, Making frequent reference
to ingccessible or unavajlable resources for low-income peoplé;
VI. SUMMARY

To summarize some of the conclusions that have already been drawn
from the data, the numbers of children who are seén by pediatricians
as mentally or emotionally disturbed is not as high as might be ex-
pected and may represent underreporting or an unwillingness to label
problems as "mental health™ problems, The followiﬁg comments can be
made, It would seem that a high percentage of pediatricians see

themselves as. providing ﬁreatment for mentally and emotionally disa
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turhed chlldren. Most of them use consultation services in doing so.

Contacta with outside resources for consultatlion are dominated by

- privatie theraplats, elther psvchologists or psychiatrists. Treatment

refernals seem generally infrequent, as indicated by the responses tq
both Ne, 4 and No, 6, When made, however, they seem to be divided.
among private therapists, Crippled Children's Divisioﬁ, school pro-
grams én& mental health clinics., This is strikingly similar to a
survey done in Rhode I1sland, which .showed that pediatricians in that
state made the most frequent referrals to”private psychiatrists, mental
health ciinics‘ahd child development centers.®® Satisfaction is
greatest with the former two while diésatigfaction with the latter

two, partjcularly as amplified by the written comments at the end, is

considerable, Trust and faith in competence seems to be most vested

in the private therapists, particularly 1n‘the p#ychiatxists, al=
though thére may be some pro#essional barriers to working with them
in a consultative relationship;‘ The interest'expressed in the develop-
ment of school. programs, eSpecially in the area of prevention or posi-
txve mental health is quite high, Perhaps in line with this, more
respondents felt that the age group of 10 » 14 ﬁeeded gervices more than
the other age groups.

Use of most public éervices appears to be low, but the data also

suggests that there is a lack of familiarity with what does exist, One

pediatrician suggested that there should be programs in the community to

acquaint. the physiclan with what is available in the local community,

Joseph J. Bevilacqha, "Position Statement-on the Planning.of
Mental Hedlth. Services for the Children & .Youth of Rhode Island,® Dept,

Qﬂ~M;ﬂg‘mR3IﬂXﬁa__~E2§2;4ﬁﬂlw;~9§.Mmﬂ. (Jan, 1975, unpublished report),
P. 196,
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along with its cost to the patient. Perhaps one of the most important
conclusions that can be drawm from this data - taken togethar -« is that

pediatricians see themselves as very involved with the treatment pro-

- cess of mentally and emotlonally disturbed children, Offering more

resources for these children may'not be the way to maximize the use-
fulness of the pediatrician, Training him in the appropriate use of
referrals (along with a thorough grounding in what is available) to-

gether with good training and supportive services to help him do the

. job of therapy whep it is appropriate (and which he is apparently

already doing) may have a greater ultimate yleld, The next chapter
will explore the pediatric training program in Oregon and the extent
to which it prepares the young pediatrician to deal with the mental

health problems that have been under discussion in this chapter,;
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CHAPTER VII
" PEDIATRIC TRAINING TN OREGON

A quick perusal of both pediatric and psychiatric literature
rgvealé a longestanding recognition that pediatricians occupy a key

position in the general realm of dealing with mental health problems

 of children, Améng the thick volumes included on the shelveé of a

pediatric library in a training institution are titles such as:

Pgychiatry for the Pediatriclan, Management of Emotional Disorders in

. Pediatric Practice, Child Pgychiatry and the General Practitidner.

The relationship between the pedjatrician and the psychiatrist or child
psychiatrist has long been a difficuit, thodgh often fruiéfUIApne.

Fach has often been preoccupied with consulidgting his own'profesé .
étonai identity and collaboration has often been sacrified to both
profeaslonél jealousies or to an unwillingness to invade eaéh other's
area of expertise. In 1952, the Group for Advancement of Psychiatry
made a spettal study of these issues resulting in a report titled,

"The Contribution of Child Psychiatry to Pediatric Training and
Practice." Many of the difficulties for the pediatrician attempting to
gain some masfery of child psychigtric‘issues which are disecussed in
ghis.repprt relate directly to the trainihg program for pedlatricians
and are certainly current today. According to the aﬁthor of one of

the téxtg previously mentioned, "one of the most common complaints

of the ﬁracticing pediatrician about his own earlier training is that

it d1d not prepare him to deal with the emctionally disturbed child
and his family, n67

