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The crea t ion a nd rap id growth of the associa t e
de gree me nt a l health wor ke r has been uni que and unprecedented in history . Rea c t i ng t o a report in the
e a r l y 60 ' s by Geo rge Albee tha t tradi t i ona l mental
he a lth prof e ss iona l s coul d not be traine d in the number s needed t o me et p r o j ec t e d manpowe r ne eds , Na t i on al I n s t i t u t e of Me nt al He a l th and Sout hern Re gional
Educ ation Boa r d de ve l ope d s e ve ral pr o j ec ts designed
to t r ain a new l e vel mental health worker. The new
worker was to be a ge ne r a l i s t , knowle dg e abl e about a
range of mental heal th services and c apab l e o f app l ying s k i l ls i n a variety , o f mental heal th and human
s e r vi c e s ett i ngs . Pr o j e c t s de signed t o defi ne the
ge ne r a l i s t concept and to articulate a core of competenc e , incl uding essential knowledge, skill, and
value components were s uppor t e d . Training was to be
conde nsed i n t o a two-year time frame, a nd was to refl ect a combination of liberal arts e duca t i on , t echni c al or career course s , and field e xp e r i enc e . In
th e p a s t ten years ove r 30 0 such programs have been
c r eat ed , a nd are now p r oduc i ng o ve r 1 0, 000 new gr a d ua t e s each year (SREB , 1 9 77) .
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Wh i l e there have be e n s evera l stud ie s of gene r al
p rogram cha r ac t e ris tic s (Kurl and , 1 970 ; Tr ue & Young ,
1 974 ; Hadl e y , True, & Kepe s , 1970; Young, Tr ue &
Packard , 19 74 ; SREB, 1977 ), l ittl e is known rega r ding
the spec ifics of what is being taught and how i t is
being taught in associat e degr e e p rograms. Although
the general gu idel ine s de ve l op ed by Southern Regiona l
Edu c a t i on Board are e xt r eme l y useful (SREB, 1 9 71 ) ,
most edu cator s are unfa~ l i a r wi th how specific human
servi c e /me ntal he a lth co urs e s a r e organized and
t a ught i n other col l e ge s and univer sit i e s . The
'Ms. Cl ubok is the Director of t he MHT Pr ogr am
a t Ohio Unive r si t y , At h e ns , Oh i o .
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purpose of this study is to analyze the most critical
course in the associate degree mental health/human
services program's curriculum--the introductory
course. While considerable diversity exists in curriculum content and organization throughout all associate degree programs, virtually every program begins
with a course titled either Introduction to Mental
Health or Introduction to Human Services. Because
this course is intended to introduce the student to a
new field and to lay a foundation for further training, the topics covered and instructional technology
utilized should promote interest, involvement, and
commitment. This investigation will explore the
variety of topics covered in introductory courses
both in mental health and in human service programs,
textbooks utilized, methods of instzuction, general
course objectives, and course requirements. It is
hoped that knowledge about what is being taught and
how we teach will assist mental health and human
service educators in all phases of c,~riculum development and will also enable them to define more
clearly what seems to be widespread, national trends
in associate degree curriculum.
Methodology
Utilizing a list compiled by Southern Regional
Education Board a letter requesting information about
program requirements and syllabi of introductory
courses was sent to each of the 297 programs or institutions identified. A stamped, self-addressed
envelope was enclosed. Five respondents stated that
no associate degree program ever existed at that institution; four respondents said they had only fouryear programs, and eighteen respondents stated that
their Mental Health Technology or Human Service programs were dropped. Ten other addresses on the list
were later identified as not representing associate
degree programs so the total number of possible respondents dropped to 260. From these, 12f (47\)
responded to the request for information. Fifty-two
(43\) of the respondents represented Human Service
programs, thirty-eight (31\) represented Mental

