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BEHAVIORAL SCIENCES IN A CHANGING ARMY

COL Franklin D. Jones, MD

Psychiatry and Neurology Consultant

/ Of fice of The Surgeon General

Department of the Army

Washington, DC 20310

General Deffer, Ladies and Gentlemen:

Although my title is "Behavioral Sciences in a Changing Army," it might

just as aptly be entitled "A Changing Behavioral Sciences in the Army,"

since a major task of this conference is to take stock of such changes

and make recommendations for updating regulations to meet the challenges

of such changes.

Nearly 10 years ago I attended the first AM4EDD-BS Conference here in

Denver. The main purpose of the conference seemed to be the desire of

the participants to define what a behavioral scientist is and is not.

Particularly there was a need for each profession to explore its unique

contributions to mental health care. The professions represented were

diverse: the traditional triumivirate of psychiatry, social woArk and

psychology were most strongly represented but also there were

psychiatric nurses, occupational therapists, enlisted specialists, chap-

lains and even personnel from the disciplinary barracks.



Only the enlisted specialists, who had been newly christened behavioral

sciences specialists, had no complaints about the name. The majority of

others rejected the notion of being thought of as "!9I.S.'ers."1

This rejection, I feel, was more than just an esthetic appreciation.

Groups who were already struggling with identity problems were abso-

lutely paranoid about the potential for identity diffusion and perceived

loss of autonomy and prerogatives.

The psychiatrists voiced concerns about loss of control of resources and

non-physicians performing medical procedures. The psychologists didn't

want to be thought of as "junior psychiatrists" and the social workers,

who rendered many services outside the psychiatric compass, were anxious

to retain autonomou's status outside departments of psychiatry.

Psychiatric nurses were in the throes of defining roles outside tradi-

tional inpatient settings and all three major specialties were

suspicious of them.

With these socio-psychodynamic forces in operation, it is not surprising

that there was a good deal of acrimony, a great deal of hurt feelings,

and a minimum of useful work accomplished. What is surprising is that

the conference survived as an annual event.

I am bringing up this unhappy history because to paraphrase Santayana,

if one ignores history, he is doomed to repeat it. There is evidence



that the failure to come to terms with these divisive issues has been

detrimental to all of us as follows:

1. Several attempts to update AR 40-216, the basic regulation for

neuropsychiatry have failed.

2. Civil war has erupted at several community mental health activ-

ities over issues of areas of responsibility, control and overlapping

services.

3. We have had to function on the basis of compatible personalities

rather than clearly delineated staff relationships.

4. Mutual sabotage of individual careers and programs has occurred.

5. Finally, and most importantly, we have been unable to stand

united in combatting the erosions of benefits of our patients. Just one

example of this failure is seen in the deprivation of CHAMPUS benefits

caused by bureaucratic manipulation of payments. When care-givers must

wait three to six months to receive reimbursement from OCHAMPUS, they

refuse bill assignment and demand payment from the patient. If hospi-.

talization is involved, they may request deposits of several thousands

of dollars. At $50 or 60 per hour few czn afford even outpatient care.

Since there are not enough staff in the Army, these military persons are

being denied care. Through a false distinction between treatment and -

No



education, military children are not funded for learning disabilities,

mental retardation and some forms of chronic psychosis. The rehabil-

itation of alcoholism, a disorder which may develop over a lifetime, is

limited to one month. I noticed that few of us signed up for the CHAM-

PUS task force. I would urge reconsideration.

Another area of erosion is in false issue of civil rightsthe right to

refuse treatment as a banner cry allowing society to give up

responsibility for the care of the mentally afflicted. State legis-

lators love this development. It allows them to withdraw funding for

costly hospitals with professional staff and pay small amounts for

boarding mentally ill persons in newly created ghettoes of madness. lie

need a new Dorothea Dix to prick the consciences of our law givers and

budget masters. Again the task force on Legal Issues is under-

subscribed. Your expertise is needed.

We live in a rapidly changing Army. Since the hippie era drug abuse and

alcohol abuse in the young have been rampant. The end of the draft and

the feminist movement have forced us to reconsider not only who can do

the job but also what jobs should be done. With a small, expensive,

more feminine and greatly civilianized armed forces we seem more

cautious about overseas adventures, more prone to rely on accommodation,

technology and nuclear deterrence in our defense.

9
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Femainization has allowed us to be a smarter Army with more high school

graduates than eve.-, but it has also produced some problems. A new form

of strain between commanders and those commanded has been tile erot-

ization of such relationships.

Women commanders have sometimes found immature male soldiers unable to

see them as authorities while male commanders have been accused of

sexual exploitation otft'emale soldiers. 'The war of' the sexes continues

to be fought even when the soldiers wear the s:me on if'orm. We must

contend with casualties from menstrual discomifort and pregnancy. The

advent of large numbers of single parent families particularly with

female parent s is aeso a new phenomenon. Another niew phenomenon coin-

c ident with synthesis of' sex hormones and sophisticated surgery is the

ability of people to after their sexes, at least superTic iallv. There

is much ambipuitgi in the 1 tw as to tile status of' such persons, an ambi-

guity 1lso related to other sexual deviates. flow should we handle

excellent soldiers found to be homosexua'? MY wife suggested that we

should actively ' recrunit them s ilce they are at' economic bargain. She

pointed out that tihey would not he eneumbeted with depenidernts requiri.ng

medical care and speciaL conside Pation in :issigliment.s . I doubt,

however, that t his idea would be very acceptahl e, ev,'n il the I iberal

men til health citrcies! S'e,'iousl , thought, recent appe tate decisions in

the Mlatlov ich and other cases have forced us to rethink our blanket

II
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rejection of homosexuals.

All of these areas are worthy of our study and recommendations. They

require our efforts to educate not only ourselves, our commanders and

peers but also our student professionals and later the general public.

Recently having been Director of Psychiatric Education at WRAMC, I still

consider myself an educator and see that as the primary role of a

consultant. I was glad to see that the Educational task force has

attracted a group of talented and enthusiastic professionals. The

explosion of knowledge in biological and social areas is a great chal-

lenge to teachers who may have ten times the data to transmit in the

same traditional intern and residency time frame as that when they were

interns and residents. The total knowledge is not only greater but also

it must adapt the trainee to changing missions and roles. When I was a

resident, I was chagrined at the recent (then) separation of child

psychiatry as a separate specialty, the same chagrin, I'm sure, felt by

the generation ahead of me when neuropsychiatry split into neurology and

psychiatry. Now a further splitting into subspecialties of adminis-

trative and forensic psychiatry has occurred, and community and psycho-

pharmacology subspecialties loom in the near future.

This is, of course, one way to handle large amounts of data. Another

way is to discover unifying principles which always simplify data. It



is with this hope of synthesis that I personally do not favor the devel-

opment of a military psychiatrist or other professional subspecialty.

After all, it was not the highly specialized dinosaur but a weak, nearly

defenseless and quite unspecialized mammal which conquered Earth and

will conquer the stars.

Well, those are some of the challenges you face - formidable, but we

have a formidable group to attack them. And also, like the behaviorists

that we are sometimes accused of being, your consultants have arranged

for positive reinforcement upon completion of the task. The brilliant

and sympathetic Deputy Surgeon General, General Mendez, has given prior-

ity to hearing what you have to say. He will be our wrap-up listener

and speaker on F-riday.

We will now hear From our other consultants.



BEHAVIORAL SCIENCES: 30 YEAR PERSPECTIVE

Vernon William, CoL, MS

This is my Swan Song. After 30 years active service and 36 Total, I should

be in a position to say what I think so I am going to try.

I liked the Behavioral Science meeting last September. hle sat down in

mixed groups and we talked, we argued, we compromised and we planned.

I didn't like the 70 meeting that Frank has described because we couldn't

do any of those things.

I hope we can do the same thing this year with the problems we have

confronting us because we are vitally concerned with many of those issues.
In order to help set the stage for that, I'd like to describe where I think

Social Work is coming from by addressing some gripes - Myths and Ques-

tions? First a Gripe.

I don't like the term Behavioral Scientist - I'm sorry we got stuck with
it - I don't know a good definition for it but I am certain it doesn't nec-

essarily translate "Mental Health" which is the definition used by some

people in this room.

A social worker in the ACS program helping fami lies adjust in their Army
Communities with food stamps or supplying information about their next post

that will help plan for a physically handicapped child is a behavioral
scientist but with limited ties to this group. I wish we had a better

name.

A myth - Social Work is losing .,!i its spacc.s and i. way over its
authorized strength. Matter oF fact, at the begpinning of' this year, we
had 276 SW's on active duty. Wc had 25,1 authori ?cd 68R spaces and 15 other
approved assignments in MOS imm ,terial Jobs. Tiat 's 269 authorized spaces
or an overage of' 7 people. I t'illly expect the 7 extra people will be gone
by the end of the summer. On the other hand, Social Work in the Army as a
career is very competitive with civilian programs and if' more spaces are
generated, we have people waiting in line to enter the Army. At our last
bd in Jan, we had 31 applicants for 2 positions and we turned down some

very well qualified people.

This leads me to how wc distribute our assets. Social work is not neces-

sarily a profession allied to mtdicinc. In the Army however, it was for
many years lockcd into that position. We (social workers) owe our exis-
tence in the Army to pychiatri: ts. That's how we got here and as far as
I'm concerned that's where a lai'gc part of our assets will always be. Of
the 276 social workers on activ- duty, about 65% work in the area of Mental
Health - that is in direct relat ionship with psychiatirsts, psychologists,

13



and the rest of you in this audience. Another 25% work in relationship to
other branches of medicine -Pediatricians, Internists, family practice,
orthopedics, etc. The rest (10%) or less thet. 30 are in positions where .
they are doing other kinds of social work - that is not directly related to
medicine.

I feel we are doing our part to support Mental Health programs and those
people who are doing P cial work in non-psychiatric settings and other
areas such as ACS, Research and Staff positions are not doing so at the
expense of anybody in this room. In the days when social works only role
was support of psychiatry, we had a maximum of 160 spaces. We have more
than that today, and I would guess that our ratio of social workers to psy-
chiatrists is also better today. As the Social Work Consultant, I stand
ready and able to recommend an officer to fill any vacancy for a social
worker that is generat(_ by work units from any work area.

Finally I'd like to talk about separate Social Work Services in certain
settings. Some people think we shouldn 't have them, some think we're
going to lose them, but my message is they're here to stay. If the primary
work arena is a community mental health activity or a psychiatry service.
The social work role is negotiable, and that's one of the topics we'll
discuss this week. If the primary work arena is the rest of the hospital,
or an ACS setting and we're providing discharge planning for an elderly
cancer patient or financial planning to an E-~4 and his family, the role is
not negotiable in this arena, this week. In order to properly meet as many
needs as possible we need separate social work services in the medical
center and large MEDDACs. As a matter of fact, the HSC reg, the Joint Com-
mission on Accreditation and the American Hospital Association standards
require a separate service in those settings.

In summary - In spite of the fact that my old age and my paranoia, may have
been too evident during the past few minutes - the bottom line for our
meeting here this week is to provide better care for all eligible personnel
and social work stands ready to do its part in planning towards that end.

Thank you.

14



GUILD AND BOUNDARY ISSUES: Readdressed

As part of the introduction to the AMEDD Behavioral Sciences

Seminar, LTC Hartzell discussed the topic of' mental health pro-

fcssionals in the U. S. Army today. Un'urtunately, a written

summary of his remarks could not be made available for publi-

cation.

BARRY N. BLUM
CPT~, MS

Ed i tor
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TASK GROUP 1

PERSONNEL RESOURCE MANAGEMENT

Co-Chairmen:

Col Donald W. Morgan, Psychiatrist
Col Otto J. Schrciber, Psychiatrist

Members:

Col Phillip Hicks, Psychiatrist
Lt Cot Jay Norton Tappez, Psychiatrist

Maj William Sullivan, Psychiatrist
Lt Col Edgar .J. lRabeck, Social Worker
Maj James Tansor, Social Worker
Maj James Walsh, Social Worker
Lt Col Hubert A. Kelley, Social Worker
Cpt Edward T. Beaty, Psychologist
Cpt Franklin Brooks, Psychologist
Lt: Col Edgar Cook, Psychiatrist
Cpt Edward 0. Crandall, Psychologist
Maj Willie Patterson, Psychiatrist
Lt Col E. R. Worthington, Psychologist
Cpt Thomas Coleman, Psychologist
Cpt Lawrence 1)ilks, Psychologist
Lt Col Francis J. 1ishburne, Psychologist

TASKS:

1. Designate needs for psychiatrists, social workers, psychologists,
nurse clinicians and 91Th and 911's Army-wide. How are require-

ments presently determined.

2. Recommend assignment of types of personnel at above facilities.

3. Propose plans to survive expected personnel shortages -- civilian-
izati(n, regionalization, contracting, closing programs, assigning
only social workers, etc.

4. Recommend assignment of specific personnel.

5. Propose chaglcs to make isolated posts more attractive.

6. Is assignment. of psychi atrists to a legion with "circuit riders"
a viable option? What are the advantages? Disadvantages?

16
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RECOMMENDATI ONS

1. TASK #1: Designate needs for psychiatrists, social workers, psycholo-
gists, nurse clinicians and 91Gs and 9lFs Army-wide. How are requirements
presently determined.

A. Question or Task #1 is extremely far ranging and complex; however,
the following recommendations on a general basis are made by the group:

1. MEI)CENs with training programs should have top priority of re-
sources in that they have the capability to generate and constantly renew
the availability of trained professional personnel to provide service to
the Division, Community lospital (MEDDAC), and CMIIA in that order.

2. The top priority for Division placement is to support our pri-
mary mission of combat support since this i.; ,'hy we exist in the first
place. The second priority to Community Hospita]s (MEDDAC) is to support
the active duty soldier and his dependents, the latter being of utmost
importance in sustaining the morale of the active duty soldier. The last
priority of the CN111A does not. mean to imply that support of the active duty
soldier is not important. However, with scarce resources, the use of
Division personnel supported by hospital personnel can accomplish the
same objective.

3. Currently, requirements for mental health personnel at all
facilities is determined via manpower surveys that use antiquated staffing
(,uIdes. These guides desperately need to be updated to tahe into consid-
eration the increasing number of administrative mandates imposed upon men-
tal health personnel (audits, TAB, NICE, etc.) plus clinical requirements
of supervision of paraprofessionals, consultation with other professionals,
unit commanders, legal represcntatiwes, drug and alcohol programs, child
protective councils, and rape crisis teams.

1. Once the availabiI i t of a psychi at ri st becomes non-existent,
the pretense of medical psychi;itric care should he dropped and a clear
definition of Social. Work and/or Psycholo ov Services presented to the
Medical Commander so that he can seek other alternative services to fill
the deficit.

5. The 91G assignment priorities should come under AIEDD control
in order to fill the needs as they arise on a timely basis.

II. TASK /12: Recommend assignment of Types of personnel at above facili-

ties.

A. Task #L did not result in any f'irm recommendations due to the
unique skills as well as areas of overlap among the various disciplines.

17
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However, as.;ignments might be based on operational model, i.e., as the
needs are perceived at a particular facility lo accomplish their particu-
lar mission, additional resources are requested through their respective
consultants.

III. TASK #3: Propose plans to survive expected personnel shortages --
civilianization, regionalization, contracting, closing programs, assign-
ing only social workers, etc.

A. Task #3 resulted in the followinp recommendations:

1. Unfilled HPSP slots up to 10 be diverttd to find clinical
psychologists for civilian training programs.

IV. TASK #4: Recomnend assignment of specific personnel.

A. Task #4 resulted in the following recommendation;

1. Managers (consultants) should know their personnel personally
and keep records of their career progression. in this manner they could
tailor assignments and match ,job requirements to individual's needs and
wants. (Ex: Jay Norton at Fort Huachuca).

V. TASK #5: Propose changes to make isolated posts more attractive.

A. Task P5 resulted in the following recommendation:

1. Facetiously speaking, "isolated posts" could be eliminated or
labelled "career advancement Lours". Morc seriously, the following
incentives should be considered:

a. Choice of next assignment with an absolute guarantee
b. Additional T1Y
c. Additional pay incentivyes

d. M aximizing resources and personnel
e. Shorter tours

VI. TASK 116: Is assignment (if psychiatrists to a region with "circuit
riders" a viable option? Whiat are the advantages? Disadvantages?

A. Task #6 resulted in thc following recommendations:

1. Possible concept: However, must be free from other responsi-
bilitics, riot an additional duty; should he assigned to the Office of the
Chief of the Regional MEDCENs and be allowed to home base at the MEDCENs.

18
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2. Advantages: Would provide Medical Psychiatric Services at

facilities that othcrwisc would have none.

3. Disadvantages: arly burn out; travel problems due to

distance, weather, fuel shortages.

4. Would require a Senior individual due to intermittent con-

tacts.

VII. Additional recommendation:

I. The re-establishment of a full-Lime social work consultant.

19
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TASK GROUP 2: TRAINING ISSUES

TASK GROUP LEADER: David T. Armitage, M.D., 3.D., LTC, MC, Asst Chief,
Dept of Psychiatry & Neurology and Director of

training & Research, DDEAMC, Fort Gordon, Georgia

TASK GROUP MEMBERS: COL Nicholas L,. Rock, Psychiatry

LTC T. J. Chamberlain, Psychiatry
LTC Lucien B. Fleurant, Psychiatry

MAJ Emmanuel Cassimatis, Psychiatry
MAJ Tom Lawson, Social Work (Author of Appendix C)

MAJ James E. cCarroll, Psychology

MAJ Ray V. Smith, Social Work
MAJ Ed VanVranken, Social Work
CPT Philip Appel, Social Work (Author of Appendix B)
CPT (1P) Jack Bentham, Psychology
CPT Don Headley, Psychology

CPT Thomas K. Sims, Psychology
CPT Kerry W. Wyant, Psychology

OBJECTIVE OF THE TASK GROUP: The objective of the Task Group on Training

Issues was to examine training in the mental health fields in the AMEDD as

to current problems requirements, needed modifications, and to render appro-

priate recommendations in these areas.

FINDINGS:

ISSUE #1: STAFFING uF TRAINING PROGRAMIS (ADEQUACY OF NUMBERS AND CALIBER).

RECOMMENI)AT IONS:

a. The number of psychiatric staff' must be increased for psychiatric

training programs.

b. Recruitment and rctention of' appropriate social work officers in support

of psychiatric training programs should be improved by increasing military

sponsored training oppo'tuni ties for social workers at the doctorate level,

20



specifically for faculty involved in training programs, and by adding a skill

identifier to the MOS to enable easy identification on a screening basis of

potential staff members with unique skills useful in training programs.

c. Career planning is essential in both the recruiting and retention of

appropriate faculty.

ISSUE #2: TRAINEES (QUALITY AND QUANTITY).

RECOMMENDATIONS:

a. Quality of trainees must be maintained even at the expense of quantity.

b. Number and location of training programs should be increased in order

to attract a variety of trainees.

c. A policy and system must be established and developed to appropriately

assign and utilize people of advanced military rank who are novices in their

professional life because of transfer of branch or other considerations.

d. Ten to twelve Health Professions Scholarship Program spaces should be

created and allocated to Psychology as a means of recruiting qualified psy-

chology graduate students into the Army.

ISSUE #3: TRAINING WITHIN THE MILITARY SETTING (SHOULD IT OCCUR?)

RECOMMENDATION:

Training must be maintained in the military setting because:

(1) There is a need for dedicated personnel identified with the military

system.

(2) Retention of people trained within the military is much higher.

(3) The military has unique features impotant to practice within it (see

Appendix A).

21



ISSUE #4: CORE CURRICULUM.

RECOMMENDATION:

The issue of core curriculum is not settled at a national level in the

various professional groups. Consequently, it is recommended that:

a. Establishment of curriculum for training programs should be done 61

an individual basis until such time as national groups establish firm priorities

for core curriculum.

b. In order for curriculum (and other pertinent data) to be exchanged,

there must be an opportunity for coordination of curriculum material. This can

best be done by a meeting of the various training directors on an annual basis.

ISSUE #5: INFORMATION SHARING.

RECOMMENDATION:

To prevent duplication of training efforts and to prevent inappropriate

establishment of training activities, coordination is required. It is recom-

mended that a mental health training bulletin be established and printed on

an "as needed" basis. no less than once per year with wide dissemination. This

bulletin should be produced by the consultants to the Surgeon General with input

from training directors.