G?Finch Stuart‘and John F. McDermott, Psychiatry for the Pedi-
atriclan (New York: W,W, Norton & Co., Inc,, 1970), Pp.12,
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Because the family pediatrician is very often the firstr person
sought for help In dealing with the emotional problems of a c¢hild,
the way he:manages these contacts is a critical factor in how the
femily manages the problem, His assets consist of knowing the entire
family and his acquaintance with the developmental history of the
child, Aiso, he is less threatening to the family than outsiders.68
How much he is ablevto capitalizg upon this natprai advantage is then
a function hoth of néguraltélperamgnt and good training. As the
author of one comprehensive state plan obhserved: "basic to any ¢ome
petency,..is an ability to identify potential problems in children
and_perhaps evén more importantly, to adequately deal with the needs
and feelings of children and their families, "% The importance of
making a good diagnosis is obviously a key part of the young pedi~
atricians! ability to deal with these problems and should be an ime
porﬁant part of hi§ training, In spite of the fear expresséd by some
psychiatrists that such training will lead thé pediatrician into areas
beyond(his expertise, according to at least one writef, this need not

be the case: "the non~psychiatrist will not be overambitious to make

'the exact diagnosis of the emotional disturbances but will rather

evaluate the situation to determine the child*'s need for specialized

psycﬁiatric‘attention."70

68Adam J, Krakowski & Dante A, Santora, Child Psychiatry and the
General Practitioner {Springfield, I111.: Charles C, Thomas, 1962), P, 5,

69Joseph J., Bevilacqua, "Position Statement on the Planning of Mental

‘Health Services for the Children & Youth of Rhode Island," Dept. of M,H,,

Retard, & Hosp,, Div., of M,H., (Jan., 1975, unpublished report), P. 102,

70Adam J. Krakowski & Dante A, Santora, Child Psychiatry and the

Gen?ra} Pracﬁitioner (Springfield, I11,: Charles C, Thomas, 1962), P, 5.
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In general, pediatric training in mental health issues pfobably
~concentrates on this areelof recognition gnd diagnosis, Unfortue
nately, théy may‘overlook other areas which contribute just as signifi=-
cﬁntly to the pediatrician's ultimate ease in dealing with these prob-
1ems, - Ks one writer observed, "It is extremely rare to find a pedi-
‘ ‘atriciaﬁ who has either the time or t?aining to do direct psycho-
therapy with children.71 What 1s needed, however, is not traiﬁing to
" turn pediatricians into child psychiatrists, As the same writer goes
on to say, "The average doctor, even if he is convinced that the
patient's problems are purely emoﬁional feels insecure in dealing with !
them, He wonders what he should talk about, what.questions to ask,
how to respoﬁd to parents' questions, and how much of their family

72

1ife he should leave alone." What this seems to imply, thenm, is that|

a trainihg program should address itself to such skills as interviewing
techniques but also to subtler 1nterper§ona1 and intrapersonal issues
such as usé of Ehe self, countertransference reactions and management
of personal anxiet&.

Another area which very often receives little formal attention in
a traintné program is the effective use of feferra;s. This involves
not only the recognition of when a referral is appropriate but also
an understanding of what resources are available and finally, the
skillful management of the entire referral process. One writer speaks
with‘particuiar'asperity about thé importance of the way in which this

"IFinch, Stuart and John F. McDermott, Psychiatry for the Pedi-
atrician (New York: W,W, Norton & Co., Inc., 1970), P, 205,

721p14d.,. P. 209,
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process is handled,

"The manner of handling the child and his parents by the non-
psychiatrist may largely shape the entire aspect of referral, if
such is needed, and the future relationship between the patient,
his family and the psychiatric facility,

"The proper technique of referral is important...The physician
who does not accept the concept of emotional illness, who may use
sarcastic methods of referral, who cannot well mask his own re-
jection of the child, who is evaslvé about the reason for refer-‘
ral, telling the parents that he is referring the child for psycho-
metric testing or netirological examination when he knows well that

the child requires a_thorough psychiatric evaluation, is a poor
source of referral,®

How, then, are some of these issues handled in Oregon's pediatric
training program, the pediatric residency program at the University of
Oregon Healtg‘écienqes Center? In approaching these issues, I hoped
to gain the perspective of hoth tﬁe residents and of some of the staff,
To do this, I sent a’quesﬁionnaire to all of the residents asking them
to rate the adequacy of training in several different areas and glso
to respond to a choice of several attitudinal statements descriptive
of positions of ten takén by pediatricians. 1 asked them to indicate
both their own attitude and how they viewed the attitude of the faculty.
Finally, to learn about the basic framework of the training program
and to gain a perspective on the attitude of the faculty toward mental
health igsuesiin the training program, I conducted several interviews,
one with a member of the pediatric faculty, and one with a member of
the child psychiatry department, who had formerly been in practice as

a pediatrician,

The pediatric training program at the University of Oregon Health

" 73adem J. Krakowski & Dante A, Santora, Child Psychiatry and_the .
General Practitioner (Springfield, I11,: Charles C, Thomas, 1962), P, 5.

