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Abstract

&

~ - .

Communicating with the parents of emotionally disturbed university
,students is a relatively 1nfrequent but consistent and significant activity

of students therapistsyg%Therapist. parent, and studeUt -attitudes about‘~ '

such communiications are discussed. Eiampiés are given of crisis and non-...
. Erisis g%fuafiaag leading to parent-therapist communications and suggestions_;

are made for the management of each 51tuation outlined: In 11 such encounters,

;the therapist s guiding objective is to forge With the parents an alliance -

de51gned to promote the growth and development of the studént

\ l <
?
¥ ™

1

S T



AR

_parents and therapist becomes critically important to the treatment of.
the student. My purpose is}twafaia; 1) to discuss some attitaée% that

- may come into 5159 and be influential when a parent enters the treatment -

picture with a disturbed student, and 2) to discuss some specific situations
in’ which-parents and-therapist: encounter one another and possible concerns
and résponses é? both. The presentation of management alternatives will

be omitted and the observations are made presupposing a setting n which
parents are encountered usually wi thout prior re]a%ionship w1th the | f‘

contact w1th themvwrli be brief and at most sporadic In. any event, when
encountertng parents the therapist s guiding objective is to form an
a]iianee de51gned to promote the growth and development of‘the student

Literature Review

_é:“. The 11terature is sparse -Blaine and McArthur1 recount some of the
issues’that must be dea]t with when contacting parents in emergency
situations where hospitalization of a student is necessary. They.advocéte

rJpziﬂ'r:ental consu]tation ‘and approvai prior to hospitaiization. This is not
always practicai; Tros_sman2 delineated various 51taations in which a

mental health service and parents came’in contact: The majority of
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students coming to his service lived at home. He described the students'

pgoblems with parents from a- developmental frame of reference and differ-

entiated conflicts which required no;parental involvement with students'

-

treatment from those which . 1nd1cated a few sessions with parents or a

recommendation #or family treatment The emphasis was on family dynamics

rather than management problems per se, and the .parental ambience was
L pathogenicq There are scattered gomments eiséWheFé relevant '

to parent participation in student treatment, usually made with reference

to a case h1story.

General Considerations

1. Att1tudes of Therap1sts Toward Parents
My 1mpress1on is that the aVerage expectable attitude of university
student therap1sts toward parents wou]d fall on a po1nt somewhere on the

ljne between: . "Parents are a numsance to be dealt with ‘and dismissed

as A”gditiousiy as possible,” and, "Parents; being the causal agents iﬁ:thé
student's problem to beg1n w1th, are to be excluded at all costs from my
correct1 ve relationship , with their child."

Where therapist anti:parental bias exists, it needs to be identified

and at least control]ed for, if not resolved. This is éi?ﬁmétié if the
'therap1st is to collaborate w1th parents successfully, but in a more subt]e

way it is Just as true if therapy is to be optimum, even when there is no

co ct with the parents. Among the many reasons why therapist anti- parental

l"‘:‘\

'Biag is unuseful, one is a standout: blood is thicker than therapy: Ay
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in all probability. find himself without a patient, regardless of whether )

this is done psychologically in the "therapy" per se, or in confrontation o
involving the parents airéctlyam Parental control of students via purse

strings is the reasgn most often cited by therapists and students. Psycho-
log)cal reasons\are more pervasive and petent. On the avera ge, students

are far more 1dent1fied with their parents than they are aware of, much

less admit.tal. Where loyalty is not even particularly,an issue, overtly { '

or covertly derogating parents assaults the student in two ways: 1) some

aspects of the characteristics being derided have usually been incorporated :
by the student, and 2) the p0551b1l1ty of genetic influerice, including //
psychological characteristics, is nowadays much more_in the public consciods-

ness, students included. o | -

s therapists Eébecome ]