ISSUE #6: CURRENT PROGRAMS (APPROPRIATENESS OF LOCATION AND NUMBER OF

TRAINEES).

RECOM 'E NDAT I ON:

There is no reconi:mendation for discontinuing or modifying the locatiop of

current programs. However, the difficulties identified in the current program,

such as attractiveness of location, must be faced directly and countered with

appropriate ingenuity.



ISSUE #7: NEW TRAINING PROGRAMS.

RECOMMENDATION:

a. A training progr"m in psychiatry should be considered for Madigan

Army Medical Center.

b. Specialized postdoctorate fellowships should be established for

psychology in community health, neuropsychology, and child psychology.

c. A "third year" training program for social workers should be estab-

lished in the areas of "combat social work" and "psychiatric social work."

d. Sufficient numbers of slots for training in social work at the

doctoral level should be established with the specific intent of utilizing

these graduates in military psychiatric/psychological/social work training

programs.

e. Consideration should be given to the establishment of coordinated

training in family therapy for psychiatry, psychology and social work. The

components of this training are currently available, but there is no coor-

dination nor formal authorization involved at the present time.

ISSUE #S: UNIQUE ASPECTS OF THE ARMY AS RELATED TO TRAINING.

RECOMME NDAT ION:

The Task Force identified 11 significant aspects of the military that

could be considered 'inique and of special interest to individuals practicing

within that setting that should be addressed in all training programs. (See

Appendix A).

ISSUE -9: RELATIONSHIPS BETWEEN THE VARIOUS PROFESSIONS INVOLVED IN
TRAINING PROGRAMS kKEY INVOLVEMENT).

1'3
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RECOMMENDATION:

a. Neurology should be part of a Department of Psychiatry and Neurology,

especially where there are psychiatric or neurologic training programs.

b. All training must occur within the context of professional and Army

policy.

c. The professions concerned must continue to work actively at role

definition in terms of activity and mission following training and that this

be reflected in the training program development.

ISSUE #10: RESOURCES.

RECOMMENDATION:

a. Financial, space, and staff resources involved in training programs

must be under the operational control of the training director for required

key personnel. Example: Psychiatric Social Work Services must be available

to a psychiatric training program. A program cannot rely merely on the good

will of another separate service chief to provide this resource. The resource

must be within the Department of Psychiatry and Neurology (see above recoin-

mendation concerning doctoral training and social work).

b. Programs can be co-located (example: psychiatry and psychology), if

training cases are adequate so as to maximize the utilization of important

faculty resources.

c. Internships in psychology should also be made available at nonconcurrent

training sites with the purpose of spreading out the service delivery aspects

of training to other military facilities.
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ISSUE #11: COMMUNITY MENTAL HEALTH ACTIVITIES AS TRAINING SITES.

RECOMMENDATION:

a. The incredible lack of uniformity in staff, mission, and performance

among the various CMHA's prevents a specific recommendation as far as utilizing

CMHA's as training sites. It is recommended that the CMHA be more specifically

defined within policy.

b. There must be training in a military milieu having significant troop

strength that is mission oriented. It is recommended that a study be done of

the present status of CMHA's, and that other options be considered for meeting

this goal.

ISSUE #12: TRAINING OF 91G's.

RECOMMENDATION:

The responsible authority at the Academy of Health Sciences should gather

specific information from the field as to experience with the caliber and

background training provided to 91G in respect to their utilization.

ISSUE #13: POLICY.

RECOMMENDATION:

a. Policy regarding functions and utilization of the various mental health

disciplines in the AMEDD's must be firmly established by the appropriate and

clearly delineated lines of authority and responsibility via AR 40-216. It is

strongly recommended that policy be based upon input from the field before it

is written and implemented.



b. Policy guidelines should be the first source consulted in addition to

the respective professional accrediting requirements when developing training

programs in the military. This will answer the question, "Training for what?"

SPECIAL ISSUE: SOCIAL WORKERS AS AMEDD MENTAL HEALTH PERSONNEL
(APPENDIX B; ELABORATED UPON IN APPENDIX C).

RECOMMENDATION:

a. Because social work provides services and resources for areas other

than mental health, social work must define its roles as related to the various

areas in which it works.

b. Social work should have a senior professional named who will have the

authority and the necessary time to assist the TSG Consultant Division in

personnel management and program development as it relates to developing social

work officers for training programs within the AMEDD.

SPECIAL ISSUE: PSYCHOLOGY.

RECOMMENDATION:

a. Psychologists should be considered for special professional pay.

b. Career programs should be developed that take into account the partic-

ular area of expertise of psychologists in the Army such that there is an in-

crease in senior rank and leadership within the profession of psychology.

SPECIAL ISSUE: NUTUALITY AND COMPETITION BETWEEN MENTAL HEALTH PROFFSIONS
AS THEY INTERFACE WITH TRAINING.

RECO11MENDATION:

a. Roles must be defined in accordance with policy as noted above.



b. It is most important that the mental health discipline in the AMEDD

coordinate and complement their functioning to serve the needs of the Army

and to prevent dilution of mental health service quality which is prone to occur

when these functions are not under the professional and technical supervision

of the AMEDD.

SPECIAL ISSUE: RELATIONSHIP BETWEEN TRAINING CENTERS AND USUHS.

RECOMMENDATION:

a. Upon nomination by the director of medical education or the department

chief and forwarded to the Chief of Psychiatry at the USUHS, appropriate staff

should receive clinical appointments to the medical school faculty.

b. Training faculty from the established programs in the medical centers

can be used as resources for providing didactic input to the medical school

itself, based upon unique expertise.

c. The medical center training programs can be used as field clerkship

sites for 3d and 4th year medical students to provide them an educational

experience, a sense that military medicine is a viable and contributing en-

tity"in the United States Army, and exposure to a variety of training/service

settings in which military medicine is currently practiced.
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APPENDIX A - UNIQUE ASPECTS OF THE ARMY RELATED TO TRAINING

1. The United States Army has an overt formal organization with clearly defined

roles of leadership and followership.

2. There is frequent movement of families and personnel with all issues attendant

thereto.

3. The Army has a combat mission.

4. With its codes, regulations, dress, and training, the Army aims for a degree

of uniformity among its members.

5. Given the mission, uniformity, frequent movement and other special aspects

noted in 4, above, 6here may be professional/personal/group mores and values which

at times conflict.

6. There is a world-wide distribution of military resources requiring adjustment

to foreign cultures which, combined with frequent movement, creates additional

adaptive stress upon its members and dependents.

7. Professionals in the Army have the ability to move up rapidly in responsi-

bility and authority compared to their civilian counterparts.

3. The population served by professionals in the Army is unique in the sense that

there is much prescreenirg of personnel prior to admission tu the Army and the

population is generally healthier. In addition, the average age of the currently

served population is younger than the average age seen in civilian practice.

9. Treatment within the military can be dispositional in nature (which is not

critical of the treatment but serves to describe its nature and function). There

is no !en;,-term patient miaja enent for other than retired perscnnel.

10. Professionals may change jobs without necessarily losing rank or pay. In

contradistinction, however, they may move up in responsibility without being c)n-

currently rewarded with increase in rank or pay.

11. There is a great need for administrative skills in all military professionals.

i .. .. ......
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SECTION I

GENERAL

1. PURPOSE. This appendix is in response to the request made by Task Group 2

(Training Issues) at the 1979 AMEDD Behavioral Science Seminar at Fitzsimons

Army Medical Center, Denver, Colorado. The request was for Social Work to be

defined so that other disciplines would know how to interface and work with

social workers as members of the Behavioral Science Team.

2. DEFINITION. Social work seeks to enhance the psycho-social functioning

of individuals, singly and in groups, by activities focused upon their psy-

cho-social relationships which constitute the interaction between man and

his environment. These activities can be grouped into three'functions: res-

toration of impaired capacity; provisions of individual and social resources;

and prevention of psycho-social dysfunction.

SECTION II

SOCIAL WORK PRACTICE

3. GENERAL STATEMENT. Ultimately social work practice is determined by the

setting in which the social worker is functioning. Different skills are

brought tc. bear in different settings for different human needs and problems.

In the Army, social workers can be found in a variety of different settings

including Division Mental Hygiene Consultation Services, Community Mental

Health Activities, Social Work Services, Alcohol and Drug Abuse prcgrams,

corrections, research, etc. Each one of these settings may involve utilizing

a different knowledge base and skills to meet the needs and problems of ser-

vice members and their dependents. However there is a common core of know-

ledge generic to social work, and that being: 1) Psycho-social functioning

of individuals; 2) Social welfare programs and policies; 3) Scientific method;

4) Goals and values of social work; 5) Theory and principles of practice.

4. GOALS. There are three general goals in social work practice:

a. Curative, ameliorative (treatment orientation).

1) To assist individuals, families or other small groups in copimg

with their problems in psycho-social functioning.

2) To assist social organizations (including military units of all

sizes up to a division), neighborhoods, or communities in coping with their

problems that are related to the problems of their members or residents.

3A
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2) To rehabilitate people who are defective in their psycho-social

functioning.

b. Preventive (action orientation)

1) To identify potential areas of problems and to strengthen existing

healthy forces (primary prevention).

2) To detect early symptoms of problems and to intervene at this

stage to halt their spread (secondary prevention).

3) To limit the manifestations of problems through anticipatory

action and rehabilitation (tertiary prevention).

c. Promotional - enhancing (developmental orientation).

1) To meet needs and enhance the psycho-social functioning of indi-

viduals, families, or other small groups to move toward existential fulfill-

ment through psycho-social participation.

21 To enhance the maximum potential of social organizations (includ-

ing military units...), neighborhoods and communities to insure the existential

fulfillment and maximum self-realization of people through psycho-social parti-

cipation.

5. MAJOR FUNCTIONS. There are seven major functions in social work practice.

a. Help people enhance and more effectively utilize their own problem-

sovling and coping capacities.

b. Establish initial iinkages bet,.een people and resource system.s.

c. Facilitate interaction and modify and build new relationships be-

tween people and societal resource systems,

d. Facilitate interaction and modify and build relationships between

people within resource systems.

e. Contribute to the development and modification of social policy.

f. Dispense material resources.

g. Serve as facilitators of psycho-social modification.

6. PRIMARY METHODS. In social work a method is an orderly systematic mode

of procedure. In a particular setting and job assignment the social worker

may use one or several methods. Below is a partial list of the pri.ary

methods.
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a. Administration g. Planning

b. Case work h. Program development

c. Community organization i. Psychotherapy

d. Consultation j. Research

e. Education k. Supervision

f. Group work

SECTION III

CLINICAL SOCIAL WORK

7. General Statement. In the Army approximately 60% of all social workers

are working in mental health related settings in support of psychiatry. As

these settings provide interface and collaborative work with psychiatrists

and clinical psychologists it becomes important to define clinical social

work for the following reasons:

a. Bringing clarity to the areas among the three professions which seem

to overlap.

b. The fact that states are now licensing and certifying social workers

to practice in prescribed ways.

c. To familiarize the other members of Army Medical Department with the

realm and domain of social work.

d. That clinical social work occurs in hospital settings in support of

non-psychiatric services and departments as well.

e. Trat the ;nerican Hospital Association has published a manual de-

scribing'"he Essentials of Social V'zrk Prcgrams in Hospitals" (entitled the

same AHA 1971).

f. That the Joint Commission on Accreditation of Hospitals in its accred-

itation manual for hotpitals specifies the minimum need for social work ser-

vices and in what manner (Accreditation manual for hospitals, pages 169-172,

1979 edition published by JCAH).

8. National Association of Social Workers definition of clinical practice...

"Clinical practice is that aspect of social work which is carried out in a

one-to-one or one-to-group situation by a nractitioner exercising general

skills in a self directed manner. It encompasses assessment, diagnosis and

treatment of problems of intrapsychic and interpersonal conflicts and their

32
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effects on the self and others. It involves utilizing community resources and

providing help in coping with illness, both medical and psychiatric. It de-

velops psychological readiness to function more effectively in relation to

family, peers, associates and the community and in relation to employment, ed-

ucation, and other goals. Clinical practice involves the knowledge and treat-

ment of defineable psycho-pathology through psycho-social and psycho-therapeutic

skills in which the practitioner is both qualified and competent." ("work-

ing papers of the NASW cabinet of practice and knowledge: Specializations",

May 1974.)

9. State of California Definition of Clinical Social Work Practices. "The

practice of clinical social work is defined as a service in which a special

knowledge of social resources, human capabilities, and the part that uncon-

scious motivation plays in determining behavior is directed at helping people

to achieve more adequate, satisfying and productive social adjustments. The

application of social work principles and methods includes, but is not re-

stricted to counseling and using applied psychotherapy of a non-medical nature

with individuals, families, groups, providing information and referral services,

providing or arranging for the provisions of social services, explaining and

interpreting the psycho-social aspects in the situations of individuals,

families or groups, helping communities to organize, to provide or improve

social and health services and doing research related to social work".

(taken from laws relating to licensed clinical social workers, Chapter 17,

Division 3, Business and Professions Code, Chapter 17, Article 4, Paragraph

9049.)

10. National Federation of Societies for Clinical Social Work Definition of

Clinical Social Work in lospital Settings: "1.2 The term "clinical social

work practice in health care" refers to, but is not limited to one or more

of the following: A. The evaluation and treatment of' disability resulting

from the emotional stress due to physical illness.

B. Assisting medical and other health care staff in planning for

appropriate treatment of pat ients based on the clinical social worker'1 aware-

ness of family dysfunction that interfers with appropriate use of community

resources.

C. Asmisting medical and other heatth care staff in arranging

for alternative medical treatment based on the clinical social worker's

knowledge of community resources.
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D. Evaluation and treatment of stress resulting from family dys-

function as well as social, economic and community dysfunctions that impinge

on patients ability to recover from physical illness.

E.- Helping patients suffering from chronic or terminal illness

ta function within the limitation of that illness by the use of psychotherapeu-

tic modaltIes.

F. Arranging discharge planning for patients based on the know-

ledge. of, and skill in utilizaing community resources.

G. Placement of medical or psychiatric patients in appropriate

level of out of home care. Assisting the patient and his family in adapting

to that treatment plan and monitoring his care throughout placement and mak-

ing replacements when necessary.

ti.. Skill in helping patients adapt to demands of daily living

in recovering from illness.

L. Evaluation and treatment of emotional disorders and mental

J.~ Skill in helping persons with conscious and unconscious con-

flicts in relation to the total emotional and social environment in which

they must function, through professional help which includes but is not lim-

ited to individual, marital, family and group psychotherapy and counseling.

F_ Program development services toward urgrading of patient care

rehabilitation including training of staff in human. growth and development,

and the designing of programs to emphasize the emotional and social components

of illness and disease" C"General standards for health care providers in clin-

ical social work in hospital settings" January 1975).
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APPENDIX C

Social Work Training Proposals

(1)

1. Identify ROTC graduates who are going for civilian Y-SW training and
if possible get them into military field placements as part of their
civilian trainin. Lay also be able to utilize them in surmors also.
Thus, will have r . NS 'Z coming into the Army with 2 years identifica-
tion and knowledgc of military systewo and programs.

2. Develop a 1 year "Combat Social Work Internship". Directed toward
company grade social work between 3 and 7 years service. The curri-
culum would be partial didactic in crisis intervention, com,.and con-
sultation TSD, etc. The practicum would be a miniuri of 6 mcnths in
a combat division under a rentor of proven capability, program approxi-
mately 1 year in length. iossibili'y of assig-nenc for practicum to
reforger.

3. Develop a 1 year "Clinical Internship" that is prinarily oriented
toward developing clinical and therapeutic skills in working with
individuals, families and groups. Probable locations for such programs
is with psychiatric residences and psychology internships at major
K:DDACS or Yed Cons for availability of staff.

(2)

4. Continue the Ezamily Program at ,IC with support from sister disci-
plinos.

5. Develop slots in the Psychiatric Trainin2g Progr- that are in addition
to the Social Vcrk Serv:icc Slot>;. lh;c,.2 slots b:e. he faculty posi-
tions in the , esid.ncy Prograw.s there socil'a worke2rs could contribute
their e:.ortise to the training of cc.. trists. Tlhso would be
additional slots for social york and also should 1,C validated re-ctoral
positions. Thuz an overall increase in slots and in Doctoral slots.

6. Develop a way to identify individuals on C'T and si-milar docur-ents as
well as a brief held by the consultant that would list specialty skill
qualifications ovd abilitics. The coT pleticn of the above mentioned
prograr;s, drug and alcohcl ACS or cc . 7ui.... ec ericnce should he

in "beSL assign=-nta,_ ut inrents nvcd not be "ticd" tO ieC.ncifiers.

(3)

7. Adopt a policy t.:1t noi__110: ArC-: 7cors !.ho have obtriKncd a
iSW, the N2S of n " -. rr this ,:,.z*ciz- with rank above Cz ain.
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(Cont)

that ente i' wI:t higheIlr ranlk aut omat ical ly become (a) super-%isors of
MSW s; who may have manl 'm lore year's of experiCence, (h) Chief's of'
Scrv ices, with no or' it. tie backglround and the possibility exists for,
many mis takes due to Lack of' experi ence.

8. it. i s appa rent t hat ALI o I' the aibove privurms and proposal s that deal
with trailii, tigssiics and skill1 progression are moet impor'tant to~ the
AME)I i s in Tlicse programs cannot be elt'ect i el1y deve loped and im-
plement ed under, t he currecnt s it tuat ionl of' a 1 '5 t mew COMsM I tUIt . It is,
t hL'I'tore. iccotinendied I hat cinplias is shld1i he p1 aceLd onl reinstating

the Ooc ia I Work Corisu It an at OTS6,a a Ii Iul t inc requlirement.

9. tiq(ue SW coilt ri bult i OTIS t o thle tra:Ii 1,iu ol (. ' psNchliaIt ri st s and psycholog is-ts-.

at) Tihe who Ie diMIcs ion kot Chi i l ad fam ily problems, treat ment and
s%-- t emls

(b ) A 5s ems 1)1 ip r i, -I to t 1 I I ii' rv COTTMuIni t i es ( ill i t s aind posts I
Asessin t x I omepntit ;lul Imp lenient at i on of1 Programs to meet
thle 1ueC'IS ot' a'i 11 miet o11ji''Imiivat i 01i.

c 1 Know I CdL' Of' .11d I i a i0 on Wi thI C(11m l1i ity es ures

(d I li'o% is i Olon it epwk- i Vi Ci'\ cvvi 5c , eg. adoptI ion , chii Ild abuse , foste'r

Caeh;)L1 L';Ipp'dI ctk C

c ) Kruouh I eLII',C L0 t' amfld IIIii'ii fuz i I i t ;wY~ ofeider's.

M7OST IMPIORlTANT
') t~U it L'olstilI tazit i on and~ proio t i on o' mnmta] hIealt WI t ith in comba t

tiu i t s



no longer adequately defines the scope of the program. In the civilian
arena, an adaptation of the principles of military neuropsychiatry
formed a base of the 1963 Community Mental Health Act, which, with
implementation and subsequent modification has had what has been termed
a "revolutionary" impact on the organization and delivery of mental
health programs in the United States. This in turn has led to develop-
ment of more and different manpower resources to support programs with
redefinition of traditional professional interests, expertise, and
alignmnts. Within the Army, both an impact from these developments
has occurred, and also several new programs have been developed to
provide primry preventive services, e.g., the Army Community Service
program in 1966, the Drug and Alcohol Prevention and Control program in
1971; the Cild Advocacy and the Organization Effectiveness programs in
1976. A major reorganization of the Army as a systcn was accomplished in
1973, and at the same tine the shift from a conscripted to an all-volunteer
force. Within thie professional disciplines providing Army "neuropsychiatric"
services, the role of the psychiatric mental health nurse specialist has
been evolving, social work has been established as a separate service,
the psychologist has been added to the TOE of divisional units, occupational
therapists have developed new skills and interests, the role of the behavioral
science technician has been refined, the Family Practice has been developed
as a new medical specialty.

To incorporate changes then current, an attenpt was made to staff a revised
regulation in 1969. This was unsuccessful, primarily due to disagreent
over operational issues amongst the participating professional disciplines.
Since that time the program has been operated more on the spirit of the
regulation tku on written guidelines.

IV. Cbjectives:

1. To present a draft of a revised AR 40-216 regulation for group work to
finalize and ready for staffing at DA level.

a. To define roles of mental health professionals from each participat-
ing discipline at all operational levels in combat, CONUS and overseas
garrisons.

b. To define roles of mental health paraprofessionals at all operational
levels.

c. To consider credentialling and continuing education requirements
for mental health workers.

d. To consider boundary issues anong the specialties - psychotherapy,
assessment, forensic evaluations, etc.