H
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Sciences Center is in a state of transition as are most of the traine
ing programs through;ut the nation, Within the last few mon;hs, the
American‘Board of Pediatrics has issued a set of standards which
tightens all the training programs, requiring them all to deveioé
their training p;ogram into a three year graduated unit which will
resgit 1p-th9 following general structure; -

Year 1: General introduétion and rotation through classical

inpatién; and outpatient clinics,

Year 2: A series of 6 week electives, possibly including nero-

ps&chiatry,

Year 3 Three-moﬁth elective, supervision of first year resi.

dents and 12 weeks‘ln a child health clinic,

The general affect of this, according to the faculty member intér-
viewed, will‘be to structure in certain subspecialties while reducing
much of the flexibility for concentrating on or omitting sbme of
_ theﬁ,74 Up until this time thefe has been no formal exposure to child
mental health issues and no cunriculum content specifically desigqed
to cover the emotignal and psycholégical deve1§pment of children,
These areas are handled by ;pecial serinars and grand rounds, Accond.
iné to the facylty member interviewed, éhere is much available if the
pediétrrc resident c#res to seek it out, Recently, oﬁe of the pedi-
atric residents did an extra year thréugh’the child psychiatfy departe
ment.. One of fhe members of the child psychiatry'department has for
several years had one pediatric resident assigned to him for a three
month period and, méetiﬁg with him for one héﬁr a week to Qisc§ss a ‘

N "%Most of information about training program gathered from Dr,
John Isom,
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case involving psychiatric problems, Ip addition, many residents have
elected to do a rotation through C,ND.R.C, which Speciallzeé fn a
dlngnosfic workup and treatment planning for behavior disorders,

When asked to comment upon how well he felt the residents were
trained to diagnose mental and emotional disorders and to make appro-
priate referrals, thé reply of the pediatric staff person 1nterv1e§ed
wﬁs, "They'll get the feel and flavoer of how to Aeal with them, but
then went oﬂ to say, "Even'if every pediatirician were.adroit at re-
cognizing emotional problems; where would they refer them?" In general
he semmed to feel that pediatrics has overstepped its bounds in be-
coming foo {nvolved with child psychiatric issues. Wﬁen asged to
compare the pediatricltrainiﬂg program at the University of Oregon ‘
Heaith and Science Center with other training programs he was familiar
with, he replied that in his experience with five training programs,
the one in OfegOn gave its residengs greater experience in psychiatry

than any other,

Another perspective was provided by a faculty member from the

child psychiatry department,’>

In his view, the pediatric training
ﬁrogram in Oregon hés less psychiatric input than average. He feit
that the greatest deficie;ces in training éere in the areas of child
deveiopment and in interviewing skills., "Most pediatric practice is
madelup of advice giving rather than real listeming," he observed,

He felt strongly that the.important changes would have to begin with

- the training program,. "He did feel thaf the younger residents coming

75Following information and opinions gathered from interview
with Dr, Herb Woodcock, :
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{nto the programs were showing mcge interest in the field and were
demanding to be ;aught more, As wés observed back in 1952 by the
Group fér the Advancement of Psychiatry Committee, however, "The
broadening of the training program of the future bediatrician to in-
¢lude pertinent principles and practices from child psyéhiatry can be
achieved.Snly when the pediatric personnel of the hospital really
wisﬂ it."?é One step toward this goal may be achieved beginning @n
July 15, 1§76 when for the first time, all pediatric residents will
have, during the course of their three year program, a §ix #eek rota-
tion through child psychiatry, |

* In attempting to get some idea of how re;idents viewed their own
training program, I sent a questionnaire to all fifteen residents, A
copy of the queséionnaire with the cover letter can be found'in Ap~ |
pendixes L and M, . Out of fhe fifteen letters sent, I received thirtéen
back,- Among thége questioned, the numbers were almost evenly divided
between those who ﬁad choseri an elective relating to the mental and
emotional disorders of childhood (5) and those who had not (6), All
who had elected them founé them helpful, One had not yet determined
'ﬁis electives for the next two vears and another reported at iength
that he had had two months of child psychiatry as part of a pediatric
“training pngram in Kansas City before coming to prégon as a third
_year resident, In his view there is very little formal training in

child psychiatry at the University of Oregon Health and Science Cénferu

?6"The Contribution of Child Psychiatry to Pediatric Training and
Practice" GAP, Report 21 (Jan, 1952), P, S.
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Results for question No, 3 are shown -below:
TABLE XI

SATISFACTION WITH TRAINING

e

Too little Too much Enough |

e, Normal psychological
* development of children 8 5
b, Diagnosis of major psy~
chological disturbe ‘
ances of childhood 10 -3
c. Management and treat-
ment of the child with
psychological disturb.
ance 12 1
d. Use of consultative
services and referral ,
regources 5 8

While the overall pattern is certainly oﬁe of feeling inade-
quately tralned, the high emphasis on needing competency in management
and treatment with the relati;ely lower feeling of need to be tréingd i
in ude of consultatinn and making refefrals suggests a profile of
the pediatrician who wants to do it all himself. A similar profile
emerged to some exten£ from the results of the quesionnaire examined
in Chapfér VI. It would be Interesting to know how much this attitude
corresponds to a kinds of neophyte optimism where all thingsiseem
possible; It might also be true that it requires a few vears of
private practice away fro@ the sheltered atmosphere of a training
) in§titution to learﬁ the importance of being:able'to use consultations
effectjvgly and - to make referrals smoothly.