A more moderate bias has developed perh p

‘20 g
L 2

“aware of the concept of "the_identified patient 6peratin§ in this

- framework, it will be assumed that the student is the identified patient

" and the rest of the family are unidentified patients. ThlS may be so, and

o?ten enough parents have 1dent1fied themselves as patients elsewhere, but

a student 3 therapist should not approach the parents as such dlrQCtly as

it 1s out of context and will only serve to distort communications and

tio”'that they will be a positive force in the collaborative effort to :

pte resolution of the emotionaazproblem and forward progress in the

student’s development: In other words; the therapist keeps to himself his
- ) - . a
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; spécy]at1ens about or observations of potential parental pathological i
{L/_influences, and speaks only to thg’healthy side of thelr egos which he can

assiiie is_ 6béfating ééf the well-being of their child. Few parénts are so -

enmeshed 1n the1r own problems that they cannot respond to this approach

.Qiéﬁna.Wif" 1t least an effort to exert a pas1t1ve influence on their child'
Tsituation. © | -
2. Att1Qgges of Parents Toward Emotuonaily Disturbed Students Tﬂi%tment B
, and Therapists K ; o K

Assuming that 55Féﬁ£§ have just been apaFiééa thatétheir eh’ a is in

" all of the fol]oqug concerns, and more. This is the mental set that the.

_therapist will be dealing with, but perhaps the questions from pangnts will

come somewhat in the following order:

; 1) How ser1ous is it? y
2) What kind of d1ff1cu1ty7‘
< 3} 1s he suicifal? (Few will think in terms of danger to others,
. and if this is the case; the shock will be tremendous.)
- 4) Need for hospitalization? If so, how long? ;
5) What are the immediate implications: Does tnis'méan he will -
have to 1eaygmsehoo] If so0, will he ever return? Would 7
school have h1m back? Can't he be treated and at least '
- finish this semester? B "\f*:..
. 6) Future implications: Does this mean eﬁrénie méﬁtai i11ness?
7). What do we need to do now: L
B call often? * -
) Cs _~
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 8) Howldo.*ﬂ relate to him now: What have we done wrong

(clashes with child or lack of relationship, parental

“fighting, differences in chi]d rearing practices. differences

- in other attitudes)? v -

And immediate background concer’ ;. less often directly xpressed:

§) Loss of control/influence over ch\]d‘ situation.’

10) Adjustments and d\sruptions in parents plans for symester

~11) Expense: OFf treatment; . of dropping out of school if this

is the case. N . i : )
Afteér being overwhe iied by a telephone 1ntroduction‘té:ESEftuation
- they only half believe éf@iét*s— most parents will- focus their attention on
what is being done now. No Hst can be compiled of 211 the predictable
| fantasies a parent might have about treatment of emotional disturbanes or
- about those who do it. Except inNinstances in which the child or some other
family member has undergone sustained and. successful treatment, the foilow1ng
general ttitudes are predlctable however: skepticism and misunderstand1ng
of what the tnE’apist is relating and a charge of negativity toward the
bearer of bad news: This last reaetion is primitive and *uﬁsecéaissié“
‘as siich, but is ubiquitous and varies only in degree. -bccasionaiiy it is.

acknow]edgéd More often such personalized negativ1ty toward an unknown

\

party is bew1]der1ng to the parents and to the therapist if he isn't prepared

for it. . The forego1ng parenta] concerns and attitudes represent a partlal

y

1ist only.
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_%/ Attitude of Students Toward Parent Therapist Communications

0 the average, students probably have ‘fewer concerns about seeing

a tﬁerapistion.tHEir parents knowing of it than parents:have aéﬁut therapisfsv

and vice versa. ﬁit;ess the number of students who tell their parents that

they are being sgen. But for some students, it signifies that they “couldn t

k]

.‘,,

make it on their own‘ia or they think (or know) that their parents will’%ee ]
it as a stigma. Question§ of. loyalty also become involved For the less -
indépendent it is a question of what family secrets have been shared with
tneftneranist and whether the family would,see_this as betrayal; for the
mare independenti it ¥s a quéstion of-whijh personal matters éﬁaréa with

the therapiit does the family need to kno aBout.A,Most students' attitudes

inte ctions,\rather than by any preconceived ideas; T -
4. C nfidentiality & |
Confidentiality exists to protect the interest of patients and

peniten‘s. It is not a diVine right of therapists. but is a.uSéfﬁi toqlq

. in treatment. The therapist must know the state law.on priﬁlég’e’d'i

communications governing his diséipliné; and policies on same of organizations

——

he represents. In the melange of gray areas uncovered by laws and polic1es.

b R
communications and this is not good for allianc?s. For example. when a .