V. Conclusions (SV.' \pp,.'nd i x A f'v r'v i .cd AR 40-'16 I

1. That a line-by-line revision of the draft regulation as presented

' ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ Zl wool iHanmm iil ,,-iam ~l ..



I. Task Group 3

Title: Revision of AR 40-216 "Neuropsychiatry"
Leader: K. Eric Nelson

C, Dept of Psychiatry and Neurology
Dwight David Eisenhower Army Medical Center
Fort Gordon, CA

II. Mambers of Task Force:

COL Joseph Lloyd
LTC James Romeo
LTc Richard McDonald
LTC Robert R. Jungck
LTC Robert Kazuki
LTC Donald Myles
LTC John McCormack
LTC Daniel Anderson
LT Louis Carmona
MAJ Bob Newberry
MMj Peter Klugman
MAJ Paul Ellsworth
MAJ Robert Sands
MAJ T. B. Jeffrey
MAJ W. A. Weitz
CPT Nathan Bender
IUT Paul Antoniou

III. Background:

AR 40-216 regulates the principles and operations of what have been
designated "Neuropsychiatry" programs in the Army Medical Department. Now
in its 20th year without revision, the concepts and principles outlined in
1959 summarize the accumulated experience of two wars and one major armed en-
gagement during this century, and have since been tested by application in
the Vietnam Conflict.

The concepts of primary, secondary and tertiary prevention adapted fram the
public health model have been succssfuliy emphasized. Service delivery
principles of immediacy and proximity of treatment availability to
casualties, with e cy of return to function through exercise of
simple interventions, or, when necessary, central monitoring of all
evacuations through a hierarchically arranged sequence of treatment echelons
under appropriate technical supervision have proven effective in acccaplish-
ing the mission of conserving needed manpower.

Despite constancy in the principles regulating "neuropsychiatry", the last
two decades have produced many changes in the operations of both the
service delivery system and the Army itself which compel review, revision,
and updating of this document. For exanple, the title "neuropsychiatry"
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and discussed at the 1979 ANPEDDS Behavioral Science Conference be comr-
pleted by each mental health discipline represented - psychiatry, psy-
chology, social work, psychiatric nursing, occupational therapy.

2. That a compiled draft of all proposed changes be circulated to
each member of the task group by 8 April 1979 for final review, decision,
and justification of changes.

3. Based on 2 above, that a final draft be developed by Chief, Depart-
ment of Psychiatry and Neurology, Chief, Social Work Services, Chief,
Psychology Service, and C, Occupational Therapy, Eisenhower Army Medical
Center, working as a small group and forwarded to OTSG for staffing by
30 Sep 1979.

a. That a position on all subobjectives be defined in the final
draft.
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Objectives of Task Group Four

on

Alcohol and Drug Abuse

Review the Army Alcohol and Drug Abuse Prevention and Control Program

(ADAPCP) as it relates to the Army Medical Department (AMEDD); identify

inadequacies and deficiencies in the program; and make recommendations for

program improvement.
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Observations and Recommendations of Task Group Four

on

Alcohol and Drug Abuse

1. OBSERVATION. A broad "grey area" exists in the ADAPCP where the Com-

mand responsibilities for rehabilitation blend into the AMEDD

responsibilities for treatment. In order to more precisely define who,

command or AMEDD, should be performing which functiors, Task Group Four

divided the alcohol and drug abuse population at risk into four groups and

attempted to relate each group to functional areas of responsibility within

the ADAPCP.

a. With regards to alcohol and drug abuse, the military population may

be divided into four groups.

(1) Non-users - Those who do not use abusable substances.

(2) Users - Those who use abusable substances but whose use and/or

abuse goes undetected.

(3) Non-dependent abusers - Those users identified as abusers but

who show no evidence of psychological or physiological dependence on abu-

sable substances.

(4) Dependent abusers - Those users identified as abusers who are

psychologically or physiologically dependent on one or more abusable sub-
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stance.

b. The four population groups relate to ADAPCP areas of responsibility

in the following manner.

(1) Both non-users and users are target populations for Command

education and prevention programs with the goals being to discourage

use/abuse by the non-user; to influence the unidentified user to discon-

tinue abuse before getting into difficulty; and to cause identified abusers

to discontinue abuse as a requirement for remaining in the military.

(2) Non-dependent abusers are best managed in a Command setting by

administrative action and leadership type counseling.

(3) Dependent abusers require treatment/rehabilitation of the type

normally provided by clinical professionals through a health care delivery

system, i.e., the X\'IEDD.

(4) Dctoxif'ication, medical treatment of complications of substance

abuse and psychiatric care of those with other associated mental disorders

are AMEDD functions.

(5) Unidcntified abusers are the target population for both Command

and AMEI)D identification efforts. Goals of identification are to isolate

ind remove from duty those who are a threat to mission completion; to treat

and rehabilitate those who are having difficulty as a result of substance
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abuse; and to remove from military service those who fail to be rehabil-

itated in the ADAPCP or who are found to be medically unfit for retention

in the military.

(6) The AMEDD is responsible for the laboratory support of the uri-

nalysis drug screening program.

(7) The AMEDD is also responsible for Biomedical Research on sub-

stance abuse.

c. AMEDD responsibilities to the ADAPCP may then be summarized as fol-

lows:

(1) Provide consultation to Command on the medical/clinical aspects

of education, prevention, identification, evaluation, rehabilitation, dis-

position, and follow-up functions of the ADAPCP.

(2) Provide clinical expertise to perform client evaluations,

assist in counseling non-dependent abuses and provide clinical in-service

training of ADAPCP personnel.

(3) Provide both residential and non-residential rehabilitation for

dependent abusers; either in separate Rehabilitation Services or through

existing Community Mental Health Activities at AMEDD Medical Treatment

Facilities.

(4) Provide medical treatment for the complications of substance

! ! .... . . .. .L _, '



abuse and for concurrent medical or psychiatric problems.

(5) Provide the laboratory facilities and personnel necessary to

execute the urinalysis drug screening program.

(6) Conduct research in the biomedical aspects of Army unique areas

of substance abuse.

Recommendations:

a. That the AMEDD continue to be a major contributor to the Army

A DAPC P

b. That the rehabilitation aspects of the program continue to be a

function of the AMEDD health care delivery system.

2. Observation: !he efficacy of residential treatment/rehabilitation of

the chronic alcoholic and other selected kinds of chronic rubstance

abusers has been more than adequately demonstrated by the civilian medical

community, other military services and the Army in Europe. The Army could

realize further significant dollar and manpower savings by employing this

treatment modality Army wide. At the same time, it would significantly

reduce morbidity and mortality caused by one of the Army's major peacetime

health problems.

Recommendation: That the Army take immediate action to establish residen-

tial treatment/rehabilitation centers in CONUS for alcoholism and other
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selected types of chronic substance abuse.

3. Observations: The Behavioral Sciences Specialist (MOS 91G) does not

receive sufficient training to be qualified as a substance abuse counselor

and there is no other MOS designed to perform this function.

Recommendation: That the Army review its requirements for substance abuse

counselors and precisely define what qualifications they should possess.

Consideration should be given to awarding a special skill identifier, if

not a separate MOS, to those receiving training in substance abuse counsel-

ing. A good starting point would be to evaluate for Army use the Navy's

alcohol and drug abuse counseling program which appears to work well.

Selection criteria for counsclors is a key consideration, e.g., propose:

career NCO, 3 years assignability, volunteer, at least two years sobriety

if a recovering alcoholic, option to return to primary MOS (preferred) or

remain in counseling field for a career.

4. Observation: A significant part of the American medical community,

including the AMEI)D, is unskilled in the proper use of many psychotropic

drugs. This includes not being totally tamiliar with proper indications,

dosages, side effects, contraindications, potential for the development of

dependence, management of overdose, regimes for detoxification, and cross

reactions with alcohol and other drugs. Drug classes include the major and

minor tranquilizers, sedativc-hypnotics, anti-depressants, stimulants, anal-

gesics and alcohol as well as the illegal cannabinoids and hallucinogens.
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Recommendation: That urgent priority be given to the development and dis-

semination of a comprehensive course in psychopharmacology to the AMEDD.

5. Observation: It is suspected that a significant number of psychiatric

hospital admissions for transient psychotic reactions and other mental dis-

orders are due to drug abuse which is not documented at the time of initial

admission. This can result in persons being improperly labeled as lifetime

psychiatric cripples rather than as having experienced a temporary and

reversible toxic psychosis. Needless morbidity and unnecessary disability

expense is the end result. The already operatienal urinalysis drug

screening program could serve as a useful clinical research too] if it were

to be used to evaluate all psychiatric hospital admissions for drug abuse

and thus document the less disabling toxic reactions.

Recommendation: That for a 24 month test period, all patients admitted to

Army Treatment Facilities with a psychiatric diagnosis have a drug screen

done on a urine specimen collected at the Limc of initial admission. This

should be accomplished as a part of the initial clinical workup.

6. Observation: Because some :;tudics indicate that a few "alcoholics" can

return to "controlled :social drinking," some Army treatment programs are

reluctant to establish "Lotal abstinence" as a reasonable treatment goal

for the chronic alcoholic. However, it is not possible, using state of

the art technology, to diffrrentiate those who can drink from those who

cannot. It is therefore reasonable to use abtinence as a treatment goal for
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con. oIcost cc in.n nt.ht a 1Itoca u so st. a tos have re spon-
siol tyfor t~antqproras 1.orte mental v retarde-d and

dis3ab'lod tnere are- manl,. Sittuiat.ons in wb tch ser:vice- fatmil ics may
lace, '.no prol em ot ..r I d inq an ado(ouate.( stateo-run program for
special. needsJ involyvtnq nand icappod' fatni y wumbrs . in general
it- was -t-e piiosoplnv ot %uCIAMPLiS to0 encour.age t-he assumpt ion of
t_11is tul ropnsi 0it"y oy tuelt stLat.0 OXCtpt. in very unusual"

On Tursday', 22 :larCh ")9it) the Ta.;k Force, iscussed in dept-h
tno cons u 1t. at, io ns wi in iat. iona' OCiIAM PLIS o It i c ia' s o f thIe previo Us

day'. Latt, dur inq ,t oat day Dr . 6aqlon had a 2) 7 2 hour meetl.inq w it t
"Iit, now oi'_:.onlal kuiroct ,oL Oft OCtIAMPUS, I-r. Tnoodore Wood. At,. tu1at
notLi nq a' i oft 1no conce r s ol thno Tas3k Forceo 6ro up were discLus sod

in1 outv,,l witn ir . h ood.

......... IN,*



6. On Friday, tno findings from the Task Force werp ppsented to
toe plenary spssion of the Behavioral 6cience Seminar. The
fa3k Force members agreed that toe specific recommpndations
arrived at during toe week would be incorporatpa in an Action
eaper with an attempt at triservice coordination, followed by
presentation through tio Office of the Consultant in PSychiatry

and Neurology to too Army Surgeon General. Toe Action Paper
woud ue made availaule to appropriate policy planning officials
at OCHAMPUS. This was carried out during tht weeks following the
fasK Force. The Action Papor with attachments are enclosed as
an appendice to tnis Task Force Report.

In cl TERRY E. GAG&, MD
as stated UIC, MC, USA

C nairman, CHAMPUS Committee
Army Psychiatry Advisory Council

ChiPf, Psychiatry Outpatient Svc

Department of Psychiatry
Waltpr Reed Army Medical Center
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DEPARTMENT OF THE ARMY
WALTER REED ARMY MEDICAL CENTER

WASHINGTON. D.C. Z001Z

ATTUETION OF:

1?-R 11 May 1979

Subject: Recommendation for Action Regarding CHAMPUS Care for
i.ientally I]]

1. Statement of Problems:

a. Over the past two years there has been a breakdown in
the provision of psycniatric services under OCHAMPUS. This has
involved delays in payments often for three to six months,
bureaucratic harassment, ill-defined guidelines for approved
services whicn have at times been interpreted idiosyncratically
by tne ten CHAMPUS fiscal intermediary agencies and threatened
interruption of payments during ongoing treatment. Demoraliza-
tion of patients, providers and military psychiatrists has
resulted.

b. Tnere nlas been a breakdown of well-functioning avenues
for the inclusion of policymaking input from military psychiatry
in areas of mutual concern to the direct care system providers
and OCHAMPUS.

c. There is no adequate avenue for feedback to OCHAMPUS
from beneficiaries and providers.

d. Tnere are tnree special problems in the implementation
of the DOD Contract witn the American Psychiatric Association
and the American Psychological Association for the CHAMPUS
Psychiatry Peer Review Project:

J) Decision authority has been delegated downward to
tne 'second Jevel' nurse reviewer confounding clinical and
administrative decision making regarding peer review. This gives
power to deny claims for medical care in areas of fine clinical
judgement to non-peer personnel. In essence the nurse practices
medicine and psychology in violation of standard medical codes
of ethics.

2) A standard operating procedure (SOP) for protection
or confiaentiality of very sensitive clinical information to be
submitted for psychiatric peer review on every patient has not
been fully estau~isneu and clarified to patients, sponsors and

providers. ThiS SOP should involve beneficiary input prior to

full itpJ ementat.;ion.

APPE[IDIX A
67

7 " I.l M

LLI l,,1I m, m,,,m..l, l . .



it Svye-R 1 Mayl979
.3 ) 6J E CT: Recommrenat 4 n roar Action Reqard'ing CHAMPUS Care for

vie n tal I y I JI

3) Tne presont ipl, .-n-ntat ion plan far the peer rev'ew
prOj ect all ows to,, ci airrm don ~al 4n areas at cl in ical judgment
prioar to guar antec true peer -(-v;(-w, with the on]ly recourse
ooing a cuimoe,:saie ana buteaucrat :callIy time-consuming appeals
process noue.)(-i atter tne one utilized by tine Social Security
Adaiinistrat ion.

L. Recoml-'ended corrections:

a. UCHAMi±'uS snau 1(1 impl ement a stl,.2ct ongoi~ng nat ional
oversignt program tat ova] uat ian af its vari~ous r isc'-4 intermedi-
at -;Es . anagor ia.] improvements snoula ;Thclude educational work-
snaps toar unitorated s.,Lv'ces nealtin benefits advisors, sIMPli
t ~cati-on ano ci art i1 cat ion oi rogul ations to tne fiscal inter-
,aeu - ar 's, ano siron 'r 'cant _4raeiet n ti4mely processing of
claim-,s or cnanq3es to the requlat ions.

a. Critical assignments should be madeo:

J ) Tne ortI ce, of tne Assi;stant Sect etary for Health
Atiairs, vacant tar. noarly two years, 5shaulo be t'llIcl as soon
a.- pass idle. n i~s of-t ic ial snaoul d roco Av'e ;immd;ate brief ing
tram tne Defense Ifeal to Counci.l regatding the identi4fied problem
atr e as.

2) kacn uni kor,-,ed dory rce snou ci mandlate tne assignment
at a senior m-,a ~cal oi t ;c(,- o r nag rank to0 the Defense Heal th
C.ouncil , the no .n avenue oi input_ lirom ii itary med 'c ;ne to

O~ni~i~ra. 1 i] iary P3ycniatr.istS Sshould uke asked to ptovi;de
ongoinq sta: r nq to tncese( otj i ct S regat dinq a] cohol , drug, and
mental disease conuiti.ons anoJ al cies.

C.Cnangos in cot ta in ptactices snoul i b)e made:

I ) tio unitrtund soirvices are respons ible( for tine health
aent tsao : -~r .cominanotr s shoul c mandlat e their adeq'uacy of

t- a t n ny and it tenda-nce at UCHAi'ii'S spon;oredc War kshops . Ever y
Cdtf'iuS enet c ia' y s5noulai uo r:out ~neI y counseled by thei heaf'th

uenot 'ts aUVtsC. upoW1 er1a to t.iIAMPUJS care tor. administrative
ass:stace e.a ci ±nL ior oceo uro.- wnicb ao necessary for adm inis

tr dt ry camp]liance wi'th CtlAIWuu reul at ions.

4:) A Ci ear bo'ne I iC a ry a-nd or uv;Jor leedbac k system
SIIOUlo0 sJa 'nnaopeliizd. DO nol 4.nou :ri's andl

c:O11Wa nts, snoci 1:l j oa tt tioal tt Uoenof i . advisots. If not
0eo 1 okd( t I ty s r I k Iu (A: 'j o k a .5p(c; i ic CiAL1EiU. boed ' ir

reopre.-int at ivo at tine t iscal 4 ntermed 4ry ](eVel .it still un-
e;ol j iu tiney .3nouja jo to ttue I ~a'son aif icer representing each
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DEPARTMENT OF THE ARMYf l WALTER REED ARMY MEDICAL CENTER
WASHINGTON.O.C. 200IZ

"PliLY TO

ATTEo" OF:

A-1

HSWP-R 27 February 1979

SUBJECT: Recommendation for Action

1. Relevant factual information concerning psychiatric care in this
country (Inclosure 2).

a. 151 or the population per year is estimated to exhibit an
alconol, drug abuse or mental condition.

b. 20% of tnis group is treated by tne Specialty Mental Health
Sector; 60% of those with identified mental disorders are treated
by primary care/outpatient medical treatment, non-psychiatrists.

c. Patients with ioentified mental disorders utilize general
meaical services at a rate that is at least double that of other
patients.

2. Relevant tactual information concerning medical health insurance
coverage for mental healtn conditions:

a. The $150 billion total health care bill is not the result of
aouse of preventive and long-term care; it is primarily the result
of aouse of secondary and tertiary care.

b. After 15 years ot experience, tne proportion of total healtn
oenetit payments spent on mnntal disorders in the Federal Employees
Program nas leveled off at a little over 7%, showing that equal
coverage for mental and physical illness does'not lead to exhorbi-
tant costs for mental illness.

c. Thiere is overwhelming evidence that effective mental health
treatment is followed by reduction in general medical care utiliza-
tion. 'ne offset reductions are as follows:

1) Hospital days .. ......... .. decreased by 67% to 85%
2) Outpatient visits ......... .decreased by 50% to 721
3) 2nysician's services ........ ..decreased by 8% to 31%
4) Medical visits ........... .. decreased by 11%
5) Lab and X-ray service ..... decreased by 15% to 28%
6) Total medical expenditures. . decreased by 31%

d. Only d% of the nation's mental neltu benefits are paid to
private psychiatrists, the great proportion going to hospitals,
nursing homes, and rehabilitative care facilities.

70
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HSWP-R 27 February 1979
SUBJECT: Recommendation for Action

3. Relevant factual material regarding p-oposed CHAMPUS Psychiatric

Peer Review .roject guidelines sponsored by DOD:

a. CHIAMPUS regulations require that all claims for psychiatric
outpatient service be submitted wit-h no mor-e than eight visits per
claim and that the 8th, 24th, and 40th outpatient session must be
reviewed oy a second level (i.e., nurse) reviewer.

b. All psychiatric outpatients continuing to the 60th outpa-

tient session must be referred tor peer review by a panel of three
pnysicians, each of whom evaluates tne case sepa:ately followed by
a vote.

c. All claims for inpatient ; ,rvice must be reviewed by second
level reviewer at the 20th inpatient day and referred to peer review
at the 61tn inpatient day of hospitalization. Again, three independ-
ent pnysician peer review evaluations and a vote are required for
every patient.

d. Decision authority has been delegated downward to the
maximum extent possible with confounding of clinical and administra-
tive decision making converging in the second level nurse reviewer,
wno has the power to deny claims. In essence, the nurse practices
medic ine.

e. Ynile considerable authority and responsibility are
entrusted to tne second level reviewer (nurse), no professional or
educational credentials or job experience are specified for this
position whicn requires considerable protessional integrity and

competence. Tins specifically violates establisned principles of
peer review in the American Medical Association and the American
Psycniatric Association. Section 6 of the APA Code of Ethics
states, "the physician snould not delegate to the psychologist or,
in fact, to any non-medical person any matter requiring the exer-
cise of professional medical judgement". 'he interest on the part
or DOD to devise a simplified method for review of all psychiatric
claims oy utilizing non-physican personnel has totally overloaded
the system and removed the possibility of refined clinical judge-
nent truly necessary for peer review. By contrast, senior Federal
Employees Program officials indicate that less than 1% of theirs
psychiatry claims require formal peer review.

t. Special handlin.i of claims from psycniatric patients has
already led to a serious discriminatory delay in payment for c'are;
tor example, at thie present time, the turnaround time for non-
p:sychiatric CHAMPUS claims at the Roanoke office is 37 days (legal
roquirement is 21 days). Officials could not even estimate the

tLme for psychiatric claims--over 100 days. The Washington Psychi-
atric Society Council states that the delay for psychiatric claim

71

... . . ......



