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6 The Family, the Patient, and the Psychiatric Hospital 

ting in which the process occurs. The hospital is a more 
manageable environment in which to influence variables of 
interpersonal distance and to involve different persons to 
help effect change. The hospital is not only an important 
therapeutic adjunct for severely disturbed individuals, but 
also, and more significantly, a setting in which individuals 
and families fixed in dysfunctional patterns can begin the 
process of change. Hospitalization need not be the "end of 
the road"; rather it can be a "new beginning" for both the 
patient and the family. 

Hospitalization can organize major therapeutic interven
tions in the family system, in addition to merely bringing 
temporary relief to a stressed system by offering asylum. The 
family can provide extensive information, continuity, and 
support. Maintaining connections between the patient and 
his or her ecological roots while involving the family in the 
treatment regimen offers better opportunities for compre
hensive therapy and for the management of medication, 
helps establish a better living environment, and facilitates 
more effective rehabilitation of the patient. 

The next three chapters explore family intervention in 
three stages of the hospitalization process. The problems of 
including the family (broadly defined to include "significant 
others" who may not be "blood" relatives) in psychiatric treat
ment planning are viewed from the perspective of the pa
tient, the family, the provider of service, and the institution-a 
systems overview. The patient and family are first followed 
through the process of evaluation and the decision about 
hospitalization versus alternatives like partial hospitalization 
(Chapter 2). Then, the characteristics of a family-oriented 
inpatient treatment program are described (Chapter 3). The 
final stage consists of the aftercare programs which evolve 
to make use of the resources of the patient's contexts, in
cluding the family (Chapter 4). Throughout the discussions, 
we contrast an individual treatment perspective with a family 
orientation in order to illustrate the differences in treatment 
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outcomes an<l costs. In Chapter 5, we explore some of the 
ethical dilemmas surrounding the choice between a family 
and an individual approach. Finally, we offer as an appendix 
a "consumer guide" which may help families as well as hos
pital staf

f 

appreciate the family's role in the treatment process 
and what families can expect from a family-oriented ap
proach. 
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naturally will be involved in their child's care; usually this 
will also be true for the parents of a young adult who fails 
during an effort to live independently. 

lf the patient is married, the spouse as well as the patient's 
parents will be included as relevant family members. Ad
mission often activates the spouse's loyalty conflicts between 
the patient and the in-laws. Although very young children 
of the disturbe<l patient may not need to be included in the 
initial assessment and decision-making sessions, attention 
should be given to how they can later become informed par
ticipants in what is happening to their parent and what will 
be happening to them as children of a parent who is mentally 
ill and hospitalized. 

What about children? At what age should they be involved 
in decisions about hospitalization of their parents? Children 
are entitled to be cared for, but there are many families in 
which children have long assumed the function of supporting 
a parent. This is true in single-parent families and in other 
families where the family hierarchy is diffuse. When the par
ent is a chronic relapsing patient, the children usually are 
very aware of the parent's problems and should be included 
in the solutions to be implemented. Furthermore, the burden 
of an ill parent at home may substantially compromise a 
child's ability to function. For elderly people, their adult chil
dren often are the family, obviously to be included in the 
decision-making process. 

Other relevant family members will often surface if inquiry 
is made about interested family members. It should be 
stressed that these family members are consulted not to place 
the burden of responsibility on them for caring for their ill 
members, but to enlist their help in planning and imple
menting the best course for the patient. The evaluating 
professional should make every effort tu find out who are 
the important, accessible family members and what is the 
degree of their availability. This effort is the beginning of a 
family assessment and will be rewarded amply both in making 
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� disposition and in implementing it. The assessment of fam
ily systems resources is an essential part of the overall assess
ment. 

THE APPROACH IN FAMILY ASSESSMENT 

Assessment of the family helps determine which therapeutic 
option will be best at this time, for this identified patient, in 
thi, specific context. Such an assessment can occur only when 
two conditions are fulfilled: 1) The professional person must 
feel comfortable gaining access to and obtaining the needed 
family data; and 2) the family and patient must feel some 
sense of trust in the clinician. 

Because the family is prominent in his or her thinking, the 
clinician arranges for at least the primary persons in the 
family drama to be present face-to-face. The professional 
person's sensitivity to the context extends also to the physical 
set�in_g. Obviously, a jail holding cell or the ledge of a tall
bmldmg restricts both family participation as well as the com
prehensiveness of professional evaluation. A busy emergency 
room with multiple interruptions limits both the family's ex
perience of respectful contiuuity and the professional's at
tention. However, even when a crisis must be addressed in 

this kind of setting, the presence of family members is none
theless essential for an understanding of the emergency. A 
relationship will he formed with the therapist and a basis 
established for a more leisurely evaluation in a more suitable 
setting at a later time. 