. all;ﬁrom a parent starts with, "Ha ve you talked with my son; X?"j the

- 3 L s
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response should be ln “any case, "I can nelther affirm nor deny this.'

Ass um\ng the ‘case in which the ther apist has seen the student = and - :

- \parants rarely ask that quest1on when the théraplst has not = a "Yes"

. :response is an unnecessary breach of conf1dent1al1ty and a "No" response‘
will almost inevitably be followed by detail from the parent wh1ch makes
it plain that only the student could have dlvulged the 1nformation

' Being. caught bare?aced is an 1nferlor way of commencing constructive
dialogue. If ‘the therapist's non- comm1ttal response doesn't brifng on -

parental commentary. the formsr can follow up with a request for informa- ’

}:t1on and questlons that may be pursued The parent can glve many. partlculars

the
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therapist can talk in generali 1es includlng the need for proper authoriza- .

t1on to . communlcate and the reasons therefore, in such a way as to lay

.. the foundat n for further communlcatlon parents are usually callrng

" when the stident is in crisis; in many cases . F which the theraplst would

have been call1ng the parents in a matter of days; and_in some-of those

cases wmthout authoruzat1on.;, B S L |

5. Parental Control o L ,'i . N
Parental control is a maJor issue belng,coﬁtanuously addressed S |

covertly or overtly 1n thelcommunlcatlons and negotiations between theraplsts

’

T and parents It requires a full scale evaluation and many hours of therapy

-

'over t1me dur1n§ which thé control 1ssue 1s made overt and lts ramlflcatsonS'

%are rev1ewed 1n var1ous contexts ln S?der to deal”Wlth this one matter
' 7777777

jﬁequately. Such an\zndertak1ng requ1res the consent, cooperatlon, and

6 s ‘ ;‘, .
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) part1cipation of ‘the parties, 1n th1s case. parénts. Un1versity students‘
therap1sts are rarely . involved with parents 1n;th1s manner, and 1n ‘the -

brief and sporad1c encounters that_they,usually do have,itherapists
management of control is§iies is one of the-major_determinanté in whether
or not a productive alliance Withstne parents will occur. During inittal

encounters the therap1st must not threaten or challe ”§é the béréntsi

: usual1y done more than enough of this already). but rather §éék ways to ;
- . ’ .
Effect1ng tn1s subtie shift of focug may“be a d1fficu1t ma%euver ~ Some-
ptwmes the therapist can, promote the all1ahce by pointing out the l1m1tat10ns 3
of h1s own role and armamentar1um, and while avo1d1ng con%eying a sense o

of anyoners'power]essness, suggest the importance of f1nd1hg ways 1",Wh¥¢h

=

same dirggtion.

everyone can pull in

.. ' e . -
o . . . - “‘ P o : .\ ‘,‘;
- Exampl 3it”’t?7 s.. s j ’
h . ) !" -
' Crisis. Announc1ng and D1scuss1ng Hospita11zation‘ o j-
Parents should be involved in the’ decis1on to hospitéliié éingle .

students whenever th1s is possrble. Often it.is not, so we wiil aggume:

that the;student has been koSpitiiiied and. the therapis ;ié his primary
phy51c1an in the hosp1tal Some iiéueé are §?ﬁi?éf if tﬁé parents are

if. tﬁé rap1st has

-

.be1ng brought into the dec1s1on to hosp1ta11ze or




‘ 1) Purpose of the first contact. _

U v; . TherapiSts become ae@ustomed quickly to severely out of>"
control students Parents usually'are not and the 1mpact on the latter
of their child being hOSpitalized cannot be overe;timated The first call
has the dual purpose of imparting information and assisting parents in N

keeping their anxiety w1thin'controllable limits To the extent to which

it can be achieved, the latter involves helping the_ggrents focus on what B

they are going to do and this is accomplished°by giving them what bas{c

s

_ information lS available from which to plan a course 6f actiFn, including

 what !s already bElng done.- " The best Single measur f future successful

collaboration with parents is their ability to ¢ cope With uncertainty, as

measured by relatively Tow levels of demand for more {nformation and

-~

P explanation ‘than is possible in a new and evolving situ t10Nw .