The design of qqé§tion No, 4 was such, that interpreéations of
results must be made carefully. Its intent was to pick up exﬁremes
and~gny'disérepancies between the resident's Attitdde and the staff

attitude as perceived by the resident, Because I did not include a

statement which reflected an extreme attitude of, "I can do it all
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myself without any help,” the results are naturally biased, The
tabulations of the results are as follows:

statf Your
Attitude Attitude

a, In most cases of mental and emo-
tional disorders of children, pedi-
atricians could provide primary
treatment if they utilized consulta-
tion services from mental heslth
professionals. 3 ._ &

b, Pediatricians should be qualified to
. handle mild behavior problems of
childhood but should refer all serious
mental and emotional disturbances to a :
qualified mental health specialist, b 10

¢. Pediatricians have heen stepping over
their boundaries in trying to be all
things to all people, The business of
a pediatrician should be to treat the
physical problems of children. Any
problems which are not physical should
be referred to a psychiatrist or other 4
mental health specialist, 2 0

d. Pediatricians have been trving to
ignore the mental and emotional probe
lems of childhood for too long. They
need more training to help them make
accurate diagnoses and intelligent
referrals when they are unable to’
provide treatment themselves, 1 )

e. Pediatriclians should be prepared to
handle short term, acute psychiatric
crises in children, such as those
. frequently found in an inpatient sets
ting, but should refer all cases re-
quiring long term treatment to a .
mental health specialist, 0 2

The only extremes indicated were two responses to staiement d, showing
. a belief that staff attitude was that pediatrics should stay out of
~the business of child psychiatry, ~In general, the responses cluster

around statements that indicate a definite commitment to providing

services for children with emotional disturbances with a corresponding
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recogﬂition of the need for help from mental,heaith professionals,

| Perhaps the most lmportant conclusion that must be drawn from‘
all of the ﬁaﬂerial presented in this chapter has to do with the ime
portance of the training program, The peqtatrician can not escape
the crucial positi;n he'is in with regérd to the ﬁental and emotional
problems of his young patients. How he chooses to handle himself in
that Key poslition is partly a function of temperament but is probably
§erm§nént1y shaped by the training he has - training which probably
has its greatest impact in teaching a methodology of problem sélving.
A;'the present, at least, the majority of residents in train%ng in Oregon
feei that.they are being inadequafely trained in many of the key areas

which might condition problem solving to be more than a medical ree

sponse. : ’ !



CHAPTER VITI
SUMMARY

In taking'one finai lobk at Oregon's movement toward com=

prehen%ive planning for children, it is not easy to conclude with any
*tidy summation, To returﬁ to the premise of Chapter 111, a state, no
lers than an‘individual is conditioned by its ﬁlstory, and Oregon's
history with regard to the devélopment of programs for its mentally
and emotionally disturbed children hasgs been complicated., Yet there
are parterns which have interwoven through time, patterns which will
probahly repeat themselves through time and which will have a cone
tinuing effect on those tésues which have been raised in this paper,
One way of descrihing these patterns would be to say that histori-
cally, Oregon ha§ had moﬁents of passion and promise imbedded in a
consérvative matrix of program development, This paper has high~
tighted a few of ﬁhe studies and experimental projects for children
which have had periods of ascendancy., In general, MOwgver, devel ope
ment has proceeded in a doggedly 1océi fashion. The comparisbn often
made hetwaen an Oregonlan and the rugged ~ ‘and conservative - ina
dividualist of Maine is perhaps an apt one., Oregon has.never lacked
for ideas nér for the data to support a variety of programs, One
rocalls that with regard to children's programs, Oregon has peen
called the hest studied state in éhe ﬁation. Indeed, the Governonr's

task Force is at present engaged in studying models or planning mgchu
anisms developed in other states,

Yet QOregon has not been able to come up with a compfehensive

mental healtbrprogram for 1ts children, 1t presents a fascinating

contraat to observe that when the State of Maine prioritized a com=
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prehensive State Plan For‘Mentally and Emotionally Disturbed Chil¢ren,
1t did s; lhfgelv on the basis of projections of the Joint Commlséion
Raport wihout the Benefit of any statewide s?ddies of need, Yet to
say that Orégon has not done the same is not to impugn the public
mindedness of its citizens but rather to imply merely that political
proceés moves differently'in Oregon. 1 am not a politician nor pro-

. perly a historican, but the events w@ich mark‘Oregon’s development in
this area of children's programs are political and historical and to
sttempt to understand them outside of these dimensions ré to risk the
failure of all future programs.

