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A description of the main characteristics of this successful model was recently published (Stelzer & Elliot, 1990).  In this chapter, whilst referring to the model’s “natural history”, I will focus on the aspects of its functioning that made it successful; further, I will speculate on the administrative and epistemological conflicts that created the end of its operation in the setting in which it was developed.

In what sense was the model successful?


With a relatively small staff (1 child psychiatrist, 1 psychologist, 1 social worker, 1 occupational therapist, 1.5 teachers, 2 nurses and 1 child care worker per shift), we dealt during a period of three years (1986-1989) with a population of 200 inpatients and 500 outpatients per year.  The age of patients ranged between 5 and 17 years, all of them suffering from severe psychopathology: 75% parasuicidal and suicidal, the rest being aggressive, psychotic, or severe non-compliant psychosomatic cases, or with severe learning disabilities.  (A model for dealing with non-compliance according to the experience of the crisis unit and from an inter-systemic point of view will be the subject of a future paper.)  The model allows patients transferred from the emergency room to be managed with or without a brief admission period of 7-10 days, without referring them to other agencies yet providing a follow-up period of one year.  The unit acted as the Emergency Service for Child and Adolescent Psychiatry for the entire population of the Province (one million inhabitants) without refusing a single case and with no waiting list.  Only 8.7% of the referrals were readmitted.  Also, and with no extra costs, the unit was used as a training centre for workers from different mental health disciplines and undergraduate medical students, as well as for research purposes.

My clinical and epistemological background previous to directing the unit

Directing the unit was an integration of previous diverse experiences.  This can be summed up by saying that I was able to combine elements from both psychoanalytic and community psychiatric points of view.  This was because of new epistemological insights that I had around this time.  My first clinical experience in psychotherapy in Argentina was influenced by the ideas of H. Racker on counter-transference.  Further personal developments convinced me that the regression of the therapist in the therapeutic encounter is as important as the regression of the patient (Stelzer, 1989).  In Israel, using languages that were not my mother tongue, my work as a psychotherapist became more “global” and was undertaken in a more regressive state of consciousness (Stelzer, 1983).  There I was supervised by J. Issroff, a disciple of D. Winnicott, who helped me, through the use of the conceptual frame of transitional phenomena, to be a very effective therapist and to manage severe psychosomatic cases in short periods of time (Stelzer, 1984).  To work in psychotherapy in such a state of consciousness allows one to perceive, through the loosening of interpersonal boundaries, the dynamic interchange of the inner worlds of the participants of human systems, and this was utilized further in my work in the Crisis Unit during intake and discharge sessions by diagnosing and operating at systemic and inter-systemic levels.


During my work with G. Caplan, I realized not only that different administrative settings produced different patterns of co-operation between child psychiatrists and pediatricians, but also that different administrative settings are necessary for dealing with different clinical conditions (Caplan et al, 1981).


Briefly, I concluded that to take into account in every case the interrelationships of the clinical, personal (of the treating staff) and institutional aspects would produce a more effective and brief therapeutic intervention.  All this was translated into action in the model of the Crisis Unit when trying to construct an administrative framework that would be adequate to the task.


My previously mentioned epistemological insights came from a period in which I was working with psychosomatic cases, and I was frustrated by the difficulties of building a bridge between the epidemiological and empirical research and the actual clinical field.  A personal talk with D. Bohm, then visiting Jerusalem, and the reading of an enlightening paper on new epistemologies in Behavioral Sciences (Delpech, 1984), opened to me a new horizon of operational research and other analogical, “right hemisphere” kind of models in mental health, as opposed to the “linear” empirical and epidemiological ones.  In the future Crisis Unit the process of (1) explicating the working models; (2) it s operational evaluation; and (3) further changes in the pervious model, was a kind of continuous mental “emergency task”.

First steps in the unit: Other positive aspects for building a successful crisis unit

1. High morale: As we will speculate later, the high morale that we were able to develop was most likely the main therapeutic tool of the unit vis-à-vis very disturbed, hopeless, self-destructive teenagers.  In the beginning, the morale of the unit was low as a result of staff members perceiving their roles to be of low status and the unit to be one which no one of my colleagues wanted to direct, considering such cases as the unit focused on to be “social cases”.  In my experience, this low morale is a widespread phenomenon across almost every Crisis Unit t hat I have had contact with.  It seems that the staff feel that they are dealing with the cases that “nobody wants”; ergo: something must be wrong with them as caregivers.  Thus, in dealing with this low morale our tasks were (a) redefinition of the social meaning of our role: to convince myself and the rest of the staff that if we could find the proper model, and we could do something positive even with the cases that “nobody wants”, this would be very rewarding for both us as professionals and for the community; (b) to maintain involvement in training and research activities (we had a daily research meeting even in the middle of emergencies!); (c) to establish a leadership with the following characteristics: (i) a very democratic line of communication between staff members in which hierarchy was minimized; (ii) a clinical director who would always be available and be a presence in the front line, working with patients; and (iii) a leadership that would take on board responsibility, avoiding blaming the staff “under” him.  We endeavored to meet these goals, and our success in achieving them is reflected by staff turnover being nil and staff absence being very low during our operational period.

2. Seniority: The head nurse, some other nurses, the psychologist, the social worker and myself had already been in our respective professions for around twenty years.  Crisis Intervention, as with any activity that requires the skill of fast and accurate decision-making, is not for junior professionals.  First contacts with patients in crisis were made by the clinical director himself, with a senior nurse and/or the social worker, and not be a resident or student.

3. Community orientation: The clinical activities of the unit were not determined by any special interest of the staff members, but rather by the needs of the population.  Lacking incidence studies, we opened the doors to all patients sent to use by the community (and to those cases which our colleagues preferred not to deal with…).  Determining what was a crisis was left in the hands of the community and our referring colleagues.