Ideally, the clinician should meet the family in a room 
sufficiently large to accommodate everyone with a modicum 
of privacy. There must be enough time for everyone's stories 
to be heard and considered. The therapist must approach 
the family members in a way that suggests they are partici
pating as colleagues in a problem-solving task, rather than 
as people being blamed for the problem. 

Often, however, assessment about psychiatric hospitaliza-
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tion occurs in less than leisurely circumstances such as when 
there is an abrupt precipitati�g event or emergency. The 
professional may use phone contact with family members or 
may have to engage in decision-making processes "under the 
gun" without sufficient dala about the distressed person's 
pool of social resources. Police, psychiatric emergency teams, 
or community-empowered agencies may have to be used to 
contact disturbed persons in situ; occasionally, the psychialrist 
makes a home visit. 

A danger in the assessment process is that the family may 
focus on the identified patient as the prnblem and may en
courage the professional to do so . .Especially in critical cir
cumstances, even the systems-oriented professional is not 
immune from seeking causes or finding fault in order lo 
understand how a difficult situation came LO be. Family mem
bers must be made to feel that they are not being blamed, 
but are participating together in a problem-solving task. 

If a symptomatic individual is seen as having a functional 
disorder, the consultant is prepared to explor� the relevant 
contextual patterns in both diagnosis and intervention. Even 
i� the patient has a condition now thought to have a largely 
b1olog1cal substrate, such as a psychosis or affective disorder, 
it is just as vital for the consulLant to focus on the context of 
the illness rather than on the "illness" itself. The investigation 
with the family naturally includes personal and family his
tories. It is important, too, to examine the interpersonal as
pects of the problems and to identifv the interactional 
patterns which may have a bearing on cu'rrent difficulties. 

ASSESSMENT FOR HOSPITALIZATION 

The clinician who has a family perspective about treatment 
will inevitably think about hospitalization in the context of 
a treatment plan for the entire family. Thus, concerns about 
the patient's condition will not alone determine the profes
sional's decision. Wynne (1982) has detailed the data that 
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family therapists need for treatment planning. These data 
include the presenting problem and its context, the family 
composition, the family's expectations and wishes, previous 
attempts to work on the problems and the results of such 
efforts, the family's resources, and the therapist's ohserva
Lions of family lransactions. 

On the other hand, Fleck (1983) has emphasized the im
portance of family leadership, the boundaries between mem
bers, the levels and kirnls nr emotion, family affens, 1 he 
effectiveness of family communication and problem solving, 
and the developmental stages and goals of r.he family. These 
differing guides to evaluation suggest the range of data that 
arc available in family interviews. 

Family members provide information more freely when 
they feel the therapist understands an<l appreciates lb�m and 
is reasonably empathic about their needs. The first rule of 
assessment, after bringing the family together, is to clearly 
accepl and label their actions in the current crisis as well
intentioned and caring for the idenlified patient. This is a 
significant part of the joining process which involves personal 
confirmation and validation, and which underlies most cl'
fective therapy. Even when family members are infuriated, 
hostile, and clearly desirous of getting rid of the patient, it 
is possible to recognize that these are natural feelings under 
the circumstances, that symptomatic or ill individuals can be 
infuriating, and that the intensity of the response reflects 
involvement and concern for the patient. 

A second rule in the assessment process is that r.he evaluator 
is in charge. Each system requires a leader: hierarchy is im
portant. Thus, by assuming leadership in Lhis situation and 
by discovering the natural leadership operations within the 
family, the professional underscores this important system 
function. It is important that the therapist ha\·e a clear view 
about being in cha·rge. Prehospital cvalualions can often 
threaten t:O get out of hand under the pressures of criticism 
and unmodulaLcd affect, all of which expresses the urgency 
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of the situation. Some clinicians argue that it is important for 
these feelings to manifest themselves, but we feel that at this 
stage it is preferable to err on the side of eliciting competent 
behaviors-that is, all of those coping skills and strengths 
which are still available, even in this critical situation. 