In general; the most inSpirational successes in Oregén ﬁave been
those which were on)a smail scale and had a strong local founéation.
The travélling clinics of the 1930's achieved a remarkable level of
multiple discipline involvement and seemed génuinely to galvanize
problem solving st a community level, Yet in the 1960's, when the
ccmprehensive community wental health center was offered as a national
model for a community prograﬁ, it’was largely réjected by this state,
The coﬁﬁumfty meptal health clinics have been somewhat more successful

,huf have certainiy fai1éd in thelr mission to the'state's children;
The pilot project for emotionally disturbed childfenAundertaken 1n,
1969 demonstrated a stunning model of how a truly comprehensive systeﬁ
can he huilt into the network of the community; but it was on a small
scale and was ultimately emasculated by the lack of 1ezislativ; fiscal"

| support. At the same time, six treatment centers throﬁghout the state
seem ;o be alive‘and doing well, tbough they‘are lacking 1@ financiél

supéort, probébly because they were forced (through some of the acci-

dents of financial exigencies recounted earlier) to develop as the
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soieAtesponsibtliey of thHe community.A ferhags in recognition of this
need for local p]ﬁnning and input from local communities, the St#te
Menital Health Division sponsored local forums destigned to provide
input into state planﬁing. They were largely a faiiure. Perhaps it
should he no surprise tﬁat the one coﬁnty that seemed to use the forum
well - Multnomah County « was the one which paid most attention and
gave most time to this process, of how peoplé share information and
help each other change, ’

How,; then can the dilemma be solved between entrenched local
.values and conservative proéess and an overriding priority to make

needed change and advances? Obviously, this is not a dilemma that

invites a ready solution, Yet in terms of some of the issues that have;

been raised in this paper, such as the apparent determination of many
pediatricians to provide their own treatment to children with mental
and emotional distunbance, or the apparent refusal of localities to be

told by tﬁe state how to do their own local planning...these tendencies

and others suggest that many of the solutions may have to build on iocal

models that maintain a pespeét for the informal processes of exchange
which inform all helping jnteractions. This is not to say that it is
possible to éet anywhere without co-ordination, and responsibility and
- even ultimate authority, but it would appear that this authority will
Have to take a form that is pérticularly sensitive te local coloration
and nu#nce in order to be successful., Perhaps in Oregon, the now
famous stafement made by the Group for the Advgﬁcemgnt of Psychiatry
Commirteé In 1972 also applies: '"Money alone‘cannot help children,

The law alone cannot help children, It fequires a vital commitment

|
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within commmities to sort out what they have and what they want,"

"Tucrisis in Child Mental Health: A Critical Assessment," Group
for the Advancement of Psychiatry, Report No,, 82, (February 1972),
P. 124,

]
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APPENDIX A

CONTRIBUTIONS BY AND SUPPORT OF FIRST
CHILD GUIDANCE CLINIC IN OREGON

(December, 1931)
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APPENDIX A .

CONTRIBUTIONS BY AND SUPPORT OF FIR$T
CHILD GUIDANCE CLINIC TN OREGON

(Decemﬁer, 1931)

School Board
54,000

University of ' ‘ Multnomah County
Oregon Medical ) Court of Domestic
School Space : Relations

: §1,000/yr.

. CHILD GUIDANCE CLINIC

: A\ Office Secretary
Pt,-time (School Board)
Psychiatrist

Pt,=time Psychology

School Board: Ed. Spec,

Vigiting Teachers
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APPENDIX B
SIGNIFICANT DOCUMENTS IN THE HISTORY

OF CHILD MENTAL HEALTH IN OREGON

1. Oreqon Governor's Committee, Oregon's White House Conference on
’ Child Health and Protection, May 1932,

2. Kirkpatrick, Milton, A Stddy of Child Guidance Services in Portland
and the State of Oregon with Special Reference to Wdys in 7 Which
They Can be Improved, 1932,

3. Lewis, Martin C., Description of the Child Guidance Clinic Set-up
and ‘Suggested Expansion (Portland) 1936,

4. University of Oregon Medical School, A Plan for the Extension of
the Child Guidance Clinic of the University of Oregon Medical
School  to Communities in the State of Oregon, November 1936,

5. . Universiﬁy of Oregon Medical School, Child Guidance .in Oregon:
with Recommendations of the Governor's Special Committee, July 1,
1937,

6. ‘East, Allan, Child Guidance Clinics in Small Communities of Oregon,
’ 1039,

7. American Acadeﬁy of Pediatrics, Child Health Services in Oregon,
June, 1948,

(*)8, Oregon Governor's State Committee on Children and Youth, Mental
Health Services for Children and Youth, 1950,

10, Divislon of Mental Health, First Report:“@,Proposed Mental Health

Prosram for the Public Schools, August 19550,

11. White House Conference Committees, Needed Services

for Oregon's
Children: A Summary of Reports, 1959,

12. Oregon Governor's State Committee on Children and Youth, A Look
' at Oregon's Children: Report to the Golden Anniversay White House
Conference on Children and Youth, November 1939,
istyrbed

(*)13. Tavlor, Eﬁgene; Needed Services for Severly Emotionally Dis
"~ Children in Oregon, August 1964,
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14,

15‘

16,

17,
(*)18.,
{*) 19,
(*)20,

21,
(122,

23,

(*)24,

(*)25,"

26.
27.

(*)28,
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Ment&l Health Planning Board for thé Mental Health Division of
the Oregon State Board of Control. The Ultimate Goal: A Plan
for Today. A Comprehensive Plan for a Mental Health Program in

Oregon, 1965,

Treleaven, J.Il., A Residential Care Program for Children and
Adolescents with Severe Mental lllness, April, 1966.