_acquiesce. Some students wash to make the first call;home themselves;.

c.2) When and whom to contact 7
» ‘It is preferable to have the student's cooperation befora
making the first contact ‘Many students “don't want their parents to

know" and refuse to give permission, which is unrealistie except ih the

»few cases where 1t is known that. the student is- totally out of contact

with parents anyway~ Twelve hours 15 about the practical llmit Of non«

. notification beyond which the probabilities begin to rise steeply that

further delay will constitute an unproductive obstruction of the parents
need to do their parenting and hinder the formation of a constructive
-~ \'

parent therapist»ellianCe ‘In the course of this time period howe?er. a

. a number of students who 1nitially refused to give permission will

“

.
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and this is usually appropriate for those who need that type of control.
Stuch calIs should be fol1bwed at once by one from the phys1cian. It is

preferable when both parents can be reached s1mu1taneously, but the more

usual. course of events - which the therap1st should foresee and plan- for -

-

is that one parent is reacheq dur1ng the qqy and tpe other or p?th will want
contact in the evening: Occasionally a student will make a sharp distinction
" as to parent of choice to be contacted: -

3) Initial exchanges. , -

The sequence is usual]y as follows:. announcement of the

EBsbitéiiiétfﬁn and immediate circumstances surrounding it; comprehension-

: seeking response by parent; more or less stunne ) further e]aboration of

circumstances by therapist; vent11at1on of concerns By parent intermixed

.

immediate actions parent will take. - _ } -

on the phys1cal status of the student a) In the évent of phy51ca1 harm

,to improve it. At this juncture; deta1§s of how to get to the hospital

(aﬁa the Intensive Care Hnit if the student is béing treated there) and

S P

- P
s

| =
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the réiion*i f or hosp1ta]1zat1on in genera] terms with such phrases as

settls down wh11e we are evaluating him further.ii By th1s time the
_parent is usuaiiy askigg duestions to ﬁhich the therapist responds &Ur?ng;
ihich he dsks about the pérents awareness of any upset in. thetr chidd. ééé

If they have been aware; as is more uSual, then the hospitalizatlon can

frequent]y be made more comprehens1b1e to them by connect1ng what the therapist

knows about the sequence of events with what they know. The student s

current status and ménégéméht are also more comprehénsibie when fitted

into this framework.

If the parents have not been aware of any disturbance, then the _
'thérépiSE has»thé more diff%cuit task. of making comprehensibie both the
The 51tuat1on is made even more difficult since the therapist is always'

Vtrying to avo1d transm1tt1ng embarrassing content not a]ready known- to.

the parents; Under these conditions the therapmst can be concrete about - s
éna-émpnasize the overt symptoms and behavmors wh1ch led to the hosp1talmié-
.tion and can properly defer an explanation of Why the situation arose
until later when more informat1on is available. The 1nten51ty of the

| situation will lead to an 1ncreased tendency on the part of the therap1st :
to try to reduce parenfa] anx1ety~5/\§iving more and more aeta11 anda
eiplénétion'ébout the Student’s past and present state of mind. Such’
1nformation usua]]y just leads to more parenta] specu]at1on, quest1ons,

and anx1ety. Un]ess the student's 11fe is 1n serious danger at th1s p01nt

~ or there is a threat of brain damage, a more.reassuring therapeutic posture .

14®
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' s to suggest that the s@u&éht_himséi? will.probably be able to throw

ALY

‘more Tight on the $ituation i due course.

fhé»ihérapist'W6uia’iiké to b€ ablé to describe a situation serious
‘enough to re?ufre hospitalization without being alarming: This is
'impbssibié; of course: To attempt to mitigate the alarm, the therapist
tries to convey the perspective that the situation is serious but manageable
and that its critical aspects are time-limited: If suicidal ideation
~ is a.major feature or the primary reason for the hospitalization; this
. st be addressed in the initial contact. Parents need time to process

this information; it will come out sooner or later; and “shielding" _Eﬁéﬁ

will only imply that-they are not thought capable of dealihg with it, an
jimplication that will undermine their self-confidence: If suicidal ideation
 has occurred but is a secondary feature in the disturbance; mention of
it can be deferred, unless the parent inquires directly. The therapist's
hope is that.the student will be able to iﬁéaiaéFaté this piece of content

in context as he talks over his condition with his parents later:
4) Special Issues: a
a) "Who made the decision to hospitalize?" The need for