SWP-R 27 February 1979
SUBJECT: Recommendation for Action

payment now averages six months per claim. Often the second review
procedure point is reached before the first review is completed.

g. No systemized consideration is given to the problem of
confidentiality. Psychiatric records are considererd permanent,
wnereas other medical records are maintained for only four years.

n. Persisting attitudes at high levels in the DOD-CHAMPUS
organization toward the provision of psychiatric care for the
mentally ill or disabled have reflected a lack of knowledge regard-
ing the epidemiology of mental illness, prc:ved predictability of
cost projections, offset of other general health care costs by
psychiatric treatment paradigms, and the usefulness of well-estab-
lisned treatment modalities (Incl 3, p. 3, para 3)..

4. Conclusions and Specific Recommendations:

a. wnile military psychiatry agrees with the inherent philos-
opny and goals of peer review, present guidel ines from the CHAMPUS
Psychiatric Peer Review Project require further study before imple-
mentation for the following reasons:

1) Peer review should indeed be true Er review even at
the "second level" of review, not in violation ot standard medical
codes of ethics. The stated policy of delegating the authority and
responsibility often of a clinical nature to relatively untrained
employees is in defiance of these well-established procedures for
peer review 'nd medical ethics.

2) Military psychiatry has not been represented formally
in tne decision-maKing process within tile DOD-CHAMPUS organization.
4e would recommend the appointment of a military psychiatrist to
tne CHAMPUS Psycniatric Peer Review Project at a decision and
policy-making level.

3) Implementation of peer review should await further
study and clarification of issues of confidentiality of sensitive
clinical data.

4) .ccountability procedures, such as peer review, must be
implemented in such a way as to be truly responsive and sensitive
to the needs of the mentally ill in our community, rather than dog-
matically giving allegience to technocratic economics. These needs
are epidemiologically predictable and do not lead to cost overruns.

5) The implementation of the CHAMPUS procedures to date
ro-iarding the provisions of psychiatric services under the DOD
contract has resulted in significant interference with the
psycniatric care received by the dependents of the military by

7:.............



kiSP-R 27 February 1979

SUdJEC': Recommendation for Ation

delays in payments, bureaucratic harassment, ill-defined guidelines,
tnreatened interruption of payments during ongoing treatment, and a

general insensitivity to the issues of confidentiality with subse-

quent demoralization of not only patients and providers, but also
military psychiatrists. This state of affairs contrasts sharply
with that of tne Federal Employees Program peer review process,
wnich is designed not to intrude excessively into claims processing
by a randomized process which does not treat ever single case as
requiring peer review. Such extensive screening shou7d not be made
routine, as though every psychiatric patient and provider were
suspect.

6) CHAMPUS should be increasing and facilitating psychi-

atric health benefits at a time when military psychiatry is suffer-
ing from a crisis of attrition. Presently, the Army has only 136
psychiatrists tor 130 authorized positions, a shortfall of 25%.

Recognized requirements for Army psychiatry approach 300, a short-
fall of 45%.

TER E. GAGON, MD
LTC, MC, USA
Chairman, CHAMPUS Committee
Army Psychiatry Advisory Council

Chief, Psychiatry Outpatient Service
Department of Psychiatry
Walter Reed Army Medical Center

WNW 191.
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A-2 January 5, 1978

ALCOHOL, DRUG ABUSE, PuND MENTAL HEALTH SERVICZS

THE NEED TO PLIN FOR THEIR INCLUSION IN A

NATIONAL HEALTH !NSURANCE PROGRAM

A. ADM Conditions and Their Prevalence

i. ADM disorders constitute a significant health problem
in the U.S., which is definable in terms of:

a. the overall scope of the prcbLem -- about 15A
of the population per year

b. a relatively small number of specific disorders
which represent the bulk of 15Ais L5 (There is
some overlap among some oif these conditions, e..,
a person with alcoholism may also be depressed.)

2. In addition to the 10 - 15A of the population with
definable ADM conditions, there are many other
individuals who are troubled with syptcms and distress
such as anxiety, transient stress, problems, of living,
and unhappiness. They 'ften turn to the health care
system for help. This i. t-he care in many nations.

B. The Structure of the ADM System

1. The ADM system has a structure w-ith two main components:

a. the general health care sector (serving about 10
of the population for ALM disorders)

b. the ADM specialty sector (serving about 3% of the
population for ADM disorders)

2. The vast majority of patients with ADM disorders is
identified by and receives some treatment in the general
health care sector, predominantly imbulatory primary
care.

7IL



3. The ADM specialty sector has undergone considerable
change in the past twenty years:

a. The number of residents in State and county
mental hospitals has significantly declined since
1955.

b. The length of stay in State and county mental
hospitals has declined.

c. The rate of admissions to all inpatient psychiatric
units has remained approximately constant.

d. The number and rate of patients being treated iti
outpatient settings has increased greatly.

e. The use of a wide variety of drug therapies has
increased greatly.

f. Overall, patients are being treated in less
expensive settings.

4. The pattern of utilization of the ADM services sector
is now quite similar to that in the general health
care sector, az to:

a. relative use of inpatient and a.mbulatory care
facilities

b. average duration of treat.nent

c. evidence about the efficacy of treatment

d. proportion of patients requi-inq extensive zare

5. Extensive data exist cn the utilization, costs, and
types of ADM disorders treated, and efforts are underway
to extend and refine this data base in concert with
other parts of the PHS.

C. "PPlannin -Goalsand Financing ". " ,..•

1. A major goal of planning should be to achieve
appropriate integration of the kZM services sector
with the general health care sector.
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2. A second major goal of planning should be to strengthen
the capacity of the general health care sector to identify
and appropriately treat ADM disorders.

3. Current funding mechanisms impede the integration of
ADM services with the general health care sector.

4. Selective use of funding mechanisms can shape the
future structure and costi of ADM services.

5. ADM services can reduce general health care costs and
lead to more appropriate patterns o care.

6. Greater integration of services can lead to a reduction
in the ut-.lization of ADM specialty services.

7. Comprehensive, integrated services will con.ribute to
a redistribution of ADM specialty resources so as to
increase geographic and economic accessibility.

8. A comprehensive system would. accelerate the current
trend to shift patients with ADM disorders away from
expensive inpatient settings and toward less expensive
alternatives, such as ambulator-y care settings.

9. ADM services are i=enable to the same cost containtment
and zuality assurance mechanisms that apply to general
health care services.

10. The costs associated with providing ADM services are
controllable, and stable and predictable.

D. National 3ealth lasurance

".. P-rscns with ADM discrders. are entitled. to full
participation in the health care system.

2. NHI should not sti-matize and discriminate against
persons with ADM disorders.

76
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3. Depending on its design, NHT can foster continued
improvements in the ADM service sector, as well as
increased integration of these services with the
general health care system.

4. Even with NHI, the health care system will require

multiple tundinq mechanisms, including:

a. third-party reimbursements

b. grant and contract support, for capacity develop-
ment in health scarcity areas and for R and D
projects

c. block transfers o funds frm z Federal
Goverment, such as s,_cial revenue
Sharing, block grants, or tormuLa 4rants, :o
suppert broad-based State and local heal-th
proqram dcvelccment

d. support for social services

e- categorical support for preventive, treatment,
and rehabilitation services not likely to be
covered by NUI, -uch as sheltered Living arrange-
ments, outreacl., and consultacian and education
activities

LI
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Chart

FEDERAL EMPLOYEE HEALTH BENEFIT PROGRAM
BLUE CROSS AND BLUE SHIELD: HIGH OPTION

PERSONS WITH COVERED PHYSICIAN CHARGES FOR OUTPATIENT CARE
OF MENTAL DISORDERS UNDER SUPPLEMENTAL BENEFITS:

PERCENT OF COVERED PERSONS ACCOUNTING FOR
INDICATED PERCENT OF ALL SUCH CHARGES. UNITED STATES. 1973

(Percent of persons cumulated from those
with lowest to highest expenses)
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BEHAVIORAL SCIENCES IN A CHANGING ARMY. PROCEEDINGS IN AMEDD E--ETCIU)
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Chart

PERCENT OF PERSONS ACCOUNrING FOR
PERCENT OF ALL PHYSICIAN VISITS. UNITED STATES. 1971
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SOURCE: Physician Visits- Volume and Interval Since Last Visit-United
Statns- 1971. U.S. Department of H0oq1th. Education and Welfare.
Public Health Service, Health Resource Administration
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Flaw1 1
r ,1ll11. % uil.ululll il V9 C)telmltIuUflal uo i ..ll a u.i is th lavsllially $if

by Type or Local* of Care, United Staets. 1974

Percent of Total'

Typo or Locale of Care 0 to 20 30

Nusing S 29.3

J29.

State, County and Other Publiu Murt.l I4os oitals 1 1 1 i i
22.8

General Hosr'iials
11.7

Private Practice PvvlliJtrists
8.6

Psychoactive Orugs
SA

Freestanding Outpatient Clinics
4.6

Community Mental Health Cenlters

74.2

General Medical Sit vi.cs

03.5

Residential Treatment Ceiteis & Sctiuol
and Other Programs for Children

_-Rehabilitation Facilities & Hlh.a1' HUSLt.

Private Mental Hos,till
29

Plivags, Practice.VC P'vl'ul nt.h %

'Estimated total expenhiltucs for direct cite wi'r S14 lp 1iliow,

Source: Scatistical Noce No. 1.25, Division of Biometry and pllidemiology,
National Inst tute cf Nental flea.li
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ASSISIANI SI C RIIMY OF M'1.IINSE

* -j~.-;. ASIIINGI ON. D. C. 2040

LTH AFFAIRS J." 2 6 )979

Donald W. "'ari.ersley, M.D.
Deputy Medical Director
American Psychiatric Association

1700 Eighteenth Street, N.W.
Washington, D.C. 20009

Dear Dr. Hamr..ersley:

While it is all still fresh in my mind, I thought r would

try to set down on paper a distillation of our position
as it was put forth during our meeting this past Friday.
It will not be all inclusive but should contain the major

points. Before I settle into the task at hand, I do want

to say that I enjoyed meeting with you, Drs. McMahon and

Kehne and Mr. Cutler. I also appreciate the restrained
presentation on the speakers' parts of what are obviously

strongly held points of view.

In considering our general approaches to the subject of
confidentiality, I would characterize our respective
positions as the pragmatic vs the ideal; public responsibility

vs personal and professional; the likely vs the unlikely;

conditional guarantees as opposed to absolute guarantees;
and interdependence and accountability vs autonomy.

At the outset, a very basic question needs to be addressed -

Why does any revi-ew have to be carried out? The need arises
out of several factors: Abuse and overutilization of benefits
occurs as a result of carelcssness, perverse incs.ntives in
the system, and deliberate fraud. Malpractice occurs as
a result of ignorance, illness, drug and alcohol abuse and
failure to apply knowledge. These observations have been
made re:eate !y in and out of our CHAIPUS systen, as well
as in other rederal and private systems. The various health

proressions have shown scant inherent irclination to police
themselves. Leg-slative and judicial fiat are not the
best ways to control medicine's abuses and problems. There-
fore, so;ne foro of intcrinal rvgulation and self-policing,

even t-o,.jih ")1toI. t,'d by out side pr,,snure, !';ee s the best
Sa;.,iuach. Fiilily, since the (;oviz nrent pays a

,' to r, Li a sh,re of the bill for C1iA:i'U5 mcntal health
c;re, the Cov,:,n; :nt has b.ouom,! a thixd nvinber in the

doctor-paticnt rel-Lion:.Iiip. As ollcra.ors of the CHAMPIUS
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Pzocran, we are stewards of the public's money devoted to
this cause. To exercise this stewardship we need to know
what is happening, and to do this we need information.

It is at this point that our requirement for knowledge

conflicts with the doctor's and patient's desire for

privacy and anonymity. Wie are responsible for seeing that

the public's funds are well and wisely spent.

However, this is not our only responsibility; we must also
operate a claims-payment operation,which brings the fiscal

intermediary into the picture. While the pdtient may be

concerned about lack of privacy, he becomes absolutely
irate, and justifiably so, if claims aren't paid promptly.

Doctors are very good at getting irate, as well. In order
to aake this aspect of the system work as well as possible,

decision authority is delegated downward to the maximum
extent possiblc. Using carefully designed guidelines,

such as those professionally developed by the.APA, the
second level reviewer has limited latitude to deny claims
and wide latitude to authorize payment. An appeals system
exists to handle complaints about improper termination of

benefits. Needless to say, no one has ever appealed the

payment of a claim. The third level reviewer, the physician,

acts as a final arbiter in the process arid to check long-
term cases where the Government has a parti'cularly large
financial stake. Third level retrospective review, like

concurrent review, is,in itself, an expensive and time-

consuming practice. The number of people who have legitimate

routine access to the information gathered in and required
for this orocess is very limited, particularly detailed,

clinical data. As I mentioned during the meeting, the

clinical data is not computerized. The records are not only

essential to claims processing but also allow us to audit
and follow the performance of each step of the process,
including the third level reviewers. There are others to
-whom we have to answer for the effectiveness and efficiency
of this review process.

While the process just described is not perfect and will

no doubt be improved with experience, it does offer one

very great advantage - it provides'reasonable access to

care on a rat'onal basis of need. The matter of access
highlights one of the most basic differences between military

and civilian medical practice. The private practitioner has

responsibility only to the individual patient or patients
that he chooses to see, uhile the military system has a
reszorsibility "or the medical care of evfLy one of its
ben--ficiaries. The exercise of tLat reiulnsibility demands
that the available care be parceled out as effectively and

equitably as possible. This is the flip side of cost control#

the wise distribution of available benefits.
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I believe the above discussion clearly justifies our peer
leview activities. We hope to do them well, and the APA's
ssi-tance in the field of psychiatry has been of great

benefit to us and to psychiatry. The derivation of criteria
that will work effectively for the patient in our system
has been a difficult process, I know. Personally, I feel
it is very important that psychiatry set down in some rigorous
uay precisely what it does and how it does it, thereby
joining the mainstream of American medicine. What we are
doing in the APA contract is admittedly experimental and is
on the cutting edge of peer review activities in psychiatry.
we have hich bopes for it. Should we fail, I believe the
specter of elimination of benefits or the imposition of
arbitrary treatment limits may take on real substance.

As I stated at the outset of the meeting, there is no
way to absolutely guarantee that the confidentiality of
clinical information will not be breached at some time;
howe.er, I an reassured that it hasn't happened yet, to
our knowledge, in the history of the program. This argues
that the present system works. In the absence of any proof
that it doesn't work, there is no reason to change or estab-
lish new policy on confidentiality in anticipation of a
very unlikely event, an event which is in the last analysis,
unpreventable. We will, however, investigate our existing
procedures and do what we can'to protect sensitive clinical
information to the maximum.

Finally, I must acknowledge that I felt there was an unspoken
item on the agenda last Friday and that is the physician's
dislike, if not abhorence, of Governmental "interference"
in the private practice of medicine or, in this case,
psychiatry. This is understandable. Like it or not, however,
medicine is changing; and the minute public funds are used
and accepted, then it is no longer a totally private affair,
as it wzs in tines past; and the Government's participation
is inevitable. The price for what autonomy remains is
proven accountability and responsible performance.

I hope this is a fair sumnmation of our position. Again,
it was a pleasure meeting with you and I hope that the
meeting served to help resolve concerns about confidentiality.

Sincerely,

Peter A. Flynn
Captain, MC, USN

Acting Deputy Assistant Secretary of Defense
(Health Resources and Programs)

d. .n . . . .99
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SECTION F - SCOPE OF WORK

F-I. STATEMENT OF TASKS

a. TASK I - IDENTIFY REVIEWERS

Using CHAIAPUS workload experience, the CHA11PUS Contracting Officer's
Technical Representative (COTR), and the APA's prior experience in the
review of psychiatric cases the American Psychiatric Association (APA) is
being asked to:

(1) Using mutually agreeable criteria, identify and maintain during
the contract life, an adequate number of psychiatrists willing to participate
as CHAMPUS third level Psychiatric Review Committees (PRC) in the CHAMPUS
Psychiatric Review Systems. The geographic area where reviewers will be
required includes the continental United States, Alaska, Puerto Rico, and
Hawaii.

(2) Arrange through the COTR the establishment of the CHAMPUS PRC -

CHAMPUS Fiscal Intermediary relationship for the areas described in
subparagraph 1.

b. TASK II - PROVIDE EDUCATIONAL PROGRAM

Using the COTR as a technical resource, provide an educational
program designed to explain the responsibilities of the PRC members,
provide background to the PRC members about the project and the CHAMPUS
program, and update the PRC members on the progress of the project.
Meetings to provide this educational program shall be coordinated with
the COTR who shall have the option to participate. Advance notification
shall be provided to the COTR no later than 15 work-days prior to the
meeting date.

c. TASK III - TRAIN SECOND LEVEL REVIEWERS

Provide professional expertise in the training of CHAMPUS Claims
Processors' second level reviewers (usually nurses) to appropriately
handle psychiatric claims and case reviews. Arrangements for bringing
the appropriate individuals together will be arranged by OCHAMPUS.

d. TASK IV - PROVIDE THIRD LEVEL REVIEW

The Contractor is being asked to provide the third level review of
all inpatient mental health benefits reimbursed by CHAIMPUS and all out-
patient services provided by psychiatrists through the PRCs identified
in TASK I. Payment for the committee members' services is to be provided
by the APA with dollars provided through this contract. Monitoring o
the PRC's performance is the responsibility of the APA. Close coordination
of this task with the COTR is to be established by means to be determined
jointly. The COTR is responsible for monitoring the APA's performance of

1 00
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SECTIO. F (Continued)

this task. A team of three psychiatrists will comprise a Psychiatric Review
Cc-ittee (PRC) and will review each case determined to require third level
review. The PRC will relate with the CHA,MPUS Fiscal Intermediary for the
geographic area in which the PRC is revievwiny, and be reimbursed by the APA
with dollars provided through this contract. The criteria used to determine
which cases go to third level review will be CHAIN'PUS Regulation 6010.8-R and
instructions to Fiscal Intermediaries drawn by OCHA14PUS and based on criteria
developed by the APA and other sources.

e. TASK V - PROVIDE A NATIONAL PANEL

Provide a panel of psychiatrists, one of whom is the Chairperson, to
serve as a National Advisory Panel to OCHAM PUS in carrying out the building
of this review system. In addition to overseeing the general operations of
this project, the panel is also being requested to:

(1) Formulate recommendations pertaining to the project to be provided
to OCHAMPUS.

(2) Serve as a resource to help OCHAMPUS in those exceptional psychiatric
cases requiring third level review throughout the contract life.

(3) Upon request by OCHAMPUS, assist OCHAI1PUS in providing educational
services to Fiscal Intermediaries' staff and/or assist Fiscal Intermediaries
and OCHAMPUS in resolving problems as they occur.

f. TASK V! - DEVELOP CRITERIA FOR INPATIENT/OUTPATIENT CARE

The Contractor is to provide the following regarding the review of in-
patient/outpatient psychiatric cases:

(1) A set of criteria for each of the CHrAMPUS flag points (8, 24, 40,
60 visits) by OCHAMPUS in the preparation of instructions to the CHAMPUS Fiscal
Intermediaries' claims clerks to determine whether the claim should: (a) be
processed for payment; (b) sent to the second level review; (c) sent to the
third level review, or (d) rejected for payment.

(2) A set of criteria for each of the CHAIMPUS flag points (8, 24, 40,
60 visits) by OCHAIjIPUS in the preparation of instructions to the CHAMPUS Fiscal
Inter'mediaries' second level reviewers to determrine whether the claim should:
(a) be processed; (b) sent to third level review, or (c) rejected for payment.

(3) A list (or format for a form) which identifies and/or describes
the information required of the provider to enable the decisions to be made
described above. Included should be a description of the data/information
required of the provider if the case is to go for third level review
(CHAM.PUS PRC).