Health programs, and thirty-one (26%) represented
programs with titles such as social service technician, social service assistant, community service
technician, mental retardation aide, psychiatric
technician, etc.
Although there were 121 respondents who supplied
some program information, only 54 programs supplied
complete introductory course outlines.
(Twenty-six
were from human service programs, twenty were from
mental health programs, and eight were from others.)
Course outlines, therefore, were received from 21% of
the total number of identified programs in the country.
Results
Course Objectives
An attempt was made to categorize overall course
objectives according to knowledge, skill, and attitude objectives. By far, the greatest emphasis in
all programs' introductory courses is on knowledge
objectives. Value objectives were cited in 19 (35%)
of the programs and skill objectives were cited in 10
(19%) of the programs. Among the knowledge objectives stated most frequently were knowledge of the
roles and functions of professionals and paraprofessionals, and knowLedqe of community resources.
Knowledge of historical trends in mental health and
human service and knOWledge of a variety of treatment
modalities were also mentioned frequently. Knowledge
of diagnostic categories, definitions of mental
health and mental illness, understanding the components of the helping relationship, and knowledge of
legal rights of clients and patients were considered
important objectives by many programs but were mentioned with less frequency. Other knowledge objectives were listed, but did not appear with enough
frequency to be considered typical content of introductory courses.
Among the value objectives listed, beginninq
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self-awareness and understanding of one's own needs
and values appeared with greatest frequency. An understanding of and commitment to professional attitudes and values was the next most frequent value
objective.
Although few introductory courses list skills as
their objectives, those that do are most likely to
stress relationship skills, and skills in observation.
Skills in recording and report writing and skills in
making referrals were also mentioned as being stressed.
An attempt was made to identify differences in
course objectives in mental health, human service,
and other programs, but no significant differences
could be found. Knowledge, skill, and attitude objectives varied little among programs of different
titles.

Course Content
An examination of all 54 course outlines re-

vealed several subject matter areas that were included most frequently. Table 1 lists those topics and
indicates number and per cent of programs including
each.
TABLE 1

Mental Health Programs emphasized subject-matter
areas somewhat differently than human service programs
as can be seen in Table 2.
TABLE 2
A COMPARISON OF MAJOR CONTENT AREAS
IN MENTAL HEALTH/HUMAN SERVICE COURSES

Mental Health Programs
Topic
Roles and Functions
Historical Trends
Community Resources
Definitions
Diagnostic Categories
Personality Theory
Therapies
Attitudes and Values

(20)

No.

%

16

(80%)
(55%)
(50%)
(45%)
(40%)
(35%)
(35%)
(35%)

11

10
9
8

7
7
7

Human Service Programs (26)
TOpic

No.

%

16
15

(62%)

MAJOR CONTENT AREAS

Topic

No.

Roles & Functions of Workers
34
Historical Developments
29
Community Resources
27
Attitudes and Values
22
Definitions of Mental Health and M.I. 15
Types of Therapies
15
Diagnostic Categories
10

Percent

(63%)

Roles and Functions
Historical Trends
Attitudes and Values
Community Resources
Definitions
Therapies

14
13
5
5

(58%)
(54%)
(50%)
(19%)
(19%)

(54%)
(50%)
(41%)
(28%)
(28%)
(19%)

The Tables show that human service introductory
courses are more likely to include content on attitUdes and values whereas mental health programs place
a greater emphasis on definitions of mental health
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and discussion of diagnostic categories. The programs
are quite similar in terms of covering topics concerning roles and functions of workers, historical developments and trends, and community resources. Mental
health courses tend to be more consistent with one
another with respect to topics covered than are human
service courses. A greater variety of topics were
found in human service courses including a tendency
toward more skill content, and more emphasis on a
variety of client populations such as aging, mental
retardation, and drug and alcohol abuse.
Among the programs with titles other than mental
health or human service, too few outlines were submitted for meaningful analysis. Of the 8 which were
examined, four were called social service technician,
two were community service, one was mental retardation aide, and one was psychiatric aide. Those called
community service closely resembled human service
programs and those called social service technician
clearly identified with social work, in that texts
and content were similar to introductory courses in
social work.
Instructional Methodology
An analysis of methods utilized most frequently
by mental health and human service introductory
course instructors was made. Both types of programs
made use of a variety of techniques and no significant difference was found between methods used in
human service programs and those used in mental
health programs. The most frequently used technique
in all courses was lecture and discussion, followed
by use of audio-visual aids (slides, filmstrips,
audio and video tape), and use of guest speakers.