4. Crisis redefinition: The traditional clinical or psychodynamic methods of diagnosing and treating were not appropriate to our way of working.  WE did not assess or intervene with the child only, but rather with all the actors in the crisis situation, through redefining it.

5. Continuous care: We discovered that the best thing we could do for the patients and for the unit was to take care of clients ourselves, without referring them to any other department or institution.  We provided continuous care, from emergency room admission through one-year follow-up.  Our experience showed that (a) the nature of the psychopathology (crisis prone) cannot be dealt with through the models of outpatient departments or residential treatment settings, for such patients are not compliant with a “waiting list” and “ordered” way of operating; and (b) if a patient has already been referred to those settings, but has a further crisis, she/he is readdressed to the Crisis Unit and the process has to start again, but now with less control over the situation.  For the above reasons, as well as for “selfish” ones (related to the need of the unit to control the situation), we developed a simple yet efficient method of following up our patients for a one year period after discharge.

6. Continuous explication of the model: The ongoing questioning of the operational efficiency of the model in terms of its usefulness to the community and its epistemological coherence was carried out on a weekly basis in team meetings.  The first written explication of the model was carried out after one year of functioning and was recently published (Stelzer & Elliot, 1990); for a more detailed description of the daily functioning of the unity, the reader is referred to this paper.  The model was developed by extrapolating from some old principles of military psychiatry in dealing with combat reactions, some new psychotherapeutic process as one of an informative experience that allows redefinition of the crisis in a more positive way, and gathering all of this together under the umbrella of a community approach that looks for a rapid reinsertion of patients into the community as its main ideological goal.

New clinical tools


In order to achieve the unit goals and to deal with our major constraints (community anxieties), we developed new clinical tools:

1. The intake meeting: Where in the presence of all the staff and all the actors in the crisis we tried to assess how each person defined the situation.  WE tried to avoid the Stanton and Schwartz effect (increase of pathology due to inexplicit and different opinions as to the meaningful people in the child’s life).

2. The discharge meeting (attended by all those present at the intake meeting): Held after the assessment intervention period and in which the crisis was redefined, recommendations were performed and criticism of those recommendations, by their performers, was encouraged.

3. A follow-up method included: (a) An ongoing weekly family co-therapy session led by the clinical director and the social worker; (b) a weekly group for teenagers led by the occupational therapist; (c) a classroom for children not yet accepted by the school system; (d) ‘phone follow-up’ of the family during a one-year period, carried out by a nurse who reported any need for further interaction to the rest of the team in the monthly meetings.

4. No significant individual psychotherapy or psychopharmacological treatment was conducted.

Program evaluation of the unit and its results


The program was conducted mainly with a population of suicidal and parasuicidal patients; results show that after a brief period of admission the patients scored significantly lower in the Hopelessness, Suicidality and SAD children scales, and results were positive on both patient and family satisfaction scales (Elliot et al, unpublished).  Even though further research is needed, we could speculate, taking into account that few individual and/or pharmacological interventions were carried out, that participation in an environment with a high level of morale has positive effects and helped to increase hope in the patients.

The crisis of the crisis unit


After almost three years of functioning, the crisis unit had to change its way of working due to increasing administrative and epistemological conflicts with the bureaucracy.


As we all know, conflicts between new and innovative clinical ventures and the needs of the administration of the institution in which such ventures are carried out are not at all unusual (Framo, 1976).

1. Administrative conflict: As we have said before (Caplan et al, 1981) every different clinical population requires different administrative structures.  (a) As with all emergency work, the crisis unit requires a high degree of tactical-political autonomy in order to be able to make and carry through prompt decisions; (b) further, the unit needs a fast and effective networking system with other agencies beyond the walls of the institution that hosts the program, and so requires many political contacts that frequently bypass the bureaucracy at, again, the operational plan in which the strategic and tactical levels differentiated, and this lack of planning and differentiation produces a situation in which the autonomy of the unit threatens the bureaucracy, and thus (a) and (b) become sources of important political-administrative conflicts.  We are not criticizing here any particular person or institution; rather, we want to address our criticism scientifically towards some schools of management, as some experts in the field already have towards “Taylorism” and “Scientific Management” (Johnson, 1989).  (c) The need to keep morale high requires that political information be shared with the team in a manner which conflicts with the general way of sharing information throughout the rest of the institution.  (d) The emphasis on dealing with all referrals without increasing staff numbers attacks those sectors of the bureaucracy whose “raison d’ệtre” rests in the political fights for getting increased funding for more staffing.  (e) The Unit existed in a culture based not with its emphasis on principles of community mental health, but rather on “client satisfaction”, the “clients” being administrators of other agencies involved with the Unit.  As this was at odds with our own philosophy, administrative interests often collided with our way of solving problems.

2. Epistemological conflict: Our way of working synthesized very old psychoanalytic and very new systems theory ideas under the umbrella of a community ideology and new operational and global epistemologies in a model that continuously questioned itself, and in which the classical way of diagnosing and treating were not central.  This has not been the usual way of training our psychiatric nurses and residents; as a consequence some trainees suffered a kind of cognitive dissonance whilst training with the Unit, thus adding to the previously mentioned administrative problems.

Conclusion


Supposing that the above-mentioned administrative and epistemological conflicts could be dealt with, our experience demonstrates that it is possible to operate an efficient community-oriented crisis unit for children and adolescents, offering continuous care from a small yet senior staff, through (a) developing a high team morale; (b) instigating some new clinical tools for redefining the crisis situation; and (c) using a model based on new epistemologies.
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