(4) Periodic reviews and updating of the criteria sets to maintnain
their currency and appropriateness.

lot
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Reprinted from the Amer. J. Psychiatry, Sep 1973

OFFICIAL .\C'lIO\S____

'zThe Priiiciples of \itdicas lic
With knilotations Especiatly Applicable to Psycliiatrv

Thu~ stateinent was ip:roi ed h i, the AssemltM of IiS- trist are stronly advkcd to. be famniliar with thesc 'o~cu-
trict Branches and the .Ioard of Triwsees o / the . neri- n1lcfits.2

can Pstrchiaric Is.sc.czatioa at ,heir .Vai, 5-) 1973. fiovccr. these '-encral euidelinti have sc-metimes
niettgs. upon ret'COfl,.ridhJ!:oI ofhei CotmC Ur been dilt"Oult to interprct fur ps'.chiatr . sc further anno-

Etic. tations to the tbasic p1inrcirles are oil-red in this docu-
ment. NVitle pN chijtrist.. havcc theun~e goals as all ph,.-
seci;irt'. !f-.cre ire -;aa thic. l -) * ) h'pi in r c in
practice that tfiffer in txe ;i-, and degree fruit- cthizal
proic's in, otlher bran, hcs of medical practie. ecnc
threg oth ds'ndpinire are the same. The annotatlorti

are ot dsiend Ls ab.ioluites zand Nvill be revised frm
FOREWORD tamei to tiie' so as to he. aipplicaible to current practices

and l-7obicnis. Althoiue!h the ma tcrnal appears in this
ALL PHNI~SCIANS should practice in accordanc e with the form (or the i rst time, it is derived from the i*u
mnedical code ofethic.i .ct 1,rti m the Prircip'ic, of Mcdi- nx; committecs and tisk forccs over the vears.
cal lEthcs of the Amezrican Mcdical Asociation. An up- Followking are the ANI.\ Principles of Miedical Ethics.
to-date expression and elaboration of these ,tu,,:cnts is printed in their entirety, and then each principle printed
found in% the Opiniunsv und Repurts of the Jud Cri Courtl- separately along withl ;n ;nnotation especially applicable
cii of the Amentcan Medical Association (1). Piychia- 1.o ps~claiary.

',cot j~m:nmr. %I D . Robr-ti% 3 Mre 'o ti . I~VP Nr,,, Nt .I-e 1) Ml, r V,% . I . *:- " P7.:~ -; ',m. %; 1)~ " 'Cccr . o I )t :6 .-~ oi *h\ Ageric., Ps~chiasiric

Br.n \.FL:' NJ ' .'. s'lh - is'n'~',;: a e cah 'd o~iet O.hr Mcd., rr Io

NI~t Ol. - j ;...- -i-. 'Ahv 11\cip m s..., ~ oii ji at, i11 Pernpa,,u ctic. tti)fte Amemen-A hut -I
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OMFCIAt. ACTIONS

PR I NCIPLES OFNMEDICAL ETI IICS,
AMERICAN MEDICAL ASSOCIATION

V ItEAM BL L he may JiS%:0WinLuC hw; servici only after giving ade-

These principles are inWTerded t0 aid ph,.itn indi id_ quate notice. if, t~iiiiij nut1 soicit patients.
knally and collectivcls iii maintuinin, a igh level of ctii-
ical conduct. They :ire rot lawsv but standards by \ica SEC IFION 6

ph-.sleian iay determine the propriety of hiii condud: inl A rhy sician hij;1 -,ot dispo'se of il! ser~ ices unde2r
hib relationshilp with ratientsi. with collcoi-ues. ith niein- termsl or cnditior stc terid to iterfere with or impair
hecrs of allied profeisions. and %with the public, the free and k.-lmlc cecise (if hii mnedical judgment

and skill or tend to cause a dejerioration of thle kqualit. of
sut nON I imedical care.

1h pmnct~ ohictise of the nmedical profession is1 to
render service to h'uininitv with full re,.pect for the dig- SECT ION 7
nit\ of miar. phl siciali shiould mecrit the conhdenc e of' In the piactiic )I inickficinle a ph siciin should limit the
patients entrusted to their came. jendcriog to each a full oceohiprcsinlnuetmdiasr iea-
m,:a-iire of ser'.ice and dcotion. tually rendered hy him, or under hi supcirvi~ion. to hi5 .

patients. His fee should bc commensurate w4ith the serv-
SECTION 2 ices rendered and the patilent's ability to pay. He should

Physicians should Ntrise continually to improve incdi- neither pa nor receise a conmmission for referral of
cal knowliedae ai'd skidl, and should make avuilable to patients Oc. remedii or appliarnces may be dispensed
their patients and colleaae h eeiso hi rfs or supplied by the ph, sician provided it is in the best in-

sional attainments. terest of thle patiMn.

SECTION 3 SECT ION 6

A physician shoulA pratctice a itthod of healing ,.% Ph~sicajn should seek consultaion upon request,
foune'! ,n ain doubtlul or dilicult c 'ses or whene~er it appear!. thm~

tatyascaeprofessionally %with an-,unc %ho violates n uit emaseccryocnad eb.
this princ;ple.SETO 

9

SECT ION 4 A physician may not rcveal the confid,-nces entrustted

The medical profession should safeguard the ptiblie to him in the course of' medical ittenidance, or the dcii-
and itself against pbs sicians dei:ei~t in moral charaicter cicrnenes he may obserse in the character of patients. un-
or professional co-iipcicnze. Plhssi, iaiis should observe less he is required it) do so by lawv or unless it becomes
all laws, uphold the di~ni..y and honor of the protess~tun nces sary in order to protect the welfare of the individual
and accept its self-irnposci'l disciplines. They should ex- or of the community.
pose. %xthout hesitton. tilceci or unethical conduct of
fellow members of the profession. SECTION it)

SECTION 5 The honored ideals of the medical professton imply
that the responsillilities of the physician ex.tend no, oni,

A~ physician may choose wkhom he %ill serse. In an to the Indis Idual, but al.o to society %hcre thesc rcsponsi-
emergency, however, he -should render service to the best bilities descrve his interest and participation in activitve.
of his ability. Ilaving undertaken the care of' a patient, he wich hu~e the purpose of improving both the heaith and
may not neglect him. and unles;s he has been diseharogd the well-being of the indisidual and the community.
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PREAMBLE medical knovwiedg~e and skill. and should Inake avail-

Thes pri.wiles re ,:tcdcl ~ d ~able to iheir oatients and colleagues the benefits of

dii'tdual&' and eollectivilY ill Mal INIMn1g, a high their projessional attainments.

level oj ethical conduct. The ' arc not laws but stan-
ulards by which a phy sician nme thdertyne rte pro- I's)ChiaitriLb are !esponiibl for their own continuing
priety of his candutt in his rciarituLship %ih education andO 0hould he mindful of the fact that theirs
patients, with colleagu~:es. vitl inoc,,:ers ol aillied must hei hictiire of learniing.
projissions. and withi the public.

SECTION I

The principal objective of the inedical profrssion SC O

is to render service ito humanity with tid! resp* ect br A pht-iiait Aiouild practice a method of healing
the digniire of man. J'zisit ianr should merit the~ con- founded on a s cientific basis and he should not vol.
fidence of parients entrusted to rheir care, rendering untarite associate professionally with any-one who
to each a full measure of service anid devoiion, violates this principle.

SECTION 4
The patient may place his trust in his ps ,chiatrisi.

knorioig that the ps~ chiatrist's ethics and professional rc- The medical professmn -. houdd safeguard the pub-
.sponsibilities preclude him from grattfN Ing his o~,n needs lic and~ itsel against phy'vsicians dejicien in mnoral
by exploiting the patient. This becomesi particularly im- character or professional comapetence. Physicians
portant because of the essentially pri% ate:, highly per- should obserie all laiio. uphold the dignity and
sonal. and sometimes intensely emotional nature of the honor of the profession and accept its self-imposed
relationship established %4ith th~e psychiauist. disiciplines. TheY should eCxpo.Te. without hesvitation.

The requirement that the physician "conduct himself illegal or unethical conduct offello w members of the
with propriety in his profession and in aill the actions of profession.
his life" is especitaly important in the case of the psy chia-
trist because the patient tends to model his behavior after
that of his therapist by identification. Further, the neces- Itwudseslfvinthaapycarsthosa
sitV intensity of the therapeutic relationship may tend to lwrae ih eehciyusie opatc i
,ictivaie sexual and other needs and fantasies on'the part faibrae mih:b -ijl nsi opatc i

of both patient and therapist. while w4eAkning the nhiec- profession. When such illegal activities hear directly upon
tiwity necessary for control. Sexual activity %ith a patient ispcte.tswudob ioul etees.Hwvr
is unethical. in other instances. illegal activities such as those con-

The pschitrist should diligently guard against ex- cerning the right to protest social injustices might not
ploicin' ~ ~ ~ ~ ~ ~ ~ L inombo unse yteptetadsol ear on either the image of the psychiatrist or the. ability

nut use the unique position at pu'4cr ailurded him by , of the specific 1p% chiitrist 'o treat his nattent ethically
psychotherapeutic situation to influence the patient in and well. Whilc no otiiiiittce or boara couici oiler prior
any way not directly rcle~ant to the treatment goals. assurance that any Illegal activity would not be consid-

Physicians gencralls agree that the doctor-patient rela- erduehcl ti ocIvlettanidiulcud
tion~~~~~~~~~hip~~~~ isuhavtlacrineecieietntote iolate a law %ithout bcing guilty of professionally lineth-

patient that preservation of optimal conditions for dlevel- iabeair h ian loen ih fctznhpo
opment ofa sound %%orking relationship bct%%ecn a doctor entry into the l'rofession of medicine.
,ind his patient should take precedence over all other con- o scitit~orglrypatcsotiehsae
siderations. Prof'csiional courtesy nmay lead to poor ps%- ofprofessional competence should be considered unethi-
chiatric care for physiicians and their .families becaiuse of cal. Determination of' professional competenco should he
embarrassment over the lack ofacomnpkte oi~e-and-take made hy peer review boards or other appropriate bodies.

contract. Special coimideraiion should be given to thobe psschia-
trists %ho, becaus e of mental illness. jeopardize the %iiel-
fare of their patients and their o~n rep'itations and prac-
tices. It is ethical, even encouraged. for another

SECTON 2psychiatrist to intercede in such situations.

Ph esicians should srriie .unrinuall)' to Improve

SLiCT ION 5
"si tmrnents in ii.oh .irc A f icI 

t
akr roin 1he Avirri..in 'Aid,. I

A %ixieiaton~i Prin%;splis of Mcd,:-i Lihei or ano~itationi iiicr-io I.I1 ph~isitian maev choose i-hoir hie %ill serve. In an
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entergency. hoviever. he .Tho'dd repv-r cervice i,) the hoi; contaict, 'o suJh peopli. as tceoel,ers, juvenile and idu~t
best 0! hii abiiav. liii a%' undd rt.Aten the ca't 116: prbation, uit,crs. ;ittonc~ s. vieltare workers, aCCIncii

pur~ent. lie ,,,aY 0,t ,.i~. hint,. cnd uitl.'s ~;e, has -untcerN..z .ad ';ood aides. lit referr on, r.it~cnts
heeni discha;11ed he.'w ,>cn''u hi:o.vc. only tor (ruei.coi.he r irci~jbiiation it) any of
after vii' aequa:e piotice' Ile ,:d no _Nlb i, -ce Vraktit oncrs. it c pyci a~ri~t %hould ensure h.:t !he

aliied prolcs~iotal o'r iraipiotes-,ionil with A homn he ii
Phif*deali i., a rccoig;-,,ed nic!1ier &-i hi, u.. disc-ipline aid

Is C0 iurctil toi cair oit [lie thcfrapcuiu1e 1tak requredi.
The pss Jiiatrist should hav e the same attitude touard

A pswihiatrist .0hould not bc a party to any t) pe of pol- mebr Mt ',he mn~d~cal profession to wvhomi he refers
iy that excludes, eteaS )I- Jernans the dignity of atci.Winir1e has reason to doubt thle training.
any patient because -) iii~n~c origin, race. sex, creed. age, skill, or ethlical luilificationi of the allied protssikn.
or socioeconomic stat us.. the ps chitribt xhotiild not reler Cascsi !o him.

Also, hie should ncither lend the endorsement of tile
ps-%chiiatric specia±lty nor refer patierts to persons,
groupi, or treatmetnt prtigrams with Ahich he is not fa-

SILCTION o~ iiiiliar. cspecial. i,' their Aork is based only on dogma

.4 phs-iiaru suioidil not divpose of his ieie a nd authority .nid not on scierntiic validation and replica-
t Ion.

under terms or conditions vthwh tend to inter fere lin accord with tlte rcqluisenients of law and accepted
with or impair the Prt-e and L o;?ipl'ete eYverciSC a/his medical practice, it is etiiical for :i phsiciaii to submit his
inedical jidgietit and s~dl or tead to cause a de- work to peer resiew and to the ultima~te authorit, of the
wi jt Iion of the qual ofl medical care. medical stir executise body and the hospital administra-

tion and its goserning body.

Contract practi.:c as appited to medicine means the
prac'.ize of inedicin- tinder a. agreement between a phy-
sician or a group of' phsicians. as principails or agents. SECTION 7
and a corporation. organizration. political suhdivision. or In the practice of miedicine a phyvsician should
individual whereby partial or full medical services arec lni h ote0isprfsinlicrt orei
proviied for a group or class of individuals on the basis lmith ue ohiprfssnlicmeomd-
of a fee schedcule. for a salary, or for a fixed rate per cap- cal seriices u, tuallv rendered by himn or uinder hai

ita. supervision, to is patients. His ' ce should be comn-
Contract practice per we is not unethical. Contract mYensurate with the services rendered and the

practice is unethical if it permits teatutes or conditions patient's abilitv to pat, lie should neither pay nor
that arc declared unethical in thesc P;inciples of Medical receive at COM IsOn for re~lerrol ofitpaiicn.s. Dru~s,
Ethics or If the coiiract or an * of its provision-. causes rerntdies or appliances mnar' be dispenve'dor supplied
deterioration of the jualitv 01 the iricdical services ren- bv the ohtsi,iar io.'dj is in ?!., b4..t ,wieres;, oJ11
Uec u.thptwit

The ethical questLion is not the contract itsclf hut
whether or not the rh>v cian is free of unnecessary non-
medical interference. The ultimate issue is his freediom to The psychiatrist mayl also receive income from admin-
offer good quality medical care.

In elaionhip he~ce pschitrits indpraticlie istration. teaching. resz.arch, education, and consultation.
licensed ps~chologeists. the phylsician should not delee--ite
to the psycholocisL or. in taict, to ains nortimedlical nerson
anv Matter requiring thc excrcisc: of professional mledicalChrig r 'rs.dapinetorroeno
judiement. Z cancelled .74 houri; in advance need into:. in itse/ll !v

khen the psichiatrist assumes a collaboratise or su- C(fl.WiJred unethical if a patien! is ' (u!!'v advised that
pervisory role %ith another mental 2elt ,orker, he the pit- viciafl wvit make such a charge. The practice.
mutst expcid ulccti i. t wn ioiiure ihat prover care is however, should be resorted to inlrequentlv and at-
given. It is coi~nr.iri, to Lhe :nterests oftine pacti.ent aind to %as with the utmost considerat'ion of the patient
patient care if' he alashimself to be used Ias fihg- and has corcums tances.'
urehead.

In tile rrac;tce of hisv eilt .h p-.Nchiatri,, con-
-ulls. as;sociates. collihorauics. or rttegrates iis wiork wth Psvchitrc wersices, like all medical er ics. are dis-
that of ni.!nv pro[ sion ils, includii, n~cuo i. lisv- pcn .ed in the context of a contractual arrangement
cheinct ricimns. .i work crs. A coh *idii oiner
inarria, c .ounselor s. l icaith nurses. etc. l urtlihem This p~ it i ip s rcnrtirtd as in rfloitimuf to Sttiioi ii :,.c
more, the nature oI modern ps ,hiatri practi~ces ekndi A. 1A Llp,, .0l aJ4 kp .'It ihe J~Jocal (u,..,t 1 i1. p391
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bct ~cen the piuicnt ;ind t Ie trcim_ I, pI Iician. :1wi pi 0111 orl4 ' ith the authuiniation of the-pat lent or under proper
ISIViis O1 t:he contractl a.Ura!:mitet. 'khi, h ate nind- !_'0.11 Filt>in.e co0r.tinuing duty oit thle pss.chiatrist

irv on fite nn aiia well is on ',he patient. ,ikould he 110 rotai.ii 'i c i. u tulls ippri~ii! 111f CAth
~spi~ils ~tat~lcJ.coi'ltimtm , it ,ai% inic the pri% iiege of pri~acv. 'Ihis

Ht ;,, Cthical tar thle p~cartto i~'e a iie lor a fi'% avil .in ,ui %ien thle paixiii is hernta insesti-
io,1-sd tpri-mnnn %%' r 0,i l~il % i Ole tcriii o galred by PI i ' 1,% M iL% C y AICI% IS ppl~ in,_ far a posi!!on.
Ni ~ic N C C:jiotiilatuJi .giccitteft %wth Utc, laui.~~ or is in~okc d it' L-2,i1 jvtiofl. Tile '...flt pniicivnL, til)!%

to "he relc:i~e Of tiloriation concerning Treaitment to
Inedical dCep)~ictmdn of covernmnent aLCenCcs. businesb
organiationS. lUabor Unions, and insurance eoinpanies.

SECTION S Information tinted tin confidenc:e about patitents scen inl
sI od nt hejih 11ervicci iouid r It be released w~ithout Ih

.4 pilt si,"Ian .1iiJ 5eek n ,I w ::/o -it uJLPo St itdclit sC\t % pertnIll"ion.
req uet' : Ii dfaihzild or dii~,W1 at-3 or 6 he'rcver Clinical ind wther inatcrtali uzed in lcihing and A~ rt-

it rriety- /hia!111t' qu/t o/ /he Iin edical mr-h tnm lust he iqu-it0 " disvuis cd in order to preserve ,he
'not be enhanced ihereh). m, iiio t' ot []fl lie indi% :duils insolved.

I hle eticlal r,:,,p i ,I Iit o f mn ntaiIn In g con-
fidentiahilt hiold,, cqu.ill% I'mr thle consultatlinS ill %01ICII

The ps chiat nist hould a'_ree to the reLIpiest 01 . the pt riemni riot Ia not been present and in which :ixe
eonsulree ss as not a 1.hi Sician In such instances. the ph. -PatiCnt !or consultation or ,o such a reqic.st from the iincw tiilsop ir hecnt,.ohs uOtaniilv 01 an incompetent or minor patient. ]'he psi chia- 51dm iiiiiilt".n hcdaettecnuii ohs totnist tnaII suggeL ssil consuhitant%. Iut the patient or ~ti1n ltrossible ~~Lih;icauI b sskars may diselu~c onls that irtor-

1".nilv should he mi~en free choice of file consultant. If . iePNxar~
theps~hmaris diappove oftheproessona qulitca- in ton w inich is I inidi oelx reles ant to a glien situ-the~~~~~~~ ~ ~ ~ ~~ pscititdsprvso tepoesoa uki ation. lie ShOUld ai aid otferin .g Speculation as fact. Sensi-tions. of the consitmnt. or if' there is a dill"-rcnce ti inootinsp a nmds'ulss-a

tioe thatiaio thch asiar tarnis cannot -dual's c he iion ha[thepriaryErir~i~stcanot.re~l~che ay.af. orientation or tantass minali is usulally unneeesar',..ter suitable tiotie,.. wit~hdrasv from the case. If Lits Ph t refenskdt aniendtus
disagreemvent occurs %%ithin irn institution or agency forseui)proe.t eemn utbi( ovruframework, the i:tlrences should be res'I'.ed by thle me- sert upss odtriesiaii~fr'anu
diation or arbaution 'higher proteN:,ional juthority jobs. and to determnine legal competence. The psychiatrist

must fully describe thle nature and purpose and lack ofwithin :he it tonor agenc). contidc-rtiality ot the esauhnunition t0 the eU~ne 31 the
beginning of the examitra:ion.