Let us look at the previous case example from a family 
perspective: 

Case example: Larry and tthel's IH-year-old boy lost control 
and discharged a .22 rifle in his mother•.� presence. His mother 
called his fat her, a football coach. The father enlisted the aid 
of a friend who was a family-oriented psychiatrist. At the 
psychiatrist's office, the family provided the following infor
mation: I) The boy was furious after he had been grounded 
and his car keys taken away because of two minor car accidents 
in the preceding week, the last 011e only two days prior to the 
crisis; 2) The boy stated that he had shot. the .22 rifle at the 
ceiling. not at hi� mother; �) llis history was one of trying to 
bully his parents into doing for him ,,,hat he wanted; examples 
included their giving him an expensive car as soon as he was 
able to get a license, as well as other items they could barely 
afford; 4) Although bright, he was doing poorly in school. 

The psychiau·ist identified a pattern in the family !hat went 
as follows: The mother would attempt. weakly, to set some 
limits and resist the boy's demands. The father· would give in 
to "keep rhe peace," apparenlly afraid that his son would 
become like those youngsters he coached. Although bright. 
the boy was doing poorly in school. 

In the psychiatrist's office, confronted with the combined 
frustration or his parents, the boy was chastened by the con
sequences of his behavior and acknowledged that he found 
himself in a pickle. He admitted that the scene had gone too 
far. His mother did not believe that he wanted to kill hei-. She 
herself appeared depressed, felt isolated and overwhelmed, 
and did not know how to handle her son. She expressed 
frustration at not being backed up by her husband. The father 
recog-11ized that perhaps he had teh too much of the burden 
of dealing with his son to his wife and that he had tended to 
get involved only when there was some sort of crisis. 
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From this perspective. the therapist. observed sympatheti
cally that the boy himself must feel overwhelmed with these 
kinds of family problems. He noted. further. that neither the 
boy nor his parents seemed to know how to handle rhe situ
ation. He then added that the youngster had successfully 
brought the problems to the attention of the outside world, 
perhaps in the hope that the family could, with some help, 
work it out. \,Vith this definition of the situation, the family 
could participate without fear or anger in the decision about 
wher.her ro work on the problem on an outpatient basis or to 
press for hospitalization. They now dearly saw the family as 
participating in the pniblem. The family was the "patient." 

At this point, if the family were feeling r·casonably com
fortable that all of the members would he helped in the on
going treatment, they might agree to an i11tensive outpatient 
l,rocrram with the initial groals ol' working out family rules and 

� ... ' . 

limits so that nobody would be betrayed or cheated, and even-
tually the parents could be on the same side. 

When the evaluatm sympathetically gathers information 
while concomitantly diffusing the patient's or the family's 
efforts to attribute blame, the process of evaluation is further 
facilitated. The more someone hears, "I can appreciate your 
upset in such circumstances," the more it is likely that rn_a_L_ure 
feelings will emerge. When the evaluator goes on to d1ftuse 
a spedfic or unifocal search for lhe cause of the problem to 
include the conOuence of many forces involved, this too may 
help loosen the ties of the participants to a blame-guilt cycle. 

The "multilateral" position (Boszormenyi-Nagy & Spark, 
l 973)-i.e. considering each person's pe::r·spective and con
tribution--of the evaluating professional not only promotes
the best chance of engaging the members of family, but also
provides an opportunity for evaluation of their flexibility and
responsiveness. When the fa1�1ily'� desire to have the, symp
tomatic member "put away" 1s retramed as everyone s need 
for a different kind of space for growth at this time, cautious 
and curious glances may be exchanged, signaling_ fa1:1ily abil
ity to shift perspectives. On the other hand, the farmly mcm-
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bers and patient may remain affectively and cognitively
immobile, unable to consider any alternative possibilities at
the moment. In either case, the evaluator has gained impor
t.ant information about the family and has set a tone for
possible hospitalization that includes the family ,t:s a construc
tive force in the ongoing treatment.

For example, if the youngster in the aforementioned case
is still angry and demanding about the sanctions levied by his
parents, while the mother remains overwhelmed, reproach
ful of her husband, and says she can't take it any more, and
the father persists in defensive helplessness, hospitalization
may be chosen as a context to begin the work with the family.
Hospitalization would pn)vide a muling-off period, a sense
of the critical nature of these events, and a11 opponunity for
remoralization.

Al TERNA TIVES TO HOSP IT ALIZA TION 

When the clinician indudes the family in the prehospitah
zation assessment, other factors in the decision on whether
or uot to hospitalize will be: l) the family's readiness and skill
to care for the patient in a less restrictive setting; and 2) the
family's need for relief from the stress of caring for the pa
tienl.

There are several alternatives to hospitalization in acute
family crises that can be consi<lcred if the clinician views
individual problems in the context of 011going family living.
We will discuss two of the most prominent alternatives
-treatment in the home an<l partial hospitalization.