~

in which the student does not participate if he is comnitted; does partici-
pate if he is not. In the former case the circumstances should be over-
whelming enough to help:convince the parents that the proper thing has

been done. In the latter. case; after out1ining the reasons.on which the
medical judgement was based; it is important to 1ﬁtFéaaeé'iﬁt5 the account

the student's participation in the decision. This can include comments on

15
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the student's good sense in seeking help, ééaiuating his own situation,
and accepting medical opinion. This Will héip to alleviate paréhféi
_ anxiety that something has been done-to thetr child or that he has 1ost
his mind. It will usua]]y‘help the cred1b111t¥ (1n the é: es of the - -
parents) 6fiB6th tﬁé'tﬁéfaﬁist and student if they are seen as having
. collaboratéd in the hospitalization: . Parental anxiety is often further
rediced when the reversible nature of the procedure {s pointed out with ;
the reassurance that the vast maJor1ty of such hosp1talizatiops are
relat1ve1y brief. At this p01nt 1t can usua]]y also be pointed out that

when the parents have had time to talk w1th their child and acquire further

discharge. , : - ' . §
o b) “We want a second opinion" - about either the need for
. hospitalization or the treatment. During initial C6mmuhicati6hs; this

represents, mostly "ar:ent&l draping for control aver the sjtuatinn rather

than an attack on the unknown phys1c1an (v1de the ub1qu1tous negative ' +
reaction, however); The best response to this request or demand 1s an
immediate ééFééﬁéﬁt followed by an attempt to make some sort of personal

~ connection between the parents and a local psychiatrist. Even a circuitous
connection helps. For example; their family doctor.is a;quaintéa with
a physician in the vicinity of the university and the latter recommends a
psychiatrist. Suggesting the search usually enhances the therapist's
standing with the parents; and if a physician is found with whom they feel

some connection, their anxiety will be reduced.
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- ; ¢) "Was he using drugs?" Whether he has received general
authorization from the student to speak with the parents or not, this is
one question, the response to Which- the therapist will want to have .
discussed in advance with the §Eudent. if at aT] ‘possible. The tneraﬁigt L
is ln the best posft1on if ‘the student.gives h1m a "free han’ " as ainumbér;-
.of factors are at issue. Parents in general are properly aware that a
substantial amount of experimentat1on with drugs (alcoho] inc]uded) takes
place on campuses, and they are more aware than are ;he1r children of the
general 1eve1 of assoc1at1on between -drug uge and emotional and behavioral
,8i§6r&ér§, so lhe quest1on is a natyral ohe. If it can be answered with
a flat "No," a grea% deal of inappropriately based anxiety can be got out
" of the way (although they ﬁayraaféF on wish the hospitalization had resulted
from » state of temporary intoxication). If tpe answer is "Yes," meaning

acute tox1c1ty, the usually Brié? nature of the immediate state can be

pointed out. Chronic drug abuse will always be a factor in management

and planning for the student; even if'it is not the primary cause of
Hospitalization; so it might as well be addressed and put intoicbnieki ﬁﬁén

the questibn is asked. When aFag.asé or aﬁusé has bccurred. parents almost

they should receive accurate inFoFﬁat1on in a balanced dlstussion from ‘the
therapist, for if the latter withholds; the damage is immense to his

credibility and-that of future- therapists. If the Student tells. the EﬁéraﬁiEEf‘
not to duscuss drug use, the best that the therapist can do is to refer the '
parents to the student for comment: ; Even under thé tress of their child's

1
1

being hospitalized, most parents are able; without [excessive anxiety, to




- “ defer discussion of many content areas other than drugs until they can

talk with their child ereéfij:
d) “What is the diagnosis?" At the time of initial communica-
DR T S S
tions, the diagnosis has often not been firmly fixed, but in any event

the\ilerapist must first find out what the parents mean by the question.