Many courses utilized field trips and site
visits to introduce students to a variety of community social services and resources. Techniques mentioned less frequently but used in some courses included small group discussion, role-plays, programmed
instruction, and contracting.

7

Assignments and Evaluation
Virtually every course relied heavily on written
examination as the major method of student evaluation. Textbook or other readings were required in
nearly every course. Some courses required oral reports and some required brief papers. Term papers
were often assigned and frequently were required to
be about the roles of paraprofessionals or about
various community agencies and resources. Most
courses had a stated attendance policy which penalized students for not attending. Some programs had
very clear rules for absence and tardiness. For example, one program considered three times tardy to
equal an absence, and another counted an absence two
days before or after a school vacation as two absences. Make-up work in most courses was required to
be completed from one week to 48 hours after being
missed.
Texts
The textbook used with most frequency was The
New Professional, by James Dugger. There were 17
(31%) programs using this text. Eight (15%) programs
used Human Services Today by Karin Erikson, and six
(11%) used Human Service Technology by Holler and
DeLong. Other books used by some programs included
An Introduction to Human Service by Alice Collins,
Working With People by Naomi Brill, and Intervention
in Human Service by Eveline Shulman.
Conclusions
Although mental health and human service programs are known to be skill-oriented, introductory
courses are not. Nearly all course objectives are
knowledge objectives. Skill objectives are rarely
listed in introductory courses. Although value objectives are usually not stated as course objectives,
analysis of topics discussed Shows that concern with
values and attitudes permeates the content of most
introductory courses. All too often course content
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outlines do not relate to stated objectives .. That is,
course objectives were not always ref~ected ln the
list of topics discussed. Perhaps thlS sa~s m~re
about our ability to write clear cours~ obJectlves
than it does about what is actually belng taught.
It is also evident that course objectives vary
widely in mental health/human servic~ pr~grams. Even
among programs with common course obJectlves, a~ree
ment ranged from 10% to 20%. Whereas more conS1Stency existed regarding subject-matter areas, even
here, 63% agreement was the highest (re~er t~ ~~le
1). Although thirty major topics were ldentlfl~d
among the programs studied, only 7 were dealt wlth by
at least 19% of the courses.
Although one might expect more disagreement regarding course objectives as compared to program objectives, the study leads one to suspect that programs, by and large, also vary greatly in their
overall objectives.
This lack of widespread agreement illustrates
the enormous need for standards for programs. Perhaps as Southern Regional Education Board and National· Institute of Mental Health proceed in plans for a
program approval mechanism and for competency standards for graduates, programs will begin to respond
more uniformily to the proposed standards.
To date, many programs were created and developed in response to local needs. Often, as local
agencies absorbed graduates the regional demand for
associate degree workers was met, so new graduates,
unless they could be geographically mobile, could not
find employment. This may help explain why 15% of
~he programs identified by Southern Regional Education Board have been closed.
As programs strive toward the production of
nraduates with recognized competencies in knowledg~,
t
s i.er
3kill, and value areas, graduates will flnd 1 ea
co explain what it is they are and what it is they do,
J