Oregon Governor's Committee on Children and Youth, Focus on
Children: Thé Significant First Decade (Proceedinqs of the
1966 Oregon Conference on Children and Youth),; December 1966,

Oregon Mental Health Division, Review of Mental Health Division
Programs, December 1966,

Oregon Mental Health Division, Draft of Purchase of Care Pro=-
gram: Psychlatric Services for Children, April 1967,

Ofegon Governor's Child Welfare Study Committee, Child Welfare
Needs and Services in Oregon ("Greenleigh Report"), December 1968,

Oregon Mental Health Division, Pilot Program for Emotionally
Disturbed Children, February 1969,

Joint Commission on Mental Health of Children, Inc., Crisis
in Child Mental Health: Challenge for the 1970°'s, 1970,

Oregon Governor's Committee on ?outh, Recommendations of Pro-
fessional Study Group on Report of the Joint Commission on
Mental Health of Children, Inc., April 1970,

Oregon Mental Health D1Vision, Proposal for a Children's
Program, June 1970.

Mental Health Division, Mental Health Program for Chilldren,
(Mental Health Divislion, 1971-.73 Budget Request), December 1970,

Portland City Club, Report on Services for Severely Disturbed
Children in Oregon, March, 1971,

Child Study and Treatment Section, Report of Activities,
March 1973,

Oregon Mental Health Division, 1973 - A Turning Point for Mental
Health Programs in Oregon, October 1, 1973,

League of Women Voters, Mental Health Services for Children and
Youth in Oregon, Parts I & II, September 1974,
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29. Oregon Mental Health Division, Proceedings of N.W, Regional
Forum on Mental Health Services for Children, September 1975,

(*) These publications have been of particular importance in the
development of children's programs in the state.
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Route 2, Box 388
Aurora, Oregon 97002
March 15, 1976

Dear

I am presently engaged in a research project through Portland State
University, as part of the requirements for a Master's Degree in
Social Work, For the past five months I have been working with

Tom Stern and Mary Hoyt of the Children's Study and Treatment Section
in an effort to look at some aspects of the development of Children's
Mental Health Services in the State of Oregon, I am currently ine
terested in the ways in which some of the more informal caregivers
(such as family doctors, pediatricians, ministers, etc,) are in-
tegrated into the formal Mental Health Delivery System., I have
already sent a questionnaire to one such group of caregivers (l.e.,
pediatricians in the State of Oregon) designed to uncover such inforw
mation as the extent of contact with emotionally disturbed children,
the patterns of referral used, and utilization of and satisfaction
with formal delivery service elements. (I am enclosing a copy of
this questionnaire for your information.) As it has long been a
high priority of the CSTS to bring about an integration of all local
resources, both formal and informal, this kind of information may be
part of what is necessary to attain this goal,

As a part of the information 1 would like to obtain about rather
hidden resources, I am interested in knowing how such people are in-
volved in the planning process for Children's Mental Health Service
Delivery. Since the State Planners depend largely on local planning
and programming (such as the local forums now being given throughout
the State) to provide input from these more informal sources, it is
of special interest to me to know more about the way your forum is
being planned and executed (or was planned, if you have already
given it). As the information you provide me will give me some ime-
portant pieces of the total picture I hope to make avajlable to Tom
and Mary and other State Planners, I hope you can take the time to
answer the questions on the attached sheet,

Yours sincerely,

Kristin S, Angell

Enclosure
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Whom did you specifically contact or invite to your regional forum
(118t by discipline or agency rather than by name)?

The suggested format for information gathering did not provide a
place for the agency or discipline of the respondent, Did you
have any way of finding out what agenclieg or disciplines were
represented?

Do you believe there were any important gaps in the representation?
If so, do you have any explanation for them?

Did you feel that the input of your forum was dominated by any
single professional or interest group?

‘Did you find the recommended format useful for elliciting infotre

mation at your forum?

Do wou have any criticisms of it?

Please describe the major difficulties you had to overcome in
bminging about your regional forum,

Do you feel that regional forums such as these are an effective
way of making local needs known to state level planners?
D6 you have any suggestions for improving this process?
Do you feel that your forum was received positively by those im

attendance?.

THANK YOU!"
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CONTENT FOR REGIONAL FORUMS

In an effort to collect similar information from each of the Regional
Forums, the attached formats have been developed by our planning come
mi ttee,

Pége 1. Column A, "Problems of Children in Your Communities"
Brainstorm Problems of Children and thelr Families

Column B, "Categories of Services for Children"
" If this list is insufficient or not inclusive for
all the problems you identify, add additional
categories. .

Page 2, Fill out one sheet for each category of service,

1, The 5th column "Phase in Time to Develop
NeededProgram" should be stated by the Biennial
Year the new programs should be added (i.e,:
1677 or 1979 or 198l1),

2, The last column "Amount of Community Mental
Health Program Support Needed" ~ refers to
amount of fiscal support,
An example has been enclosed,
Page 3, In order to help local programs and state offices

prepare plans, programs which need to be expanded
or newly developed are prioritized.