A - o o o o ] ) .
If the question is fundamental and means "Do you have a gujdepost to,

E
treatmant?"«= theeresponse can almost a]ways be affirmative, even if it 15

S\

d1agnost1c terms.  If the parents mean a fﬁnal diagnosms in technmcal terms.
with pregno$tic import, the theraplst'w111 not be able to give this at this
juncture, bUt\sf needs” to pursue the implications of the question in

* terms” of the éﬁiiéfi’é it réﬁreéenté; which may be based on a great deal

of relevant obseryat1on of the student, family h1story, or even prior
_ evaluation.
Non-Crisis.

Contacts are less frequent with: parents of students who are not 1n

, medwcal and/or academxc crisis. They occur «ender conditions of less stress

for al] and so tend to be less problemat1c but not neEEEéérliy s0.!

1. Arranging for treatment:

- Occasionally a parent will contact

-

-bring the student to get the latter established in treatment, often as

“follow up to treatment in or out of‘é ﬁééﬁ%téif This Eén be a gbéa 6ttési6n

child can be explored. Also, the therapist can find out about their
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. expectatndns of treatment and try to rectify m1sconcept1ons they may have

in tréatment. Comments such as "we only want the best" dhd "we have

heard such good things about you" call for a part1cu1ar1y-vigorous\diséﬁssion
7)6% ﬁéréntai éioéttations about frééfméﬁﬁz Parental expectations as fﬁ.

futare communications should be éstablished and 1t 15 well ta have from

the student ful] authoriiaflonifor communications in advance 'in a situation

that has.a ﬁighér than average 5?65551115}'6? ﬁroééédtné to éF%gis; FiﬁaTij;'

financial responsibility and 11m1tat1ons can be estab11shed When parents

' opin1ons about which d1sc1p11ne thiy want The student S feellngs shou]d -
1S
be sought, of course, but 1f ‘there is no manifest c0nf11ct the parent's

wishes|should be acceded tOvW‘thQUt further comment; and an offer made to. ..

Ldl

; help thém find a th"e’raiﬁst a% their breférred persuasion if' they are not

already %a1k1ng to ong. The aim is to promote the- parents support of ©

treatmentand th1s is not best done at this point by cha]]

cho1ee or educat1ng them as to d1fferences among the d1sc1p11nes If a

'preferred dlscip11ne is s1mp1y 1naccess1b1e a11 one can. do is review the

. avaiTable resources. If the parents ask the therap1st s op1n1on aboat

should speak free]y, wh1i acknow edg1ng his bias and h1s pre11m1nary and




- said by parents whorl1ye far away or whose own activities make them N
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the therap1st s approach, the therap1st can best serve by participating
in tﬁe search for a closer match with parental or student wishes. ;
Once they ha’é' settled ﬁpbﬁ a given therapist to treat their child,

parents will ‘somet imes say, "We are putting you in charge." ?his is often

literally unavailable for periods .of tjme, but the therapist needs to
P : . ’ ] . . _ _
chéck out in some detail just what he is being put in charge of: The .

) i ;
b o A S

aim is to 1imit his charge to therapy and to e1iminate1¥mer'resﬁonsibilities.
but even fﬁi;,eaa be deceptive; because there is no way to define precisely
the role of the therapist: What the therapist needs to achieve; most

basically, 1s the position in which it is agreed that it will be left .

to his Judgement as to what to communicate to the parents and when to
communicate it Tﬁé therapist should unders tand that they don't mean
"everyth1ng,” and provide them with some ready examples that will at least
give them pause for reflect1on, such as hosp1ta1ization Fhis is the
aééi§i6ﬁ in which the therap1st will be most jnfluenttal Do thé baréﬁts y
want to know absolutely in n-advance of the iact? what about an gmergency? |

Then the therapist must give-them some of his criteria for an emergency.