•

•

and employers nationally will have a clear understand i n 9 of what is meant by the human service worker.
That there is no clear agreement about what an
introductory mental health/human service course
should consist of is also reflected in the wide
choice of textbooks in use. True, there are few from
which to choose, but programs do not seem to cluster
heavily around anyone and many use no text at all,
preferring a list of selected readings.
Introductory mental health and human service
courses by and large, utilize traditional expository
teaching techniques. Certainly the limitations dictate such an approach where knowledge objectives are
prevelant so this finding is not surprising. Most
courses make use or several expository techniques, in
addition to lectur~ and discussion. Presumably, it
is later in most curriculums, that inquiry and problem-solving techniques are used, that is, techniques
more suitable to promoting skill development.
In exploring n.et.hods of evaluation one finds
course outlines differ greatly in this area as well.
Many instructors do not indicate how students are
evaluated. Many, while listing requirements, are not
clear about the weight of such requirements in the
determination of a .':inal grade. As we move toward
specificity of prog::am and course objectives, we must
also move toward. gr,~ater clarity regarding evaluations. Students demand and are entitled to this information at the outset. While one may presume that
most instructors give this information verbally at
the beginning of the course, much confusion (perhaps,
even a lawsuit) can be avoided if course outlines included this information.
To summarize, this study has shown that human
service and mental health introductory courses, while
sharing some common elements, still reflect great
variation. Until programs become more standardized
we cannot expect to develop similar introductory
courses, not to mention courses in other areas with
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similar content. The implications of lack of program
standardization and lack of similarity in course content extend beyond problems associated with graduates
developing a common identity and ease in seeking employment. Students who wish to transfer from one
college to another find it extremely difficult. Very
few colleges, judging from the outlines examined here,
could award transfer credit for introductory courses,
since content varied so greatly.
It is hoped that as programs respond to the
standards and competencies being defined by Southern
Regional Education Board, the variation, confusion,
and disagreement about what constitutes human service
work and how we introduce it to students will be
minimized.
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WORKING WITH GROUPS:
ROLE OF THE PARAPROFESSIONAL
Stephen R. Perls, D.Ed.

Paraprofessionals in the Mental Health/Human
Services field have been functioning in many agencies
as recreation leaders, mental health technicians,
substance abuse counselors, child care, aging and
corrections workers. In each of these areas, they
have functioned as "outreach workers," "brokers,"
"advocates," "linkers," and "supporters," to name
just a few. They have been used as adjunct staff to
provide more specific attention to individual clients/
patients. Quite a lot has been written about the
role and function of the paraprofessional in human
services agencies (1,5,14) or as individual client/
patient helpers. (2,7,9)
Little seems to have been written about the
paraprofessional as group leader, facilitator, or
group counselor, even though much of his/her time is
spent in and with groups in state hospitals, school
classes, community mental health centers and correctional facilities.

I
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The work of the paraprofessional has been acknowledged by the ~,outhern Regional Education Board
in their project to develop competencies which would
lead to human service worker certification. (11) One
of their expected competencies is in the area of
group therapy where the worker "leads, co-leads, and/
or participates in group therapy sessions in order to
1) provide new learning experiences; 2) to enhance
socialization and interaction; and 3) to develop or
increase independent behavior functioning and problemDr. Perls is Director, Community Services worker
Program and Assistant Professor, Department of Psychiatry at the University of New Mexico School of
Medicine.
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solving." (12) What is needed to have a paraprofessional function effectively as a group worker?* It
has been said by people in the field, that all that
is needed is experience with or as part of the particular population to be worked with. That is, one
must be indigenous to the particular sub-group because only ex-cons, or ex-alcoholics can really work
with these clients, or Blacks and Native-Americans
can only work with other Blacks and Native-Americans.
However, articles by Brooks, (4) Padilla and Ruiz,
(10) Kim, (8) and Dinges (6) forcefully critique present programming and point out a need for new mental
health resources. They are not satisfied with the
traditional mental health service system, yet the indigenous worker is lacking certain attributes. Biller
and Gershon (2) discuss the struggles that ensue in
mental health programs when issues of consumerismprofessionalism, role, supervision and other interpersonal issues crop up. In their review of the
literature, few if any evaluative studies have been
completed which show that indigenous paraprofessionals are more effective than other paraprofessionals
or professionals.
The real concern is, what happens in a group and
what can the leader/facilitator do about it? A brief
excerpt from an outpatient group at a community mental health center gives a flavor of some of the
issues that must be dealt with as well as some of the
skills needed to effectively move the group.
Group Worker (G. W.)