For further information ar clarification of these forms, please contact
your regional mental health specialist or Tom Stern (378-2460),

MHD:TOS 12/17/75
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(A)

'Proﬁlems of Children
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(B)

Categories

in yvour of Services
Communities for Children
(List) (Complete this List)
T el m S e
) - Advocacy
Prevention

Screengng & Early ldentification

.Emergency

Diagnostic
Oute-patient

Day Treatment
Resi@entiai Treatment
Hospital

Consultation

Case Coordination
Research & Evﬁluation

Planning
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CATEGORY OF SERVICE:

"DATE :

AGENCY TO COORDINATE THIS CATEGORY OF SERVICE:

COUNTIES:

Types of programs{ Children at riskjChildren now

neede for ahove & amount of served thru
category of program needed existing
programs

service (list)

Primary agency
to provide
this

program

to develop

needed program|

Phase in time {Program
priority

1-low
5-high

Amount of
Comm. men-
tal health
prog. sup-
port needed
1l ~ low

5 - high

£0T
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PRIORITIZATION
OF PROGRAMS WHICH NEED TO BE EXPANDED

OR NEWLY DEVELOPED

g

DATE:

COUNTIES:

MHD:TOS 12/75
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MENTAL HEALTH

HELP!

FOR
CHILDREN ' Route 2, Box 388
A Aurora, Oregon 97002
January 15, 1976
Dear Dr;'

Enclosed you will find a questionnaire relating to mental health
gservices for children in the State of Oregon. This questionnaire
was designed specifically to meet part of the requirements for

a Master's Degree in Social Work, but more importantly, perhaps,
it was designed with the hopes that it would contribute to the
overall effort to improve both the planning and the funding of
mental health programs for children which will come up for consi-
deration in the next session of the Oregon Legislature.

As a member of the pediatric profession, you were chosen as a
respondent because it was felt that your commitment to the welfare
of children would be global and that your interest in the mental
health of children would be great. Of the many professional
categories considered, it was felt that your profession could
contribute uniquely in helping us to discover the resources that
currently exist for children in this State and--ultimately--what
resources need to be developed.

Your help in completing this questionnaire will not only be an
enormous help to me in my program of study, but will be a

contribution to the effort to move ahead in the develop of mental
health resources for children.

I would like to emphasize the fact that the results of these
questionnaires will be held strictly confidential, and if you
prefer, there is no need for you to put your name on it.

Yours sincerely,

Kristin Angell

Master's Candidate
Portland State University
School of Social Work
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»

QUESTIONNAIRE
January, 1976

COUNTY OR COUNTIES YOU SERVE
PRACTICE PRIMARILY METROPOLITAN 2 OR RURAL 2

YEARS IN PRACTICE AS A fEDIATRIClAN

. AGE SEX

————

LIST ANY SUBSPECIALTY

1, . The children you gee come to you with many kinds of problems;
Some of them are physiological, some of them are social, and some
of them are mental or emotional. O©f the c¢hildren yoﬁ've seen in
the past six months, appfoximately what percentage do you believe
have mental or emotional problems (such as ﬁnusual‘fears, hiéh
anxiety, withdrawal, hallucinatioris, difficulties in concentfation,
extreme passivity, etc.)

(Check the appropriate box,)

3 0=10%: 10220%:20=30%:40=50%:50=60%:60-70% : 70-80%380-90%
5 yrs,

5«9 yrs,

10-14yrs,

2, If possible, estimate the total number of children with these

problems ‘you've seen within the past six months,

 3. Which age group are most in need of services?

i



http:70-80%,80.90
http:20.30%:.40-.50

b

‘sionals in your treatment of these children?

112

Of those qhiidren you have identified as having mental or emotional =
problems:
a, To what percéntage do you provide primary treatment for their

mental or emotional disturbance? . - ?

b, What percentage do you refe; to another treatment source ?

¢, What percentage do you neither treat nor refer? ?

TOTAL s vcoenconcsss LOO%

Do you utilize consultative services from Mental Health profes

a, If not, give reason:

- b, If you do use such services, which agency or profession do

you primarily use?

c.- Do you feel that more mental health consultation services

need to be made avajlable?

(CONTINUE TO NEXT PAGE)
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Of those patients you refer to other treatment résources, what
resources do you curren£1y u;ilize? Please check the approbrlate
box for éach of the following resources 1i$ted and £ill in any

additional resources which you use at the bottom.

H : sUsed sUsed with
:Used :Used :0ccasione:Moderate :Used very
s:Never:Rarelysally 1 Frequency ;Frequently

Children's
Services Division

Mental Health
Clinics

Family Counseling
Services

Private
Psychiatrists
Private
Psychologists
Private Practicing
Social Workers
Ministers

Juvenile Courts
Public Health
Departments

Sehool Counseling
.Services

Special Education
Programs

Youth Service

- Bureaus

Cripped Children's
Div, (Portland)
Univ, of Oregon )
Med, School Child
Psychiatry Outpatient
Clinic

Private Treatment
Centers

State Hospitals

Private Hogpitals.