What about dropping out of school“or.a medical leave of absence? When

3
i

aa Eﬁéy want ta’sé Br6ﬁ§ﬁt iﬁt6 this - as soon as it is brbught up in

decisions’ What about major 11fe 1nc1dents, not necessar1]y affecting

. admin1strat1ve status, such as be1ng raped or shot at? When do they want

l

to know ‘about such,; if ever? ' : )
_ ' : ) o - \

” : : - .
, : : , \



The responses’to these situations ;iii not provide for all- 7
contingencies, but they shouid help to give eVeryone a better understanding
of ﬁow much the parents are willing to rely on thefaudgement of the child
hbWrmUCh on the therapist; and atawhat point they are going to want to
be brought in on any dec151on making. Thg respon ses ill give a baseline
to which: the therapist can refer in deciding when ‘he is xpeCted to

comm%gicate with the parents There are-times Whennit may be useful to

get a 51gned agreement in writing , - ' 1'

2; Entering a treatment in progress.

- Once a student has been in treatient with a therapist;:
parental attempts to involve themselves in the treatment are usua]ly.much

‘more problematic for both student and therapist. However a contact

‘ini ia d by a parent at that point may be to let the therapist know

that tﬁe parents are supportive of treatment to provide 1nformation, 7

to ask the therapist if he wants information or to Jet the therapist
4
know of their availability Jf needed. : -
If the parents want information about the studént or about the

fréatmént— the situatian'pécamés fiore probtematic and the first step is

to secure from the student an authorization for communication At this

\ /

the parents are beeoming 1nvo]ved at this time and how the student feels

about i t. -

Assuming that authorization' is granted the therapist can then

take up with the parents their questiogf about their chi]d' condition,

)
B 1
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the need for treatment what treatment is being g1ven. and bther issues
of the1r concern (see Geneva] Cons1derat1ons) ' f‘,_

If the therap1st is contacted d1rect1y by the parents or if the

N
des1re for such contact is commun1cated,through the student and the
\

. student does not grant author1zat10n (and the tﬁerapist shou]d give the:

reasons*for this den1a1 a very thorough FEVtew) the therapist should

send the parénts a 1etter stating simply that he has no authorization to

communlcate with ‘them. He Wiii 86 well t6 include in the 1etter an expression

of his des1re in general to communicate with parents but exp]ain } that
there are times in students‘ 11ves. uSualiy of’ relatively short duration,

when they want to exclude parents from their problem so1ving efforts.
Conclusion
In order to collaborate with parents properly the need for a great
amount of time should be clear by now. -If the mental set of the therapist
is that parents are at best a distraction, little time will be given them
- and that, grudgingly. The tension thus généﬁ?ﬁéd will undermine treat-
- P s o 5.
ment of the student. a

Whether the encounter with parents #s unscheduled due to crisis, as

Ng

L £

in the majority, or scheduled at the convenience of the therapist, the
latter needs to maﬁe timeia%aiiabie Experience wi]] show that it takes

more time than therapists expect, for examp]e._thtrty ‘minutes for a"s

ﬁindté‘bhéne call, three hours for a one hour office session. (Thesé

requirements become rediuced, of course, withrepeated‘ifntacts over <an

22



. S
extended pe'mod with the same parents ) A "plenty of time approach

L4

relieves both ffnerapist and parents of much pressure imed1ate]y and

’aHows them to arrive in re]ativel’ order1y‘fashio'n’ at the conclusion
'

they have had a thorough review; that p]ans are in place, and ﬁat :

. M 4
therap1st and par_ents have estabhshed some common vocabulary for use

in future ‘communications: J SRR

N

f
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Tabiélj Chiarige variabies: Iricretient in‘kﬁb

Poot ‘Health (PH)

' Needs -

(Time l)‘

In;erac;ional
Data Set

(Time 2 minus Time 1)

Structural

i

e

208

’

‘»

Good Health ( GH)

01

2

High Stress (HS)

+ N=33

latried variaﬁgg'(kz) of Needs at Ting 2

'.

(a)

Lov Stress (L)

N=100

N . 'l".

01

‘Data Set . o o o
" (Tine 2 minus Tine 1) 11 .03 ,flg»; W02
Total Variance s =
Explained by | BT
Network Change T . Voo n i
s ol Soap® oy 1)
(a) Hierarchical regréééion analysis
G p<.05
: (Q) X9 01 v
al N ,l:;‘ ‘ .. : :
L, e ';’ L ’;.’ '
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