Group (silence)

Client A

"I was upset after the last
session when C told me that I
am just 'connIng myself.'
I
really don't drink so much.
Only a cocktail at lunch, one
or two before dinner and a few
bottles of beer in the evening."

Client B

"Then how come you are in this
group?"

Client A

"I don't know, my doctor told
me that it would be useful. I
just wanted him to give me
something for my headaches."

G.W.

"Has anyone in this group had
drinking as a problem?"

Client D

"Are you kidding? There was a
period of a few years when I
couldn't get through half the
day unless I had a shot of gin
or vodka."

Client E

"When I first got back from
Viet Nam I was so discouraged
with the political atmosphere,
with the attitude of most of
the people who didn't seem to
give a damn that I nearly got
my head blown off. All I
seemed to be able to do was
spend my time at one of two
bars, starting at 10:00 in the
morning until 8:00 or 10:00 at
night. "

G.W.

"How is it going for you now?"

"This is our third meeting
in our series of twelve. I
wonder if anyone has anything they want to talk
about today?"
After a few minutes

*This term will be used to discuss group counselors, therapists, discussion leaders, though much
is relevant for recreation workers and house parents,
to name only a few.

In this group session the Group Worker has
structured the activity and facilitated the beginning
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of a session, fostered the participation of others in
the group to assist in sharing personal experiences,
and finally, shifted the focus on out-of-group to ingroup thoughts and reactions.
The SREB project mentioned earlier has done a
functional task analysis on group therapy activities
of mental health workers and they have developed a
list of eleven indicators which, if accomplished by
an individual, would demonstrate that the worker was
competent in this particular area. The list of the
developed indicators follows:
1. Worker clearly defines goals, structure and
limits of group.

records or nursing notes, as required by
pOlicy and procedures.
11. Worker processes data to supervisor or colleague(s) as required by organization policies and procedures.
(Indicators are not in sequence or priority
order.) (13)
In order for a person to be able to accomplish
the above functions or activities at an effective
level, certain types of skill and knowledge are
needed. They are:
1. Basic knowledge of group process

2. Worker fosters the initiation and sustainment
of trust building relationships within group.
3. Worker fosters involvement participation and
responsibilities of all group members.

2. Basic knowf.edqe of individual psychodynamics
3. Adequate level of self-awareness
4. Basic observational and recording skills

4. Worker draws out client feelings and encourages the release of tension and anxieties
(catharsis) •
5. Worker facilitates reality based feedback to
clients.
6. Worker asks client for suggestions for his or
her own participation in the group.

5. Adequate interviewing skills
In order to more fully understand the above
dimensions of the effective group worker, a further
delineation of necessary knowledge and skill follows:
1. Major elements of group process are:
a.

understanding of goals and how they
emerge.

An

7. Worker reduces excessive group pressure upon
a single client (i.e., scapegoating or overwhelming) •

b. Differentiation of process and content.

8. Worker evaluates and critiques group session
with other participating staff.

c. Communication approaches in small and
large groups.

9. Worker assists participants to learn effective interpersonal behavior within the group.

d. Norms, group standards and pressures.
e. Membership and role development.