In home treatmen1, the disturbed person remains in the
home and the family routines are not disrupted by the re
moval or a memher. Such a management approach may re
quire regular, frequent visits to a treatment facility, home
visits by a treatment team, or employment of persons from
outside the family for substantial portions of each day.

Home treatment services have been successful in a variety
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of settings around the country (Friedman, Becker & Weiner,
1964; Pasamanick et al., 1967; Langsley et al., 1968, [ 969,
1971; Smith et al., I 976; Fenton el al., I 979). In these varied
clinical settings, there is a general consensus that at least 60
percent of the patients could be treated in the home and thus
avoid hospitalization.

Friedman et al. ( I 964) found in their home treatment serv
ice that when the patients were evaluated for admission first
in the emergency room, it was almost. impossible to maintain
the patient outside the hospital. The results were much su
pe:1'�or i1� preventing .hospitaliLation if the evaluation began
�•11t1ally m th� home. 1 heir overall conclusion was that early
•�tervent1on •� the key _lo successfully maintaining severely
disturbed patients outside of the hospital. However, other
researchers (Langsley et al., 1969) selected their patients ran
domly fro1�1 those. who were presented to the emergency
•:oorn and J_ud�ed 1�1 n�ed o� admiss�on by the emergency
room psycl11atnst. Workmg with an active home visiting team 
} 

C )
t 1ey were able to avoid hospitalization and to decrease the
amount of time the patient was disabled and unable to work.

1:"he r�sults from treating suicidal and acutely psychotic
patients m the home suggest the following:

l .  ·1_·he treatment fa�ility must have a team of profes
sionals who are onent.ed toward family imervention 
and who are dedicated to this approa�b.

2. The results were at least as good as and sometimes
better than traditional psychiatric hospitalization in
short-term follow-up and about the same in longer-
term follow-up.

3. · I"he costs of managing the crisis effectively out of the
hospital are much less than the costs invoi'ved in hos
pitalization.

It is also quite possible to care for severely disturbed in
dividuals in a partial hospital setting either by utilizing· day



20 The Family, the Patient, ond the Psychiatric Hospital 

hospitalization, with the family actively inrnlved in t�e man
agement of the patienL <luring the night, o_r �y having t_he
patienl in the hospital at night with the family 1m'.olve� w1_thrhe patient during the day. A careful assessmc_nt_of the tam_tly
patterns, sources of strength, and charactenstt�s of. the m
di vidual patient determines the choice ot the urne mterval
for which institutional assistance is more important.

The duration of day hospital treatment tends to be longer
than that of iupatient settings, but the day treatment group
shows a reduced frequency of hospital returns (Wilder et _al.,
1966). There are a number of demonstrations w!th the �1_m
ilar conclusions that. partial hospitalization is a viable, effec
tive and more economical approach to the treatment of
sev�re emotional disorders. However, these exist in few areas
of the country. The inpatient hospital is still tl�e most prev
alent and available facility for the treatment ot severe emo
tional crises. A significant portion of the problem is related
to the financial policies of the health care system that reun
burses more generously for hospitalization tha_n for 1_he less
expensive community-based alternative. It also ,s_ poss1?le tor
some professionals to make more mon�y wor�mg with pa
tients in the hospital than when engaged m the chffic.ult strug
gle to cn:ate and maintain o_utparient care and :5upport
options. Third-party payers often arc g-eared to reimburse
for full hospitalization, but do not understan? or have _the
facilities to handle either partial care or mrens1ve outpauenr.
care to the extent required to support those programs so that
they can be successful. . All the community-based programs, whether parual hos
pitalization or home treatment, r�quire � great invesll_nent
of time and energy on the part of a dechcated professional
and paraprofessional staff. Few su�h programs _have been
maintained and verv little attention 1s currently given to de
veloping them des1;ite their effective�css. �ack ?f finan�ial
support has been blamed for their d1scont111�auo�. Prof�s
sional burnout occurs also. And because there 1s so lmlc sooal
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and financial support for t.hese programs. often they arc not
maintained after pilot funding has been spent.