Ps% chiatri'ts 4t times may find it necessary. in order to
protect the patient or the community fromiT imminentSECTION 9 danger, to reveal cotitidential information disclosed by

A4h-iinia itrva ie-wdne n the patent.
phuscia ntv nt reealtue ~ tfl~ Careful iidment must be exercised by the psychiitntst

ruate t i ll ile o.. J,,, t Int ;d, ,

~rth deicincis h ma oher~ inthechaactr vj tuaidiart Ii the ireatnienlt of a minor. At the sanme time
rotients, unless hre & requireid to do so bY /a K or fin- the psychiatrst miust assure the minor proper con-
iess it be'cotrtes necessarv in ordier to pte~tct tiefl'W!- fidcntiailitv.

fa~re o/the individual or q] the convi unit t. When tihe ps chiatri-st is ordered by the court to revecal
the confidences cntru_,ncd to him b% patient-, he mayV comn-
ply Or he Mall, C01iclyd hold the right to diss.ent within the

Psychiatric records, :ncludine ceen the idcnitiheation of framework of the law. %\ hien the psschiairist is tn doubt.

Thi isb3 cl n p;'f ontil spcia Ilatue o p-) :iatic The psschiatrist shtould reserse the rtght to 'raise the quel-
therapy as well as on the traditional ethical relationihip tion Of adequatec need for disclosure. In the event that the
between phlsician and patient. Growing coneern revard- neccessity for legzal disclosure is demonstrated by the
ini. the civil rights of paitientS and the posNsible tc es ef- court, the psxchiatrtt rna request the rigilt to disclosure
tccts of computerization. durlicatioti equipmcrnt, and of only that infornmation which is relevant tuthe legal
dlatw banks makes the dissen~riitiaiiin Of coiwdcrntial !nt~r. question at hand.
Matton an inereasing hiizard. iBcause ot nbc nsitis e and
Private naiture of the information iith -.0i~h the scha

trist deals, he must he circumspect in thie :nforrtation
that hie ehooses to disclose to others about .i patient. I iie SECTION It)
weltire oil the patient must he a continuitis ' onsidcr.ikn

A psychiatrist ma, release conidetil0 itformatiot PT'e honored ideals y~ the rnedical profession tin-

* **.,**' V06-.
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pit' that the responsibilities ovi ,: phtsicia'i vxenJ~ On occas.ionl psschiatristi are asked for an opinion
nutl uniYto Me ih-nJ ituual. bu' aow tos':t'l here' abouz :n .;i i)ho is in thec light of public attention,
these reonsibihtte Jeferve his tiltereit andrpanict- or N ho hao, dischscd iniormation about himseil' through
(pJtiol ;n actis toes ithwI, have the puirrose ' Ima. public nicdii. It is uncthical for a psychiatrist to offer a

prvin~i'ih te ha~handthewil-beng i te ~ di wnt',ii unlc s hie Iia, conducted an examination and
ditiual nd .~e ommu~v.has hv"n erawied proper authorization for %Ueh a state-

Th.- ps ,chiatriit should not permit his certification to
be used for the ins oiuntarv conimilinent of any person

llschiatrists should luster the cooperation of those lc except %whcfi this is clearly neccessary for the pUtient*S L,~n
gitin'atel) contcritd ssfln the nicdical. ps~ ehological ..,o- protection or the protedtion of others from probable in-
ciai. and ea ajpect.; oi me tai health and illness. Psy- a h ainshnsjury .tteptetshn.
eni.ttrisis ire cncouraee,.d to 'erve society yassn n

%%~kti~sitht the Qyecutte. Iceislat ive. atnd judiciry-
branches of the go, ernment. A psy.cI;atrist should clarily
whether hie speaks as tn individtial or as a representative "A complaint concerning the hehas.ior of a member of
of an orteiinization. I- urthermit,re, ps~ entatrists should this Associat ion shail be in writing. swrned h the corn-
avoid cloudin'.z their ptublic statements %ss n the authority plairtant. and !ilcd %' ith the Secretary." (Chapter 10. Sec-
of ,tih profe-iion e~. Psharssknos that . . tiofl 1, By-Laws. American Psychiatric A-ssociation.)

Psychistrists mt inter pret and han: .%ith the public
thcir expcrt;.se it tne %.arti'us pcs ehosoetl issues that mlay N
affect men-tail heaith and illnes's. Ps\,chiatristIs should al- REFERENC
WaS be mi1ndfoiA Of Lhteir cpairate roles as dedica'.ed citi- . .iI(-durii. kicricin %Mcd:%jI \swciation- Opinionsa.nd Re-
zens and as experts in psychologic al mnedicine,. partS Of Ine J~d~ijt COU110t. Chicagu. AMA. 1971
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A complaint concerning thle behavior of a member of (2) Reprmand
;!?is .4sinciatiof stall be inl vt -t. iflJ signo~d bl, MeO com- 3)Ssesinfo emesi frase
pliiant. and filed with thle YreuyThle L3ccret-rr (3)i Suprio ofro mebesipfomes
shail refer it to ?te appropriate d. t brinch !or in% es .*tcpro fI

:sgation and action. The 0'ecfv'jay ,h oi' (4) EypuI..,ion from the district branch
cLsed member that he has .'eceived s~uch 3 cnm - aint D. Notifi-cs the Boa~rd of Trustees, which7
and has forwairdod /.* to the member's locat district I. Sends information to the national Ethics Corn-
btanch, and shal! intcrrn the accuised miember of his milttte
rigrit to appeal any forthcoming action to thle Coard of 2. Takes action un recommendations of the district
7,. 1:evs. bac

The district branch may appeal to trhe Board of Trus- bac
tees for relief from responsibiirty for considering any the Ntiorrj tecmlann adte eedato
complaint.th cinta,.

, he complainant shall have the right of appeal to the
Board for reconsidoration of the decision of the district Ill. National Lihics Committee
branch. (Chapter 10. Section 1, By-Laws, American Psy- If the case is sent by the Board of Trustees to the
chiatric Association, 1973 Revision) national Ethics Committee it may, in investigating a com-

plaint, desianate two Feltows not on thle committee to
A complaint, as noted above, must be written, must be serve as 1ni~s*:.qVors. Any member under investigation

signed by the complainant, and must be tiled with the shalt be entifl. d to 30 days' notice in writing, advising
Secretary of the Association, him of tie cnarges, and the oate and place of the hear-
I. Secretary ing before "lie Elhtics Committee. He shatl have the right

A. Clarifies the complaint and relates it to violation of to personal ipiiearance and determination. The final
a specific section of the Principles of Medical Ethics action lakcn by the Ethcs Committee is a recommrenda-
with APA's Annotations Especially Applicable to lion to the Board of Trustees. The Board of Trustees will
Psychiatry. then inferni the dlistrict branch of its action so that the

B. Indicates the membership status of the defendant. aprritprlelciomybeakn

C. Refers it to the apnropriate district branch for in- The committo may:
vestgatin an acton.A. Determioe that the complain, is without merit andD. Sends the material to the Ethics Committee for recommend that it be dismissed.

information.
B. Advise the Boaird thait a complaint has been sus-E. Notifies the accused member that he his received tamned and recommerd that the member be admon-

a complaint and has !zrwvarced it to the member's ished, reprimanded. suspended from memboership for
local district branch, informing the accused member a specific period of time, or expelled from the
of his right to appeal any forthcoming action to the Associationi.
Board of Trustees.

The Board of T'ustees informs the district branch ofF. Notes that a charg7e his been filed and wilI be its action so that an appropriate parallel action may
investigated by tne assigned district branch. be taken.
G. Notes to the district branch the right of the comn-
plainant ano the defendant to representation by IV. Appeal Procedure
counsel.

A disciplined member may appeal to the membership
II. District Branch by filing a Ontice, of soch infent with the Secretary within

A. Rtj~c. th -, h 30 days after fiiotaica:-on of the acein of the Board. Ex-
to ci Badif Trse? under crtain

5 
.icrs;ne Pe-1- 1-ii1ii.s snlj u--, eiieo a!: mrernoersrnrp ;:rivi-

tossBoar so s dseendanr cein cimbrcutaneso lers p-endiri the appeal. All other penalt-es shall be
(possiblereaons:h comepdaint ist mebra-ag r Suspended pending the appeal. Appeals shall be heard

the atue ofthecompain juties a change of at tile next Annual Meeting at a s'ossion attended only
venue), by voting mlembers and the necessary secretarial staff
B. Investigates the complaint. permitting both the Setected by 0-e President. The member shalt have *ie
defendant and complainant to be heard, with repre- right to be hoard anid to be represented. It t wo-thirdls of
sentation by counsel if requested, those present ~oby secret written ballot to reverse the
C. Determine~s: Board's action, *,he comnplaint shall be dismnissed.

1. The complaint to be without merit and recom-
mends that it be dismissed NOTE-Alternate IV. Appeal Procedure
2. That the complaint has been sustained and the If the. defei-Iant or complainant appmeals within 30
defendant is found: days after notificatmon of the action of tha district branch.

(a) Not guilty the national Ethics Committee procee'is as in Ill above.
(b) uily, wth he flloing ltenaties:and in addition revivws the procedure of the district
(b) uily, iththefolowig ateraties:branch. The final appeal may be to thfu general member-

(1) Admonishmant ship.
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Telephonic Survey of the Recent Chaipus Exper ience of
Local Ilospitals n the Wvashington, D.C. area:

1. iid-3Pi" a] #1: Deposts: AD 140
Adult o,,mn ward $1550
Adol],:;ccnt 1850
Child 2100
CI o ,.d "1 rd 2600
.1lcol10 1300

Comim,,nt s: " xt, r c, el y slow" " 3 iiow lis behind in pa yinents."
"NW. 1lJOCOinrll to ] : 11 -] .iils--and aft.r many
calls to Roanoke--they would ask us to submit
duplicate ciaiias--this has hapo5ened at one
point in about 45% of our claims."
"Most insurance coiapanO es pay in 30-45 days
afte) submission of claim."
"P ay,,4ents from CIIAMPUS ate often incorrect--
(1'.ther over or under pajtnent with no rhyme
or reason."
.!It costs our ho:3pital money not to have
cluins proce,:ssed effc ic .ent] y. "
"We don't have gu;de] ines for CHAOIPUS."

2. i)spital #2:

ConAjents: No 1,.posit if in.-eU:0d . "No problem with
pa ';,-nt ." E i, ht to t%,,,e weeks delay
alter stibt'. sson of 1 la m b,it of no concern
to bus.rnoss olfice.

3. dospital #3:

Comments: No deposit required if person has insurance.
Recently many claijis they have submitted are
ueinq returned for iany reasons (50%).
Claims are paid 1-2 months after submission.
Generally no problems felt with CHAMPUS.

4. Hospital #4: Deposits: AD None
Retired $600

Coaaents: "We do have problems with them."
"They (CtAMPUS or Blue Cross of Maryland in
Baltimore) often have trouble in identifying
p( r sons.
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Tel ephonic qSlrVey Of the Recent Cha!!1 Pul Exper aence of

Local liospitals in the Wash~nqgtun, D.C. aroa:

4. Hospital #4 (continued)

t-oinmt-nt s "mere are occasional ]u);.3 of claims and delays
-in waki ng payments -2 oi.h+. Normally ;i-n-
skir 3nce company makes paymeint wi;thin 30 days
after ;Ubln;iSsion of claim.
Anothier nt 01)1em is "no ono to call who is ;n
char~je" "30% of cla,'iis are significantly delJayed
Or rT turned."

5. Hlospital &5:

Comments: No deu trequ it d firn -;u i edA
Don' t do t hat mch hus i ne si!; w itfh CHiAIPUS.

"Takes 60-90 (lays i;f lucky to r-ceave payinent
af[ter submissio(n of ci a un."
They promise(d a Handbook a year ago--haven't
rce,-,vcd it.

6. Iioapital iG:

Co1Uvtts: NO dejh~ks -t for AD or i:et ired.
No probl em with CH:%APUS.

7. # bs' t ~ 7: Depo ):3;. 1!: AD 1" 100
Re t rekd 4"10 9

Comnent:the-y fU e .ii!:hl y---h~tdl y io (len;ial s
11i"y hav('e ci"M i.;cAsi one iwunt~h

Not dlissatisfied with CHANIPUS.

8.Hospital 'V8: Deposits: requi;red for retire-d: $200-300.

Comments: Blue Cross in Mar y.Iand haIs Lreen behind 2-3
months-which causes a problem in tiei--ng up
cash flow.
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DEPARTMENT 0" THE ARMY
FII zIMoN; ARMY MLUIIAL LC Lii Lft

DENVER, COLORADO 80400

,J M1arch 1970

A-i0

Terry E. ;q'i)n

)9111 Falls ihuri Boad
McLean, VA 22102

I have completed a phone survey of tho five arca tpitalls we are most likely

t:- refer dependents arid retired to for adlmisi ithe ",enver area. They
exclude some fine rc.,sidentia! pro,-ram.-s thatt are n ,. q, Li fied for or refuse
to request qi;L i floatI n "IXr Col. .[i'U2 'uu £ '. l'', ,ho" (do lisnitl]: fi re
;-eneral private hospitals with all other sorvict.s tind ither reported
di:I.erenti. ] s] wd, ns in iayif U o' ati,.: ''U'.'.'.itLy "11r',s ,ther
services. All informatioii was collected with the ,irantee of anonymity as
to the hospit: , however, n, one had refu:,ed or loi tater to cooperate in
answering que--tions prior to being, given information.

,o practitioner on any hosrital staff refused to -ecept CHAMPUS patients
althou h most are ului,.ppy waith the '(5-35 ',' rimbursnment by CIAMPUS. None of
the hospitals refused to accept CHA,qP1Im patlent:; excert the residential
prorrams as above and only one requires a dep. it; a deposit covering the
deductible for the projected length of stay is required of all patients when
a third party paver is involved. One hospital w'-i audited by a GSA auditor
r.n behalf of CHA"VPIJS - the majority of their "charity" cases related to
ChA.-,,PUS beneficaries wh,; could not pay their -"r S. That hosital has a
coimittee to ietermine such hurdsiiip cases and works Lo f'ind auxiliary fumdin.-
in the community.

"sly :-,re :.)spit,, -'epc,-rted a cash flow pr],blei; : i that was six months a,-.
The majority )f hospi tal] repart lich a : p .'c,, ' C"PMPUS cases that
the delay in p.;,'-miront has little effe,ct cu th.ei 'ah fI.s

The delays *n nu'nent are an, re as i and rnt-e r.,,: !,,w %: 60 da,:ys to well

over 90 days with the usi-il ramnre reportcd to bt 6,,) tr, ')o days. 'This contrast
to the "Blues" who t;ene-ally pay within 15 to f i y.s exrcpt at one hospital
where the "Bluer" are reported as "r,) Letter Ii,,infl7i,;'W2 '  The i-ereral
consensus is that the delays '.re retting loner. Oio h:;srital reported a good
deal of delay ws caused by thei r own inefi 'ioir.',y i rprocessin: clains, but
'ne reported difficulty in determininty, what is ro,1mi red cn the CHAV4,,S forms
despite years o' experience with this Liystcin. ohey often f'eel as if they're
trying to out .'.,s ct.-me cork in h fical intoec',, Iia.u office. 7he common
comlaint was that the forist -4,IIrid he returned tl he ;fl to 90 d:y period with

requests for more information--it scoted Li tie rctorter.; an excessive delay
in asking for further i ni',rrqti,,n to be hl I ]w'i hi further delay in process-
inr the claim. Three hospitals cen' ininet 'i , f a toll free line to the

fiscal intereoilary ,tati ;i, that phone calls ",,rc ton necessary to iron out
nroblems and were very expensive.
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One hospital seetns to have avery di fficult time olbt-atning nunavji lability
statements. Anther is concerned about problein,. related to a patient
refusing to rive them his "CHiAMPU3 card" antl the lef7ality of making copies
of LhezC as requested by the Fiu3cal Intermediary.

(ne h-spital I'cc(mrlerliled a rman latory sip rtli n.-urance prowrar for
retired and perhaipt active ity ns well to v ver th- ','0-1)5% dedluctible.

A need for c,,ui1 iniez and4 'mm to !.tirn to 4e 1 uimti lI!eU as needs alonp,
with the toll free phone line.

Ar~i trary i ait,. wii Th I av o:-e nvil le! Is a i a ' t*te3 when the
f'amily cannot or will not. conti cue ther iy -it ft -nh u f MUS, benefits
often results in maissive waste i. tne treaieri:. cain art, lost follfwinp, dis-

h refrom L-hE;cr it

Lx poust facto re'iisal t(- ptry wa ;riut, i ioiti I'i~ I 0:: a erjr

Fr, 1he CA ILI~ lttL r 1-0r.p. !,t 'it onar n- '.t)i Li it oiini 0tt there seems
to ue a lack - ii terine'iiate care aiiitv ci. i -very'cc iy

hos-itai treatmi~it or no treatrneiit at. all- for , t..ents--e,;Tecially
aidolescents.

Li-stil', miost hospitals arc- andf expect t,) -,'ntni tine )~ be wi i Iint, to accept
'HA-TUS Tpatient,; as W,"C1n ciYmotnt i.- male, it co ]yco.rrect, and most
hiornitals feel certain that. theyv wit 1),? paid vt.-'eally. This was the
onl1y pcsitive statem~ent made byv any c-the hos pitals.

N(hpeftilly, this fito well with Yoiur o)wn findi n!7 fIII, Will suonort the notion
of a widcr'ieai i.roblem rather than one conf'ined to thle Carea. If I can be
o)f any further assistance, please %live me a caill or dIrej a line.

, A,, Deparl U'flu (i'U) , ch a r

F~itzsimoans Arr~v Mleical Cente r
Denver, D 90)),()
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TASK GROUP 6

WOMEN IN THlE ARMY

Group Members:

LTC Jesse J. Harris, D.S.W., Team Leader
COL Bob Nichols, Ph.D.
iLT Mike Spradlin, M.S.W.
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V

SOLE PARENTHOOD FAMILIES

(Change 9 AR-600-20)

Sole parenthood is a fact of life in the United States doday.

More than ever before the United States ArrW reflects what appears

to be a representative sample of the work force. Therefore the ArnW

will have an increasing number of sole parents. If the Army is to

accept sole parents as part of it's uniformed family it must be aware

that this is a population at risk. Events may occur in the "good"

soldiers' family life that renders the best thought out family plan

useless, i.e. illness of child.

Military life and operations create special stresses for military

families. Therefore military support services must be available to

them in order to maintain an effective fighting force. Based upon the

above assumptions the task force recommends the following:

1. That behavioral scientists become aware of regulations,

restrictions, resources and problems facing the sole parent in the Ary.

2. That behavioral scientists make the connanders aware of existing

resources which are available for sole parent families in case of military

emergency. (to include their limitations)

3. That behavioral scientists make recorinendations to commanders of

additional support requirements needed for sole parent families in case of

emergency.

116



4. Individual counselling should be made available to sole

parents by professionals.

5. Fhergency child care must be made available. This may

include 24 hour, seven day a week care in some cases.

6. Constitute a task force to address in depth the impact of

military life on the child of the sole parent family.

7. That a determination be made to answer the question: Who

has ultimate responsibility regarding child welfare, the Arn or

the parent?
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ABORTION

As the number of women soldiers increase it can be expected that

the number of pregnancies and abortions will increase. In order to

maintain an effective fighting force it is recomnended that the Surgeon

General accept the following recomnendations:

1. That the statute affecting abortions in military hospitals

be amended to provide for abortions on demand for all military women

on active duty.

Rational.

a. The increasing pregnancy rate (12% in 1976 to 15% in

1977) suggest that an increasing number of women will desire and seek

termination of their pregnancy.

b. It will reduce the attrition rate of trained personnel.

c. It may reduce the increasing rate of sole parent families.

d. Tt should have a positive effect with respect to deploy-

ability.

e. It is more equitable with respect to gender treatments.

2. Provide abortion on demand for all personnel (military and

dependents) in isolated areas or where abortions are not otherwise

available.
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INTEGRATE ITNITS

Behavioral scientists must assure that Commanders are aware of

the following areas which are believed to imact negatively on unit

effectiveness:

1. Fraternization (especially cadre with trainees).

2. Physical differences mid capabilities between male soldiers

and female soldiers.

3. Differences in illness behavior patterns.

4. Attitudinal differences with respect to task given.

5. Differences in male and female expectations with respect to

what Army life is all about.

6. Intellectual and age differences; women scoring higher on GT

tests and being older than the average rale at entry.

7. Differences in socialization between male and female prior to

entry into service.

8. Differences in clothinr requirements especially field clothing.

9. Differences in equIpment requirement md fit.

10. Differences in requirements for physical security especially in

the billets.