;Other (List):
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7. In planning and developing services for children, it would be
helpful to know about your satisfaction with the resources which
you use. This satisfaction may relate to the quantity of the
resources, (Are there enough of them?) or to the quality of the
resources, (Are you satisfied with the services provided by this
resource?) In the following chart, check the appropriate box which
best describes your level of satisfaction with the resource listed,

sQuality &:Quality is :Quality is
squantity :satisfactory:unsatisface
tare satlis-:but quantity:itory but
ifactiory -: is squantity is
: :inadequate :adequate

tNeither
tquality nor
squantity is
ssatisfactory

.
.

Children's Services
Division

Mental Health Clinlcs

Family Counseling
Services

Private Psychiatrists

Private Psychologists

Private Social
_VYorkers

Ministers

Juvenile Courts

Public Health
Departments

School Counseling
Services

Special Education
Programs

Youth Service
Bureaus

Cripped Children's
Division {(Portland)

Univ, of Oregon
Med, School Child
Psychiatry Outpatient
Clinic

Private Treatment
Centers

State Hospiﬁals

Private Hospltals

Other (List)
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Some people feel that all of the needed services for children are
nét offered by currently éxisting agencies, What mental health
resources or serviées for cﬁildren do you believe ;re most needed

in your drea of the state?

Sometimes planning for specialized services for children varies
between the local and the state level, Do you have any suggestions

for the improvement of Mental Health Servides to children at the

state level?

Do you have any other suggestions for the improvement of Mental

Health Services to chiidren?

If one of vour own children were suffeqing from a mental or

emotional disturbance, where would you take him?

i

THANK YOU FOR YOUR CONTRIBUTION TO THIS EFFORT!
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Route 2, Box 388
Aurora, Oregon 97002
May 28, 1976 “

Department of Pediatrics

University of Oregon Health Sciences Center -
3181 SW Sam Jackson Park Road

Portland, Oregon

Dear Dr, Cohen:

I am currently engaged in a research study as a part of the re-
quirements for an M,S.W, degree taken from Portland State University,
While the study will touch upon several areas of the mental health -
service dellvery system for children in the State of Oregon, its

primary focus will be upon the role of the pediatrician within this
total system,

As one way of looking at how pediatricians relate both to the problem
of the emotionally disturbed child and to the formal system which ig
set up to provide care for such children, I am presently examining
some of the ways in which the Department of Pediatrics at UOHSC ape
proaches this entire area, Obviously, the way in which pediatric

residents view the training program is an important part of the total
picture,

The attdached questionnaire does not represent a systematic effort to
gather hard data about training programs, It is intended, rather,
to give me an overall picture which can aupplement some of the more
straightforward information which I've acquired about curriculum
content and specific¢ requirements of the training program. Please
feel free, therefore, to write comments or to enlarge upon any of
the items which you might feel to be incomplete,

As a person in training, I have a profound appreciation for how overs
burdened your time is. I hope, however, that in spite of the many
demands placed upon your time, you will be able to f£fill out this
brief questionndire, The results will be held strictly confidential,
and if you wish, there is no need to put your name on it,

Yours sincerely,

Kristin S, Angell

)
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During your years of residenéy training, did you choose any electives
relating specifically to the diagnosis and treatment of mental and
emotional disorders of childhood ?

If the answer to No, 1 was yes, did you find that this part of your
training was helpful? .

Next to the following items, place an X in the space to indicate
whether you feel your training has included too little, too much,
or the right amount of material in the areas described, This might
include clinical ccntacts, special seminars, content of supervision,
etc,

too - too

little much enough

a, Normal psychological development of
children

b, Diagnosis of major psychological dis-
_ turbances of childhood

¢, Management and treatment of the child
with psychological disturbance

d. Use of consultative services and refer
rals to mental health resources

Place an X in the space beside the statement which you feel best
describes the prevailing attitude of members of the pediatric
department. Place a Y in the second space next to the statement
which best describes your own attitude,

Staff Your own

Attitudes Attitude
a, In most cases of mental and emotional

disorders of children, pediatricians
could provide primary treatment if they
utilized consultation services from
mental health professionals,

b, Pediatricians should be qualified to
handle mild behavior problems of
childhood but should refer all serious
mental and emotional disturbances to a
qualified mental health specialist,

¢. Pediatricians have been stepping over
their boundaries in trying to be all
things to all people. The business of
a pediatrician should bé to treat the
physical problems of children, Any
problems which are not physical should
be referred to a psychiatrist or other
niental health specialist,
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d. Pedistriclans have been trying to ignore
the mental and emotional problems of
childhood for too long. They need more
training to help them make accurate
diagnoses and intelligent referrals
when they are unable to provide treat-
ment themselves,

e. Pediatricians should be prepared to handle
short term, acute psychlatric crises in
children, such as those frequently found
in.an inpatient setting, but should refer
all cases requiring long term treatment
to a mental health specialist.

Year  in which residency will be completed .

T ———— e —

THANK YOU!
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