Nowadays, as our_ awareness of family relationship re
sources increases, the characteristics of the family not only
are a m��jor fac1 or in the decision to hospitali£c, but also
determine the ultimate effcctivc11ess of the hospitalization as
a significant inlervcntion in the pa1iern's difficulties (With
ersty, l 977; Gould & Glick, 1977). The important relation
ship between the family awl 1.hc hospital in the implementation
of a satisfactory program has resulted in the felicitous term
''institutional alliance" (Stewal't, l 98'.2), referring to the mu
tual understanding between the family and the hospital staff.

l11 some hospitals, the institutional alliance is implemented
by developing a contract which serves as a written agreement
between hospital staff and the family about the contributions
of both sides to the treatment program an<l care needs of the
patient (Combrinck-Craham, el al.. l !)82). This contract is
initiated at the time of' admissio11 evaluation, then elaborated
later ·when both the hospital staff and the family become
increasingly familiar with each other. On the other hand,
Stewart (1982) describes fom stages in the building of insti
tutional alliances, beginning with I he crisis of the patient
which brings the family into contact with the hospital, going
on to the se/Jaralion which will occu1· when the patient is finally
admitted and other family members go home, continuing
with the family's rl'i11110/i,emr11t in in-hospital programs, and
ending with evaluation, which represents the stage at which
the family offers itself for more intensive involvement in the
uuuerstanding of the problem and its treatment. 11 is stressed
that different families may go through these stages with dif
ferent timing. There are at least two kinds of families with
whom building the institutional alliance will be particularly
difficult-disengaged families, in which individuals feel little
connection to each other and may be little affected by the
crisis, and families who are characteristically hostile and sus
picious of unfamiliar "outsiders'' (Reiss ct al., 1980). Yet there
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interfering with treatment. Social workers, rather than psy
chiatrists, were usually <ldegated the task of dealing with 
these l'amily-engeudered problems. 

Prior to the availability of effecrive somatic treatments, 
hospital stays were much longer and already-fragile family 
tics were often broken. Even now with shorter stays, public 
hospitals are often geographically distant from family mem
bers, making access difficult. Furthermore, since the hospital 
1s associated with much fear and stigma, many families are 
only too happy to stay away. 

In the I 970s, hospitals -began to struggle with the newly 
introduced model of family therapy which suggested that 
illness was embedded in a family context and often directly 
responsive to other family members. New social workers were 
hired to "do family therapy,'' but the rest of the treatment 
package ,vas unchanged. This ma<le the social worker's job 
difficult and conveyed a confusing message to the family. 

This model of hospitalization frequently has the unin
tended effect of promoting further hospitalization down the 
liue. Recent evidence (Mattes et al., 1977a, l 977b) suggests 
that when a mentally ill individual ts hospitalized for long 
periods of time (i.e., separated from his or her family and 
integrated into the hospital environment), a less than optimal 
copmg pattern begins which sees hospitalization as the so
lution to the family problem. This pattern may be repeated 
each time the individual manifests the same disturbances. 

A family-oriented hospitalization, on the other hand, views 
the problem in systemic terms. All persons in the family sys
tem are considered (in varying degrees) as interacting with 
the problem, and hospitalization is geared to supporting fam
ily functions (Glick & Kessler, 1980). 

BACKGROUND 

In some cultures, families are considered a vital part of the 
psychiatric hospitalization of any of their members. Because 
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of a scarcity of trained professionals and other resources such 
as food, families are essential to care for the needs of the 
identified patient. In fact, families often stay with the patient 
in or near the hospital. The assumption in these other cul
tures reflects dif

f

erent patterns of family care and affirms 
that the patient is an integral part of the family network. It 
is unthinkable that the patient would return anvwhere but 
to the family (Bell & Bell, 1970). 

Based on this concept, a number of innovative hospital 
programs in our culture have included more than one family 
member in the hospitalization. These programs fall into three 
categories: l) those which attempt to identify the entire fam
ily as the patient (Abroms et al., 1971; Bowen, 1966; Com
brinck-Graham ct al., 1982); 2)  those which attempt to use 
family resources in treatment of a disturbed family member 
and to change roles and functions in the family during the 
intensive treatment phase of the hospitalization (Bowen, 
1966; Combrinck-Graham et al., 1982; Bhatti et al., 1980; 
Grunebaum et al., 1982; Grunebaum et al., 1963; Lynch et 
al., 1975; Main, 1958; Nakhla et al., 1969); 3) those which 
use the hospital as a laboratory for change in familial rela
tionships (Abroms et al., 1971; Bowen, 1966; Combrinck
Graham et al., 1982; Bhatti ct al., 1980; Nakhla et al., 1969; 
Whitaker & Olsen, 1971). 