These differences which are found or suspected between male soldiers

ald female soldiers should not be considered as permanent, especially

those in attitude and capability. Indeed there will be as wide a variability
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b.

among feimales as we find among males. Commanders should be made aware

that there will be more similarity between the genders than differences.

However, where differences are expected to exist, programs should be

available to modify those differences when they are cost effective, or

to teach coriru-iders to capitalize on those differences when they are

cost effective. In addition, Connanders should be aware of the possi-

bility for favoritism based on gender and should as far as possible

strive for a staff of support personnel whose ratio is similar to that

of the tarr<et population.

I .(0
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WOMEN IN COMBAT

Recomiendation:

1. That Department of the Army create a research team corprised

of behavioral scientists to include those who are combat experienced

to study the question of the psychological and sociological factors

impacting on the effectiveness of women in combat.

2. If the above reconmnendation is not feasible, task the

AcadeTrV of Health Sciences, Health Care Studies Division, to conduct

a literature search and present its conclusions.

FRATERNIZAT ION
(AR 600-20)

Recommendation:

Support the broad language of a recent DA message, Subject:

Relationship Among Superiors and Subordinates.
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TASK GROU1 7: LEGAI. ISSUII PERTA INI1NG TO I NVOIINTARY 11051' ITMA I A-

TI ON OF MILl TAMl PERSONNEL

G.rot i) Member.;

Al bevt A. kopp , CM., NIC

williiam I.. sehu It ei -, I.TC, MC
(;tell 0lson, CPT' , MS

Robert Ile Cffer, CP'T, NIS



.JU2TIICATIO ~ ~ ~ ~ 01 Al'o 140-w-: AiT:~c v~ ;::pD AP 600-PO

The present AR 1bO-3 oont~iins mistakes an1d oes not refleolt current tierapeutic
tinking, und intervent ion. It i s also to be noed th:it, v rce nt reguilation

n thle potential of plzinC, a ;! .3pi4t1.l Comtnander in ac t:.sugposition.

9.Present antiquated torm~inolojgy intl aspects, siioh uio < "closed wards",
bis een replaced with more jgenural y me'ani n -fIU] a1d urpeLik, aspects.

viionl of Para raphs :3r 'j0*~-.,, g'ive- -oztnority 17nvcI ,untarily
h.sptliea patient. ("Closed %-yard" omitted in presenit reQllation.)

Cuirrent activist trenL; in Civil !Ri. ,Its ncoi aethat the regulation
2SSO-UldK be chanCed to allow adeqrit-e and coptn elaItreatment.

5.Revisions provide protection to the indiividumal pntien, by em,.phasizing the
isciividual treattment plan an1d tflexibility o-f treatment.
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AR 40-3, Paragraphs 2-7 (P~roposed Revision)

Patients will be r-dmitted for psychiatrio- inpatient evaluation and
treatment unler rest r! cti11)nz when tbey deinionstrrite the sirns and symptoms
of a psychialric di~drthat renders them dangerous to self or others
and to alleviate undue cnitional Suffering.

They are also to be admitted for the purpsse of careful and close
psychiatric observation to determine whether such c.nditi~ns do exist.

The reason for adiirlission must be clearly stated in the clinical record.

The patient will be rrwidled with an indi'id'izAied treatment plan
which will a.-.sure the m.Anin-alV r of ret.o.In ld in-:kvluftarv care
considered -iedically indicated for the condition.
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AR 600-20, Sectio)n IV, 7'arag-raphs 5-34 (Proposed 'Revision)

d. Ilosipitalization wheii comD~eteit therac-eutic care and supervision is
necessary to achieve proiection of the jpatienL or otners from ha:nm. This
determination will be mrade by, tile psychiatrist. In the absence of a psy-
chiatrist, tile atte.-dinj- physician with o~ns;uitation from tne designated
mental health prof essioi.al (Social wviork Officer, Clinical Psychologist,
Clinical 7Nurse oeialist/Cli'iical Nurse P'ractitioner) will determine the
level of invoiuntary care required while ;tdherinor to the policy of least
restrictive care niecessary in that inidividual patient's case.

e. (Specifically revised to avoid definition of incompetence with
its probable legal entanglements.)

Medical carc -olated to mental disorders, thle symptoms of which
as determined by a Iedical Board severely compromli.-e the patient's ability
to cope rationally, et'fLectively, and safely with the demlands of their
environment to include the treatment setting.



TASK GROUP 8

Sexual Variants and Deviations in the Army

This task force presented the complicated problem of combining psychiatric
knowledge, attitudes of society, official DA stances, and legal pressures
to evolve changes in regulations of sexual deviations.

The current regulations prescribe differences in the treatment of officers
and enlisted people as to who should do the mental status evaluation, re-
sponses if overt homosexual behavior has occurred, and the problem of homo-
sexual tendencies without overt acts.

One question raised in current court cases such as Matlevich and Berg is
what the individual's quality of service and also usefulness to the service
has been. One of the standard arguments against retaining homosexuals in
the military has been that they present security risk. The majority of
evidence, however, that servicemen with large debts or who are alcoholic are
the greatest security risks.

In formulating recommendations for regulations, the main consideration was
the degree of harmfulness to others. These were mainly grouped into harm-
ful sexual behaviors, such as sexual acts with children, rape, intimidation
of othors in barracks or units, and sadomasochism. An intermediate group
of nuisance acts includes exhibitionism, voyeurism, and obscene phone calls.
The third group, which don't seem to harm others includes mutually homo-
sexual acts in private, fetishism, transsexual, and transvestitism.

Transscxualism seems to fall in a unique category and is difficult to cat-
egorize in Army regulations. It could best be subsumed in AR 40-501 induc-
tion standards with requirements for a psychological and medical evaluation
for fitness for indiction. Transsexuals should be evaluated on an individual
basis because of current controversial data on psychological health of trans-
sexuals, higher degree of psychosis and suicide, medical and surgical re-
quirements and complications, and possible effects on unit morale. The courts
are currently struggling with the issues of marriage to a transsexual, legal
rights, and ability to adopt children.

The regulations covering homosexuality are 635-200 for enlisted men and
635-100 for officers. It was generally the task force opinion that officers
and enlisted regulations be the same. It is currently unclear whether homo-
sexuality is a medical diagnosis since the change in 1975 in DSMII by the APA.
The Army regulations (6.35-200, Chap 1-30) calls for medical evaluation by. a
mental health workers, with referral to a psychiatrist if indicated. This
still sounds appropriatc for bothLl catogories of personnel. Chapter 13-42
which addresses unsuitability should be amended to read "Overt homosexual acts
or other sexual variations (including, but not limited to transvrestitism,
fetishism, voyeurism, exhibitionism) which are shown to be detrimental to
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member's ability to perform duty." The regulation pertaining to misconduct
(635-200, Chapt 14-33) should not include homosexuality, which would be cov-
ered in Chapter 13. Chapter 14-33 should include the following: "(a) Acts
of misconduct including sexual behavior considered harmful to individuals
or group other than the person performing the act, including: (1) Indecent
acts with or assault upon a child (2) Rape, (3) Indecent exposure, (4)
other indecent acts of offenses." It is suggested that terms such as "lewd
and lascivious acs and "sodomy" are open to wide and imprecise interpre-
tation, and should probably be omitted.

Finally there are several useful studies that should be examined to see if
they are relevant. These include the JAG NATO Study concerning the handling
by NATO allies of homosexual soldiers, Dr. Grass' study at Harvard of WW1 II
homose'-ual officers, Federal Civil Service policies, and recent court
decisions.

The area of treatment of sexual disorders should also not be neglected. In
psychiatric residency programs and 91G school should specifically have class-
es on psychotherapy and other treatment techniques for sexual malfunctions.

Further research might also be undertaken to assess attitudes, etc., before
changes in the regulations are made.

.OBERT 14. MILLER, MD
LTC, MC
Assistant Chief
Psychiatry Inpatient Service
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Valedictory: Response to the Task Groups

COL. Franklin D. Jones, MD

Psychiatry and Neurology Consultant

Office of The Surgeon General

Washington, DC 20310

Colleagues:

Through no particular fault of my own I have fallen into the legions of

what my predecessor, Jim Rumbaugh, calls the "'ledgerers of legumes" or

more prosaically "bean counters." With this thought in mind I experi-

enced a certain uneasiness when I noted the silence which greeted the

announcement that I would be speaking instead of General Hank Mendez.

Personally knowing General Mendez, in my narcissism, I did not feel an

explanation for his absence to be necessary, but it occurred to me later

that many of you don't know him and might misunderstand. As soon as

General Mendez knew that he might not be able to attend, he called me.

In the ensuing day he made valiant efforts to escape the clutches of a

budget committee. When it became obvious that he could not come, he

explored whether General Pixley might do so, but he was also captive to

legislative demands.

The moral Of this vignette is that Colonels have more freedom than

Generals. This brings us to the area of leadership.

128



One of the essential attributes of a leader is that he must be viewed by

his constituents as parochial to their interests. Another essential

attribute is that he must be truly parochial only to the accomplishment

of the mission. A successful leader is one who can clearly differ-

entiate these interests, act in the interests of the mission and still

maintain credibility.

I have heard, and probably made, many parochial comments at* this meet-

ing; but, most hearteningly, I have observed many successful leaders in

action -- leaders who have been successful because they have put the

mission first. The mission has remained the same since the inauguration

of the now renamed Medical Field Service School: "To conserve the

fighting strength ."

To conserve that strength we have addressed a number of issues.

Some issues have dealt with our relations to each other. We cannot

improve the morale of our charges and thus reduce ineffectiveness if we

ourselves are demoralized. We therefore owe it to them to be self-

insightful, to monitor our attitudes and to insure that our feeling or

well-being is based on our value in accomplishing the mission, our

productivity in the effort rather than fleeting and insubstantial issues

of status or neurotic needs for control and self-aggrandizement.

In this regard we have discussed educational programs aimed partly at
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helping us distinguish ourselves from each other but mainly aimed at

improving our competency to help the patient.

In these areas, where our parochial interests weigh heaviest, we have

experienced the greatest amount of dissension, the greatest disunity.

Perhaps we *have failed to be guided by our second principle of fidelity

first to the mission.

Some issues have dealt with our relations to other agencies. Particu-

larly we have examined non-military mental health care brokers or

funding agencies (that is, CHAMPUS) and those guardians of the dark

sides of our own natures, the law-givers, who have put down in black and

white the categories of persons who should receive our ministering,

persons whom we should spurn, and persons who may spurn our minis-

trations.

Examination of the CHAMPUS situation~ has resulted in the recognition

that military dependents are sometimes being denied psychiatric care

because of administrative delays in processing claims. These delays

have resulted from the need to validate the eligibility of the claimant,

from the APA-CHAMPUS 100 percent peer review procedures, and, we

suspect, from a bias concerning the legitimacy of psychiatric and

psychological services. OCt{AMPUS apparently does not know within two

million persons, the dependents eligible for care. We were told that
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the number is from six 'to eight million.

An examination of regulations concerning the involuntary psychiatric

hospitalization of active duty personnel (AR 600-20. chap. 5, Sec IV)

reveals that this can be done when the "life or well-being" of a service

member is endangered. This regulation needs modification in terms of

including the military mission as a factor.

In these areas where our parochial interests are less threatened, we

have achieved greater harmony.

Some issues, happily the majority, have dealt with our relations to the

patient himself, the object of our concern. We have discussed how we

can identify and intervene in behalf of the problem drinkers or the

self-prescribing drug abuser. We studied the emerging concerns of and

about women in the Army, the morality involved in forcing women to

choose between procreation and careers and the subtle but tangible

damage to our fantasies caused by a new awareness of competition between

the sexes in the Army job market and ultimately, perhaps, in battle. We

have attempted to objectify in terms of its relevance to the soldier's

mission the presence of sexual behaviors which range from the annoying

to the dangerous.

The celebrated Matlovich and Berg cases in which an exemplary Air Force

technical sergeant, Matlovich, and a Navy ensign, Berg, announced their
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homosexuality and were administratively seperated, has resurfaced in the

appeal process. The judge determined that a military member may not be

separated soley on the basis of homosexuality but rather the burden of

proof lies with the military to show how the homosexuality interferes

with duty. Traditionally homosexuals have been ex h basis

that this is considered mental illness, that they represent security

risks, and that they would be disruptive to small unit interactions,

producing demoralization. The APA decision to include homosexuality as

a psychiatric disorder only when the patient experiences it as a

conflict, i.e., sexual orientation disturbance and the observation that

more heterosexuals involved in love affairs have been security risks

than homosexuals have raised serious objections as to the validity of

the first two bases for exclusion. The unit disruption argumnent may

hold up, particularly in basic training settings in which "late adoles-

cent" soldiers whose sexual identity may not be solidified might be

threatened.

In these areas of least threat to our parochial interests and greatest

relevance to the accomplishment of the mission, we have reached near

unanimity.

Obviously all of us will have to search our souls on the issues of

greatest parochial interest, those having to do with our relations to

each other. We have had in the current organization, spelled out in AR

1 3.
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40-216, two decades of traditional experience and a few years of experi-

mentation. We have proposals for further expo3rimentation from the

occupational therapists. We can examine our data base and draw conclu-

sions but we must try to determine whether our policies or external

social conditions account for the results. Let me exemplify. We have

an excess of social workers, a slight shortage of psychologists, and a

disastrous shortage of psychiatrists. I would doubt that these condi-

tions have anything at all to do with our relations to each other but

rather they seem to be shaped by simple financial contingencies. To

attack this problem it would therefore profit a personnel manager to

expend his energies more on gaining control of the financial

contingencies than in examining our relations to each other.

Another exemplifying set of data relates to the increasing numbers of

inappropriate hospital admissions to Walter Reed Army Medical Center

from regional posts manned by non-psychiatrists or by marginally

competent psychiatrists. Although the situation develops from the

financial contingencies previously mentioned, they also relate to our

relations among ourselves. We have in this situation a natural experi-

ment from which data should be collected. Will the data show us that

there are more misadmissions from posts with marginal psychiatrists or

from posts with no psychiatrists? The results of such data collectior

if they could somehow be made comparable, might help us in knowing when*
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to assign a non-psychiatrist as chief of a CMHA.

I wish on behalf of The Surgeon General to thank the command and staff

of FAMC for an outstanding record of support and each of you for your

dedicated efforts in the tasks.

It is now the mission of the final task force, composed of the consul-

tants, to take your productions, measure them against the yardstick of

mission accomplishment, and advise The Army Surgeon General as to what

actions should be taken and this we will do.
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SINGLE-PARENT FAMILY: ACTIVE DUTY AND DEPENDENT

BY

CAPTAIN ROBERT H. GEMMILL

ROBERT H. GEMMILL, CPT, MS

SOCIAL WO<RK OFFICER

FITZSIMONS AMY MEDICAL CENTER
DENVER, COLORADO

The opinions or assertions contained herein are the private views
of the author and are not to be construed as official or as
reflecting the views of the Department of the Army or the Depart-
ment of Defense.
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ADDENDUM

"There is nothing permanent except change."

Rogers: Student's History of Philosophy

The attached japer entitled, "Single-Parent Family: Active Duty and

Dependent," was presented at the U. S. Army Social Work Symposium in

March 1978. Part of the paper addressed the sole parent in regard to

voluntary separation and counseling. Since that time, there have been a

number of changes to Army Regulations, which pertain to sole parents.

The most current change is reflected in DA Pamphlet 600-8, Interim

Change, No. 101, which supplements AR 600-20 and AR 614-30. The change

addresses sole parents and married Army service couples with dependents.

DA Pamphlet 600-8, Interim Change, No. 101 states:

All officer sole parents with less than 3 years active Federal service

and all enlisted sole parents regardless of grade in the categories listed
below must be counseled regarding their responsibilities to the service.

Additionally, enlisted sole parents will be required to submit a depend-

ent care plan to the unit commander which will be forwarded through
command c.iannels to the approving authority for evaluation and disposition.

a. Army menbrs who are married to other service members and have

minor dependents (under age 13).

b. Army members who are sole parents or sole guardians of minor

dependents. This includes members havinv sole custody of dependents be-
cause of divorce, leqal separation, because spouse is not residing perm-

antly with member, or because spouse is not capable of self care.

c. Army members who are married to other service members and have.

responsibility for the care of dependents who are unable to provide for

themselves (e.g., handica.-pped, infirm), regardless of age.

d. Army members who are sole parents or sole guardians as indicated

in b above, of dependents who are unable to provide for themselves (e.g.,
handicapped, infirm), reqardless of agw.
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Commanders are required to:

a. identify members of their command who have dependents as indicated
above.

b. Counsel members regarding members' rights and entitlements,
responsibilities to the Service, and their responsibilities for the care
and welfare of dependents. Additionally --

(1) Enlisted members will be counseled regarding the involuntary
separation provisions in paragraph 5-34, AR 635-200, which should be
invoked whenever parenthood interfers with military responsibilities.

(2) Enlisted members will be counseled regarding the provisions of
paragraphs 1-34c and 1-34d(14), AR 601-280 for bars to reenlistment for
failure to provide an approved Dependent Care Plan or for failure to
manage family affairs.

(3) Officers will be counseled regarding the provisions of section
XV, chapter 3 and section IV, chapter 5, AR 635-100, and chapter 4,
AR 635-120.

Changes in Army Regulations pertaining to sole parents are presently

reflected within four management tools. The four management tools are:

(1) counseling, (2) reenlistment control, (3) performance appraisals, and

(4) involuntary separation.

The present changes in the management tools are described in an

unclassified message dated 24 Nov 78, subject: Resolution of Sole Parent

Problems. The message states that "Secretary Alexander has approved

changes to Army Regulations which will give commanders more flexibility

in resolving sole parent problems." The changes will be effective

January 1979.

The changes are as follows:

1. Counseling: Previous policy required commanders to counsel sole
parents avi in-service parents with less than 3 years' service. This
will be expanded to include all enlisted sole parents.
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2. Reenlistment Control: AR 601-280 permits a bar to reenlistment
for failure to manaqe personal, marital, or family affairs. An explana-
tion will be added to specify that this includes failure to respond to
duty requirements because of parenthood. The new policy will also require
that a bar to reenlistment be imposed on any soldier who does not provide
his commander an acceptable dependent care plan.

3. Performance Apraisals: If a service member's duty performance is
impaired because ot parenthood, this will be clearly indicated in the
individual's performance appraisal.

4. Involuntary Separation: There will be family emergencies when it
may be appropriate to excuse a service member from duty, and there are
provisions in policy to accommodate extreme family problems. However,
when it is evident that a service member, either officer or enlisted, is
unable to perform prescribed duties, is repeatedly absent from work or
is not available for worldwide assignment because of parenthood, that
service member will be involuntarily separated UP AR 635-100 or 635-200.
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PREFACE

"Civilization varies with the family, and the family with

civilization. Its highest and most complete realization is
found where enlightened Christianity prevails; where woman
is exalted to her true and lofty place as equal with the
man; where husband and wife are one in honor, influence, and
affection, and where children are a common bond of care and
love. -This is the idea of a perfect family."

W. Aikman

The traditional image of a family consists of a husband, wife and

their children living together in a house. This is a traditional, favorite

and comfortable concept, because a substantial majority of families are

husband-wife-children families. Yet, there is a non-traditional family

structure that is growing faster than two-paren. families - the alterna-

tive family structure or often referred to as the "single-parent family".

Stuart and Abt (1972) indicate that there are "presently three

million American families with eight million children that constitute

one-parent families." According to Ross and Sawhill (1975) over the past

ten years female-headed families with children have increased ten times

as fast as two-parent families. They also indicated that by the mid-1970's

one out of every seven children in the U.S. lived in a family where the

father was absent. According to data presented in popular magazines,

based on the latest census bureau data and information from other govern-

mental agencies as of 1977, there were 7.2 million families, one in every
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eight, headed by a female.

Based on 1970 census figures (U.S. Department of Commerce, 1970)

approximately 1,382,454 children live in single-parent households

headed by their fathers. An estimated 601,038 divorced, separated,

widowed or never married fathers are rearing these children alone. The

number of children being reared by fathers in single-parent families

increased by more than 100 per cent during the decade between 1960

and 1970 (U.S. Department of Commerce, 1960 and 1970).

It seems apparent, from the above data, that an alternative

family structure has emerged and is on the increase in the United States.

If the growth of the alternative family structure continues, it may soon

be identified as the "other traditional family structure".

The military has been described as a reflection of the larger

society. If this description is correct, then it is reasonable to infer

that the alternative family structure exists in the military and is on

the increase.
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INTRODUCTION

I have been requested to address the subject: The Single-Parent

Family - Active Duty and Dependent. This presentation is to be provided

from a pragmatic experiential view, as opposed to a theoretical perspective.