A pilot experimental effort to include more than one fam
ily member in the hospital was reported from Wisconsin 
(Abroms et al., 1971; Whitaker & Olsen, 1971). Here, ad
mitting more than one family member became the rule. Since 
it was an adult ward with an already established milieu, family 
members who had not considered themselves to be patients 
were quickly socialized as patients by the others in the com
munity. Staff members became aware of how they themselves 
were incorporated into the family triangles, and maneuver
ing in these patterns became a conscious part of the treatment 
experience in the hospital. One program has continued to 
treat a small number of families (in two apartment inpatient 
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facilities) (Combrinck-Graham et al., 1982). Another effort 
involved the hospitalization of infants along with their psy
chotic mot.hers as a means of observing and of having the 
opportunity to foster a better mother-child relationship (Gru
nebaum et al., 1963; Grunebaum et al., 1982; Main, 1958). 
These experiments involved considerable effort, however, 
and, in most cases, when certain committed staff left the 
ward, this kind of family intervention was discontinued. 

A MODEL FOR INPATIENT FAMILY INTERVENTION 

Hospitalization should be viewed in most cases as an event 
in the history of the family, an event that can be devastating 
or valuable depending upon the skills and orientation of the 
therapeutic team. When hospitalization is viewed in this way, 
it becomes central to understand the role of the patient in 
the family system and to support the family as well as the 
patient. The hospital becomes an important therapeutic ad
junct not only for severely dysfunctional individuals and their 
families, but also for families who are stuck in modes of 
relating that appear to interfer� with the development and 
movement of individual members. For these families, hos
pitalization aims to disrupt the family set; this disruption can 
be used to help the family system to change in more func
tional ways. 

Family-oriented programs can be implemented within ex
isting hospital resources, though there is a general trend 
toward adapting and revising hospital environments to in
clude family members in patient care. (This trend is also 
noted in other specialties, such as "rooming in" in obstetric 
and pediatric units.) Effective programs involve the staff, 
from admission clerks on up, in building an alliance with the 
family. Stewart describes this as "the engagement of the fam
ily with the institution in a relationship that achieves mutual 
understanding and support and establishes clarity, accept
ance, and commitment to mutually agreed upon goals for 
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d_assical c(iange-orientcd family therapy, is almost always in
dicated. Even when the family is not available, interested or 
involved, the designated patient needs to be reconnected to 
another system. 

4 
DISCHARGE AND AFTERCARE WITH THE FAMILY 

As we have described, going to a psychiatric hospital for the 
first time is traumatic, painful, and usually filled with neg
ative implications to the patient, the family, and the larger 
community. :\To less so (but for different reasons) is the event 
of dischar�e from the hospilal. Patients are often caught up 
in a system they only dimly understand. They are "processed" 
and then sent out into the community with great uncertainty 
about how they can reorganize their lives. 

This chapter deals ·with the task of including the family in 
the planning and management of the hospitalized patient's 
discharge into the community. Involving the family in the 
patient's posthospital treatment requires little overall change 
in the health care delivery system, but rather utilizes existing 
psychiatric institutions without radically redefining illness, 
treatment, or the social roles of patients, families, and ther
apists. 

Our focus is on urgently needed ways to increase patient 
functioning and LherapeuLic efficacy, with emphasis on eval
uations, comparisons and outcomes. The presentation is di
vided into two parts: I) working with the families of 
psychiatric inpatients who are not defined as chronic, and 2) 
working with the chronic psychiatric patient. This distinction 
is made and utilized because individuals, families, and insti
tutions recognize the difference and respond quite differ
ently to the two conditions. With a first and second psychotic 
break or inpatient experience, patients and their families 
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usuallv see the illness as an interruption or their life and 
expeci'. a return to normality. If third and subsequent hospital 
admissions occur, there is a slow but dramatic change in the 
definition of the patient from someone who has an illness to 
be treated and cured to someone who is qualitatively different 
(and by inference inferior) to "normals." This definitional 
change requires significant alterations in treatment ap
proaches. 

WHEN THE INPATIENT IS NOT DEFINED AS CHRONIC 

Most psychiatric patients at first and second admission still 
have strong family and social ties (Rose, 1959). For such 
patients, legal, social, and economic forces in American so
ciety pressure for rapid discharge. The legal principle of 
"least restrictive care" dictates one major impetus. Many so
cial groups, including those which purport to represent psy
chiatric patients' rights, advocate reducing the power of those 
in posit.ions of social control (i.e., professionals, administra
tors). Economically, legislators and third-party payers are in
creasingly aware that lengthy hospitalizations threaten their 
already tenuous cash flow. 

These varied pressures, in conjunction with advances in 
treatment, e.g., medications, have resulted in a precipitous 
drop in hospital stay for psychiatric patients. Hospitalizations 
which were calculated in months in the 1960s are now re
ported in days, with enormous impact on our health care 
delivery system and on social concepts of mental illness and 
treatment. The psychiatric system, previously defined as a 
benevolent controller of social deviance, now has a less pow
erful image as only one of many social factors, while the 
mentally ill are understood as people needing help to estab
lish and maintain a clear and socially reinforced role in the 
community. 

Traditional psychiatry, with its emphasis on the individual, 
may not have been the best model for these dramatic changes 
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in role definition. In the past, the family of the psychiatric 
patient was often seen primarily as a source of problems 
rather than as a potential ally. That view, with its implicit 
elitism, is out of step with current understanding. When pa
tients are discharged without an adequate treatment plan 
t.hat includes the family, they reappear to be processed and
discharged again in a never-ending spiral which unfortu
nately tends toward chronicity, hopelessness, and increasing
isolation from the community. This is the so-called "revolving
door" phenomenon (Talbott, 1971).

Planning for discharge 

At first and second admission, most patients have family 
members concerned about their welfare. Since hospital time 
is being dramatically reduced, these family members must 
be involved in discharge planning. Whether in a public or 
a private setting, psychiatrists, psychologists, and social work
ers can interact with the family as partners in rehabilitation. 
Planning sessions that deal with the needs of the patients and 
the family alike are essential in promoting the patient's ef
fective reentry into the broader sociely. As stated in Chapter 
3, the hospit�l with a family orient�tion begins discharge 
planning on admission. 

Data from a variety of sources indicate that any kind of 
severe emotional illness that requires hospitalization can best 
be treated by including the family in intervention efforts 
(Goldstein et al., 1978; Anderson et al., 1980; Falloon et al., 
198 I). Evidence accumulates that families can be significantly 
more helpful following discharge when mental health profes
sionals provide clear information, take the family's circum
stances into account in aftercare planning, and attend to the 
interface between the identified patient and family members. 

One stark, simple, and compelling reason for family in
volvement is the necessity for patients to continue on med
ication (May, 1975). Previously hospitalized patients who 
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become comfortable and sometimes even pleasant. With the 
increasing emphasis on a variety of treatments, they have also 
become more complicated, so that the patient and family may 
have tu deal with a bewildering variety of doctors, nurses, 
social workers, and aides. When you are feeling worried and 
upset yourself, this may be very difficult. Certain ways of 
handling things make things easier. 

1) Ask the team which staff person should be your main
contact person in the hospital-it's usually either the pa
tient's doctor or the social worker. When vou need some
thing, call that person first. Find out who 'will be available
for phone calls when your contact person is not available
and when you're particularly worried. Get to know the
team members and make sure they know that you are
concerned and involved. As much as possible, try to get
your information from only one contact person. Some
times keeping notes on your exchanges will be helpful.

2) Appoint one family member as your spokesperson, and
avoid having four or five different people call your contact
person with the same question. Your spokesperson should
do most of the calling and arranging. When there are
family meetings or decisions, however, the whole family
should be there, not just your spokesperson.

3) If you are getting contradictory information from the
aides, the nurses, and the physicians, tell your contact
person. If you're unhappy with the treatment your family
is getting, talk to that person and ask for an explanation.
Don't be afraid to tell him or her if you think something
is going wrong.

4) Remember that the staff members are human. Staff mem
hers in a hospital are trying their best. They also may feel
tired or worried or not sure about how to handle a par
ticular situation if they haven't thought it through. They
may not be able to get back to you immediately when you
want them to. It doesn't mean they're not concerned. You
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need to find a way to work together with them. They don't 
want to fight with you anymore r.han you want to fight 
with them. If you assume that they're trying to help, every
one will feel better. 

5) What if your judgment conflicts with that of the psychi
atrist? Remember that psychiatrists are human beings Loo.
They are not always right. Alt.hough they arc experts at
handling human problems, you are the expert with your
relative. You have lived witb or known this person longer
than the team has. You have more information about how
he or she behaves and what kinds of things are upsetting.
It is sometimes difficult to decide whose _judgment you
should trust, particularly if you have a relative whom
you're very worried about, or if different family members
disagree. What if the doctor, for example, says that the
patient needs another two or three weeks in the hospital
and you think he or she should go home? Or what if the
doct�r thinks that the patient might be ready to go home
and you are afraid that he or she still can't function?
There are no easy answers here. If you, the patient, and
your doctor cannot reach satisfactory agreement, you
have the right LO ask for a second opinion or a consul
tation. You have the right to ask for information, reading
material, and a discussion of all the available data. If the
patient is an adult, much of the final decision making will
have to be left to the patient and the doctor, but partic
ularly if the patient is returning to live with you, you have
a great deal of influence over the planning. You are the
patient's family. Don't underestimate your importance.
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PART II. WHAT HAPPENS IN A FAMILY MEETING 

WHO COMES TO THE FAMILY MEETING? 