This paper will be divided into five parts: First, problems encoun-

tered with definitions of the alternative family structure; second,

research and theoretical disarray; third, state of military research or

significant uncertainity; fourth, problems facing the social worker in

dealing with unwed adolescence pregnancies; and fifth, eight lessons

learned from personal experience.

Defining the Alternative Family Structure

"When I use a word," Humpty Dumpty said, in rather a scornful tone,

"it means just what I choose it to mean-neither more nor less."

"The question is", said Alice, "whether you can make words mean so
many different things."

"The questior is", said Humpty Dumpty, "which is to be master-

that's all."

Lewis Carroll

The phrase "single-parent family" is often used synonymously with

alternative family structure. The phrase is also commonly used as a self-

descriptive term to interpret the meaning of the alternative family structure.

This places a great deal of responsibility on the interpretative qualities

of the user and the term. Lewis Carroll inferred that some words are

overpacked with interpretations and meanings, when two of his famous

character' stated, "That's a great deal to make one word mean," Alice said

in a thoughtful tone. "When I make a word do a lot of work like that,"
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said Humpty Dumpty, "I always pay it extra."

Kaseman (1974) defines the single-parent family as the "core unit

in which one parent is no longer present, owing to death, divorce, no

marriage, or illness." AR 635-200, Chapter 6, dated 21 November 1977

addresses the sole parent and states "Service members who are sole

parents, and whose child or children under 18 years of age reside within

the household, may apply for discharge under hardship. A 'sole parent'

is defined as a parent who is single by reason of never having been

married, or is divorced, or is a widow/widower." A composit definition,

formulated from a variety of authors (Freudenthal, 1959; Stuart and Abt,

1972; Weiss, 1975; Ross and Sawhill, 1975; and Mendes, 1976), indicates

that a "single-parent family is a male or female headed family unit,

consisting of one or more children that are physically living with one

or both of the parents."

The above definition is useful for general discussion, but it is

inadequate for any investigative purposes or therapeutic invention. There

exists within the phrase and the definition the inaccurate assumption and

the false sense of security that we know what we are talking about. The

phrase "single-parent family" may also be offensive to some people, since

it once was, and may still be, an euphemism for "unwed mother" and congers

up apparitions of immorality, and 'repentence. The phrase is also suggestive

of deviant and dysfunctional behavior. It is assumed that the husband-

wife-child family structure is the "normal model" or "best model" which

serves as the norm by which other family structures can be evaluated

(Thomas and Sillen, 1972). It may also be assumed, that the "single-parent
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family" is a "tangle of pathology" which produces predictable dysfunctional

consequences.

Terms and general definitions that attempt to represent or describe

the alternative famil -'ructure present problems for a number of reasons.

First, there are an array of terms that fragment the subject, without

fully describing the components of the alternative family structure. A

number of these terms include:

1. Beyond Divorced Individuals
2. Formerly Married
3. Fatherless Homes
4. Female Headed Families
5. Male Headed Families
6. Never-Married People
7. Never-Married Fathers
8. Never-Married Mothers
9. One-Parent Family
10. Parents Without Partners
11. Single Fatherhood
12. Single Motherhood
13. Single Parents
14. Single P -ent Family
15. Sole Families
16. Solo Families

Second, the alternative family structure is a dynamic family organiza-

tion that is configured in different ways at different times. Terms and

general definitions do not make visible, the invisible structure of the

family organization. For example, in regard to the "single-parent family"

all or part of the children may not be physically present in the home.

In addition, a child may mature into an adult and still be living in the

home for a number of reasons. Another example is the "female headed

family", hich may consist of a mother and her children or two sistcrs

living together.
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Third, terms and general definitions do not address the process by

which alternative family structures come into existence, evolve into

other living arrangements or cease to exist. This process is often

traumatic, unpredictable and unplanned. The process is important for

a number of reasons, which includes understanding family dynamics, social

dysfunction, survival techniques, medical needs, psychological needs and

financial needs. It is also important for accessing intervention

techniques and the level of self-image of the family members.

The alternative family structure may come into existence due to

imposed or non-imposed separation, divorce, death, illegitimate children,

adoption, separate households, illness or long-term institutionalization.

The same family structure may cease to exist due to remarriage, recon-

ciliation, departure of family members, death or uniting with other

families (put together families). It should be noted that when the

alternative family structure ceases tu exist, the psychological trauma

associated with its creation and existence may linger for years. It is

also important to realize that the family structure may not have returned

to a traditional family structure, but evolved into other living arrange-

ments, such as the wife living alone. In these instances, rather than a

reduction of psychological trauma there may be an increase.

Certainly, the alternative family structure can be adequately defined,

but one must beware of verbal utterances without clear meanings. I hope

that I have communicated that terms and definitions must be carefully

selected and defined to adequately desc-ibe the target population, especially

for research inquires and intervention techniques.
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Research and Theoretical Disarray

"Order is a lovely thing;
On disarray it lays Its wing,
Teaching simplicity to sing"

Anna Hempstead Branch

I would like to make a brief comment on the research and theoretical

state of information pertaining to elements of the alternative family

structure. Research in the field is diverse and conflictual. One is

immediately immersed in a variety of subject areas which address various

components of the alternative family structure, such as: sexuality,

birth control, abortion, family planning, child development, public health,

counseling, social work, religion, history, medicine, sociology, psychology,

anthropology, administration, and business. The conflictual nature of the

research is an expected reality, but it is unfortunate that almost any

reasonable thesis, and some unreasonable, can be supported by the literature.

It makes no difference if theories are in direct conflict of each other,

support can be found for both contentions. The conflictual and changeable

nature of research findings may be rationalized by realizing that "research

results are the best thing to believe at the time and place."

The theoretical base of the alternative family structure is diffuse,

concepts continue to proliferate and terminology is fluid. No one perspective

has eminent domain, which is to be expected, due to the complex socio-medical

components of the alternative family structure. For example, in regard to

adolescent un;w d j ~rcg;ac thcre are at least eight theoretical

perspectives that attempt to explain the phenomena, which are:
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1. Psychoanalytical perspective (Edin, 1954; Young, 1954; and

Bernstein, 1971)

2. Psychological perspective (Pannor, 1971; Krammerer, 1969; and

Wimparis, 1960)

3. Sociological and political perspective (Vincent, 1961; Liben,

1969 and Rains, 1971)

4. Medical, prevention and treatment perspective (Illegitimacy:

Data and Findings for Prevention, Treatment, and Policy Formulation, 1965)

5. Demographic and ecological perspective (Yurdin, 1970 and Herzog,

1967)

6. Pathology and stress perspective (Bacon, 1974)

7. Moral and economic perspective

(Facts, Fallacies and Future - A Study of the ADC Program of

Cook County, Illinois, 1960, and Illegitimacy and Its Impact on the ADC

Program, 1960)

8. Anthropological perspective (Malinowski, 1964; and Mead, 1939)

In summary, the existing research results reflect the need for

theoretical refinement and continued emperical research.

State of Military Research: Significant Uncertainity

"All that lies between the cradle and the grave is uncertain"

Seneca

Contact with various military agencies regarding the "military sivgle-

parent family", revealed six common responses. Not all these responses

were directly related to the "military single-parent family".
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First, there is an awareness that women are on the increase in the

military, especially since 1972. This increase has initiated new

problems and/or has surfaced problems not previously recognized.

Deputy Assistant Secretary of Defense (Equal Opportunity) M. Kathleen

Carpenter publically ann ,unced to the Defense Advisory Committee on Women

in the Services (DACOWITS) at its last meeting that the Services plan to

almost double the mnumboer of enlisted women in the active force, as

reported in The Stethoscote, Fitzsimons Army Medical Center, February 23,

1978. DASD Carpenter indicated that increasing the level of women from

5.5 per cent to 11 per cent by 1983 is what she considered a threshold

number and not an upper limit. This would result in increasing the

current number of 100,000 enlisted women to just under 200,000. She

stated that "The May 1977 Study on the utilization of military women

directed by Secretary of Defense Harold Brown, as well as other studies

conducted in the same time frame by private institutions and Congress, all

agree that women are cost effective and essential to the all volunteer

force."

Second, the number of "military single-parent families" is unknown.

Third, there are a number of proposed data gathering studies to be

implemented within the year by various branches of the military. These

studies will be directed toward the "military single-parent family."

Fourth, an undetermined number of single and married female soldiers

with children feel su.s-picious of the military, when they are asked if

they have childrcin. IL -.e'ms that thel is a feeling, by some, thaL a

state of antagonistic cooperation exist between the institutions of the

military and the family (Hill, 1976).
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Fifth, adminlisti at ive procedures exist to voluntarily or involuntarily

separate women, who.' Lecome pregnant, from the military (York, 1978). In

the Army, voluntary separatioiis are offered under AR 635-200, Chapter 8

(Personnel Separations - Enlisted Personnel) , dated 1 March 1978, which

supersedes AR 635-200, dated 15 July 1966 (no regi'lation presently exists

for officers). AR 635-200 requires counselino;, without coercion, and the

signingj of a statemnent 1,y the 1pre(.iant soldier and selectio'n of one of

two options. The s-tateme,.nt and options are as follows:.

Statt-r l-t -tof Co~:rI!"": I affir-m that I have been coun oled
by (Grade) kNav-'', this date On a]lliem on the
att ached1 c.11'.3 1i .- 'ki :t d I nde ust and Ily entitleents
and r-IVj'ons ibilit it'!s. I trnderst and that .if I elect di-,charqo
I will1 be enitit led to minJica 1 care at oovernment expense ata
mi lit ary mci '.1 at int fic ili ty Up to k- \ ,CvKs post-parturn
for the biixt h of mve child and that I may 1'0enai nonl active dut v
unt.il1 30 days- vrior- t o expecteod diate of deoli very or .1atest date
my phylsicianl will.athri~ mo to travel , whichever- is earliier.
I also vindors tand t hat ,,hotild I rinmaini onl activye dunty I will be
expect ed to huilt.i 1 t he terrms of 1. v *'ni t m-nt cont ract. if I
elect to ren"'ai nonl act ive dulty, 1 u-!.-rsandi t hat Imusit remain
available' for unresricte Oiic onAwolie a n whenl
directod and t hat I wil 11ob a fforded no spciaIconrsiderat ion
in duty assio.nments or duty stat ions bedonl my status as a
parent.

I elect di schartie for reason ot precinanocy U1P Chapter S, AR E'35-
200O. 1 desirue to iema n on Active Mty unt ii (date is not
later than 30 day.; prior to my expected dIate of-delivery.)

I elect to., renain on Active Puty to fulfill the terms o f my
enlistmnent cont iact,.

Involuntary sepaz at ion is performed under AR 635-200 Chapter 5

(Separation for Convenienceo of thIe ovrmet)dated 21 Nov 1977. 1 nvoItlun-

tary separations- are in it iatoed "bc eOf inability to perform pres~ ribed

duties, repetitive absenlteeis-m or nonavai lal'i lit y for worldwide assiornment

as a result ot parenthoodi.



Sixth, there are many significant uncertainities (questions and

policy issues) pertaining to the "military single-parent family" to be

researched and addressed. These uncertainities center around the

impact the military has on the single-parent and the impact the single-

parent has on the military. Various unanswered questions include:

A. What is the actual number of "military single-parent families?"

B. How is the "military single-parent" to be utilized?

C. Should the "single-parent" be encouraged to join the military?

D. Should the military assume the responsibility of providing

special services to the "single-parent family?"

E. Are children of the "military single-parent" at higher risk (child

abuse, child neglect, parental deprivation, availability of pediatric

medical care, availability of educational opportunities and social and

psychological deprivation) "tm children of "civilian single-parents"?

F. Is there a sig-xficant amount of loss time to the mission of

the military when the sjcn:;or and dependent roles merge into one, such

as with the "military sin jle-parent"?

G. How is the dual responsibility dilemma to be addressed? The

dilemma presents itself when the "military single-parent" is held equally

responsible for the roles of soldier and parent.

H. What influer does military policy have on the abortion,

relinquishment and retention rates?

I. What happens to the children of "military single-parents" if

mobilization takes place?
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Problems Facing the Social Worker in responding to Unwed Adolescent

Pregnancies

"The biggest problem in the world could have been solved when it

was small."
The Way of Life According to Loatzu

The alternative family structure is too complex and broad to discuss

in a brief period. Therefore, I would like to address one component of

that structure: problems encountered with adolescent unwed pregnancies,

active duty and dependent.

The pregnant patient has three basic options in regard to her born

or unborn child, those being: abortion, relinquishment or retention

(keeping). Patients who desire to abort, usually contact social work

service by telephone for referral information. The majority of pregnant

adolescent patients who are unwed and desire to relinquish, keep or are

uncertain what to do are physically seen at Social Work Service. Various

problems are experienced working with adolescent pregnant patients who

are unwed.

First, there is the problem of patient availability (Bemis, Diers

and Sharpe, 1976) and availability of auxilary persons. My experience

has been that the pregnant unwed adolescent usually presents herself

late in her pregnancy for medical treatment and social work service.

It is not uncommon for her first experience with medical and social work

services to be on the day of delivery. The reasons for the postponement

of medical and social work services include: concealment of pregnancy,

denial of pregnancy, unaware services were available or needed, afraid

to seek services and procrastination of the inevitable decision to

relinquish or to keep the child.
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Once the patient is identified, availability problems may continue.

The patient often experiences difficulties in keeping appointments due

to the lack of transportation, school and work responsibilities and

military duties. Once the patient delivers, there is a rapid termina-

tion from services.

It is unusual for the father of the child to be available. I have

found that the patient's "boyfriend", if one exists is more often avail-

able than the father. The father may be unknown to the mother, or she

may refuse to reveal his name, he may be physically on the run, afraid

or embarrassed to present himself or the patient's father may not allow

him to have contact with his daughter.

Auxilary persons are often not available due to the "secret of

pregnancy". When the patient is a dependent, it is common for her mother

to be aware of the pregnancy and supportive. The dependent's father is

often unaware of the pregnancy, and the father of the child may not even

be aware of the pregnancy. The parents of the father may be aware of the

pregnancy, but they often refuse to take any responsibility in the

decision-making process and may be entangled in legal action, due to

the pregnancy, and desire to minimize their involvement. When the patient

is active duty and decides to relinquish, her parents and her duty section

are usually unaware of the pregnancy and the relinquishment. She seldom

decides to keep the child, unless emotional ar.d financial support is

received from the father, boyfriend, 'ier immediate family or if she is

financially independent, which is rare.
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The problem of patient availability often delineates the intervention

technique employed by social work - crisis intervention. While crisis

intervention is an effective technique for restoring equilibrium to those

experiencing stress, a number of the patient's problems must be neglected

due to the imposed time frame.

Second, there is the anomaly of the abundance or dearth of available

resources. (Bemis, Diers and Sharpe, 1976). If an abortion or steriliza-

tion is desired, medical and financial resources are available. If

relinquishment is preferred, there exist an abundance of integrated and

centralized resources from adoption agencies. These resources include

counseling, fo ster care, paid live-in-services, medical care, prenatal

instruction, continuation of schooling, companion service, vocational

testing and training, and job training. In some instances, the relinquishing

parent can even select the type of family that adopts her child.

If retention is decided, the majority of resources come from the

immediate family, which is the traditional mechanism in our society. If

these resources are not initiated, alternative sources are sparse, frag-

mented and decentralized.

It is interesting that it is easier, resource wise, to relinquish

than to keep a child. The abundance or dearth of resource places the

social worker in a "feast or famine environment", where he either unindates

tha patient with services or is in constant search for resources just to

a et the basic needs of the patients.

Third, there is the problem of countertransference (bias) on the part

of the social worker (Bemis, Diers and Sharpe, 1976). Due to counter-
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transference, it is possible that the patient may receive intervention

procedures that are not appropriate, and do not meet the patient's needs.

The social worker must be awaie of his or her own biases that could result

in the needs of the social worker taking priority over the needs of the

patient.

Fourth, there is the inappropriate and often unpredictable intervention

by medical professionals, non-professionals and business professionals.

Inappropriate interventions can strike swiftly and can result in acute and

chronic complications. Examples of these interventions include: (a) a

hospital non-professional confronting a patient with her "shameful behavior,"

after she decided to relinquish her child, (b) patients being contacted

by medical professionals or business professionals requesting that the patient

take their child out-of-state for adoption which may be accompanied by a

significant financial payment to the patient and (c) biased "professional

advice" offered by the professional medical staff, The biases of the

staff are often transferred to the patient with skillful finess.

I have found that by preparing the patient for inappropriate and

unpredictable interventions in a non-threatening manner (forwarned-

forearmed) can minimize the effects of these interventions. In those

cases, where the influence of these interventions cannot be minimized,

learning to apologize well is useful.

Fifth, there is the issue if a male or female social worker should

work with pregnant women. I have found that the gender of the worker is

not the issue, it is the quality se~rvice provided that is important.

Eight lessons learned from peorsonal exjp' riencv

"Experience is the extract of suffering"

A. Helps
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Following are a number of lessons that I have learned from working

with unwed adolescent patients.

First, the unwed pregnancy can be a positive growth experience. The

pregnancy and the decision to abort, relinquish or keep is often not as

traumatic as one is predisposed to believe and does not lead to irreversible

personality changes. If the social worker will set the proper atmosphere,

and encourage growth to take place, the pregnancy and disposition decision

can be a maturing constructive experience.

Second, the mother of the patient is often of crucial importance.

She is available when no one else is and is the source of family resources.

She is ultimately involved in the decision making process and is the one

who supports the decision and makes it work. If she is excluded from the

intervention process, she is only excluded in the mind of the social worker.

Third, follow-up services need to be offered to the pregnant patient.

After the brief iritial involvement of hospital personnel and the family,

there exists the aftermath of termination and isolation. The patient is

then alone and needs periodic assistance.

Fourth, don't be embarrassed to ask questions that are germain. The

social worker must distinguish between voyeristic needs and intervention

needs, but when information is legitimately needed it should be requested.

Often the question has more potential for embarrassing the social worker

than the patient.

Fifth, be specific when asking questions, don't assume or generalize.

Sixth, discover the nature of the secrets. Unwed pregnancies always

involve keeping secrets from someone. Knowing the secrets assists in
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understanding the dynamics of the pregnancy, the patient's family and

avoids violation of confidences.

Seventh, do not restrict birth experiences. For example, allowing

and encouraging a patient, who has elected to relinquish her child, to

deliver by the Lamaze method may satisfy needs that cannot be relived or

re-experienced.

Eighth, a multidisciplinary approach is more effective than a single

approach. Suggested persons and agencies to be involved in a multi-

disciplinary approach include:

A. Physician - Adolescent Medicine Service

B. Maternal and Child Social Work Officer

C. Nursing Supervisor for Maternal and Child Health

D. Community Health Nurse

E. Chaplain for Obstetrical Services

F. Head Nurse OB Clinic

G. Head Nurse Post-Partum

H. New Patient Nurse 03 Clinic

I. Newborn Nursery Nurse Clinician

J. Head Nurse of Labor and Delivery

K. Civilian Social Service Agencies

L. Licensed Adoption Agencies
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SUMMARY

The paper entitled, Single-Parent Family: Active Duty and Dependent,

was divided into five areas.

First, problems encountered with definitions of the alternative

family structure. Problems included the inability of terms to accurately

describe the components of the alternative family structure, incapacity

of terms to make visible the structure of the family organization and

terms not identifying the process by which the alternative family

structure comes into existence.

Second, research and theoretical disarray. It was indicated that

research in the field was diverse and conflictual. The theoretical

base of the alternative family structure was described as being diffuse,

with terminology in a constant state of change and further confused by

a proliferation of concepts.

Third, state of military research or significant uncertainity.

Six common responses were discussed in regard to inquiries regarding

the "military single-parent family".

Fourth, problems facing the social worker in dealing with unwed

adolescent pregnancies. These problems included patient availability,

abundance or dearth of available resources, countertransference, inappro-

priate and unpredictable interventions and gender of social worker.

Fifth, eight lessons learned from personal experience. These leqsons

were the positive growth experience of pregnancy, the crucial importance

of the patient's mother, the need for follow-up services, the request for
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legitimate information, the need to ask specific questions, the

importance of discovering the secrets of pregnancy, the encourage-

ment of normal birth experiences and the effectiveness of the

multidisciplinary approach.
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