Family therapists differ in terms of whom r.hey want to see. 
lf a married adult patient is admitted, usually the first contact 
will be with the spouse, and the ther apisl will begin with the 
cou pie together. Ir there are children, the children will need 
to be discussed. Depending upon their ages, they may or mav 
not come to the meeting. Whether they come or not, child re� 
n�ed to know something about what is going on. They are 
frightened when a parenl is in the hospital, and trying to 
keep it a secret won't make it any better. Those secrets don't 
get kept very well. With adoles,cent patients or unmarried 
adults, usually parents are involved in the meeting, and some
times brothers and sisters. Anyone who is living in the house 
and whose input is important to the family may be invited 
to the session. If you think there is someone important whom 
�he therapist doesn't know about, you should suggest bring
mg that person. You need to remember this is a chance for 
you to get. something for yourself. If you've been feeling bad 
or uncomfortable or guilty, or if there have been stresses in 
the family you haven't been able r.o cope with, this is the time 
to get help. 

WHAT WILL BE DISCUSSED? 

Therapists need to know how family members behave with 
each other, so they sometimes ask family members to talk 
with each other. Every family has its own pattern and style. 
The therapist needs to know what the problems are and also 
how the family functions. Do certain people fight? Do certain 
people listen to each other? Is someone usually left out of 
the discussion? The therapist wants all family members to 
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talk about how they see things, because everybody in the 
family sees things differently. Some therapists want to know 
about the family's history and some don't. The therapist isn't 
interested in everyone spending an hour blaming each other 
and saying hurtful, painful things. The therapist is there to 
make talking more satisfying, to help people understand each 
other and figure out how to solve their problems. If there 
is something that is particularly painful and you don't think 
you can say it in the first session, then you can wait until 
another session when you've gotten used to the therapist and 
the situation. 

After learning about the family, the therapist will want to 
offer some practical help. Couple and family sessions are 
usually direct and to the point. They deal with here-and-now 
things, rather than with things that happened many years 
ago. In general, particularly when someone is in the hospital, 
the therapist will be down-to-earth in dealing with the present 
crisis and how to handle it best. 

WHAT ISSUES WILL THE MEETINGS FOCUS ON? 

Separateness and closeness between generations 

It's very difficult to know how much to be involved in a child's 
life. This is particularly true because children change so rap
idly. Moment-to-moment concern, which is the appropriate 
response from a parent for a 2-year-old, is less appropriate 
for a 6-year-old, and even less appropriate for a 16-year-old. 
No parent can judge perfectly how "far away" he or she 
should be at a particular moment. 

Many families get stuck at transition points. Perhaps the 
child has moved on to a new stage where more distance is 
needed, but the parent is still seeing or treating the child as 
if he or she were younger. For example, a 29-year-old having 
trouble moving out of the house was living at home with his 
parents and not working. The family went to a store to buy 
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have styles that match. For example, some people find it easy 
to talk about their feelings, and some people are more re
served. When the couple can't learn to deal with each other 
in a way that allows both to change a little, it can be very 
difficult. 

DOES FAMILY THERAPY CHANGE PEOPLE? 

Family therapists feel that family members, by changing 
themselves and the way they interact, can help change each 
other. That's very different from the concept of blame. Ther
apists know that no family member deliberately sets out to 
hurt someone else. However, that doesn't mean one is be
having in the best way one possibly could. The therapist's job 
is lo open up options-different ways of seeing and behav
ing-that will allow the situation to work better. This is a 
major advantage. If it is only the "patient" who can change, 
the other family members have to sit around waiting for him 
or her to decide whether or not to do it. But if you have 
some measure of control, you can start right away by doing 
something to change the situation. This is a great relief. 

Family therapists can help you change by allowing you to 
talk about your feelings or by suggesting specific changes in 
behavior that will alter family patterns. For example, if Dad 
has been sitting on the sidelines not knowing how to help the 
family, the therapist may plan something specific for Dad 
and the kids to do. 

CONCLUSION 

When someone in your family has distressing psychiatric 
symptoms and has to go to the hospital, that is one point in 
a long process. It started long before the person went to the 
hospital and the efforts of the family to deal with it will 
continue long past the hospitalization period. The hospital 
experience is one small part of the family's experience to-
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gether. You can make it useful. You can make it count for 
everybody in the family. 
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