10. Worker records significant episodes in client
f. Leadership styles.
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Without the knowledge about how these concepts
affect cohesion, trust and problem-solving, a group
worker would be missing a great deal of the interaction and not really understand why certain activities
have taken place or problems have developed in the
group.
2. Basic knowledge of individual psychodynamics
includes:
a. Some understanding of human growth and
development at all stages and ages.
b. Some understanding of defense mechanisms
and how they become manifest in problemsolving, support or therapy groups.
c. An awareness of the effect of focusing on
there-and-then as contrasted to the hereand-now in intrapersonal and interpersonal
contacts.
d. An awareness of the function of anxiety in
group process.
3. Awareness of self includes a fair amount of
knowledge regarding one's own biases, prejudices, hang-ups and reaction patterns. This
knowledge will hopefully assist group workers
in their ability to remain on the boundary of
the group and enter or withdraw from it as
needed rather than be completely caught up in
it and lose their ability to look objectively
at the consequences of behavior. A level of
self-awareness which enables the group worker
to remain objective during times when a
group's emotionality can become hectic is
central to an effective group facilitator.
Group leaders who are not aware of what motivates themselves oftentimes wind up emmeshed
in no-win situations because they either feed
into the group's fears, apprehensions, etc.,
or they identify too closely with the

participants. If individuals are to become
effective group leaders, they have to be congruent. That is, they should a) do what they
say they do and b) express their feelings and
concerns as they are experienced and not
after a period of censorship.
4. Observation and recording skills require:
a. An awareness of the function of perception
in adequate understanding of either the
participants or observer's behavior in any
group.
b. An ability to describe specific behaviors
rather than summarizing through an interpretation what general type of behavior
was obnerved.
c. An ability to differentiate subjective impressions from specific behaviors.
5. Adequate iDterviewing skills for the group
worker require the ability to:
a. Listen.
b. Talk ,'lith people comfortably.
c.

Shar~

observations and reactions.

d. Encourage comparing and contrasting experiences.
Finally, any group worker must be aware of the
fact that all groups go through a sequence of phases
and that the leader can be a significant influencer
at any stage. Briefly, the four stages which this
author thinks are most important are:
1. Formation stage (preparation)
a. Clarification regarding goals/purposes of
the group.
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b. Who should be in the group (numbers and
types, rationale for inclusion)?
c. When, where and how long should the group
meet?
d. Open or closed group?
2. Initial stage

a. Develop trusting, cohesive environment.
b. Setting operational goals.
3. Middle or developmental stage

a. Focus on specific individual, relationship,
group or community problems.
b. Dealing more directly with conflict and
emotionality both within and outside the
group.
c. Experimenting with new behaviors and reviewing consequences.
4. Final or termination stage includes assisting

a. Participants in becoming aware when they
have attained their goals.
b. In discussing the possible fear and pain
of loss of group (separation).
c. In evaluating the experience for each individual.
If there is consensus that the previously described five areas are important in effective group
facilitating, then it is evident that the indigenous
paraprofessional without specific training is not
likely to work out as an effective group worker.
What type of experiences are likely to aid in the

development of a competent group worker, be they
leader, co-leader, or participant-observer?
1. A formal course in Group Dynamics which describes and analyzes the concepts mentioned
as the first major area.
2. Participation in a laboratory group experi-

ence that focuses not only on group process
issues but on the sharing of feelings and
ideas would lead to a level of self-awareness
that would be useful in a group situation.
Observation and recording can be built into
both items I and 2.
3. Knowledge of psychodynamics can be learned in

a variety of situations. Either through a
course in psychology, personal adjustment or
abnormal psychology that can be taught on an
intensive workshop or inservice basis or a
more typical academic basis.
4. Interviewing techniques need to be taught in
combination with more formalized didactic
presentations and through practical experiences. This can be done through close supervision during clinical experience or in field
placement, or utilizing a workshop model
where didactic as well as simulated interviewing situations are presented and worked
on.

In conclusion, it is evident that the paraprofessional group worker who has a lot of contact with
clients/patients needs to have more than experience
in living if they are to function effectively as
counselors, therapists or facilitators. She/he needs
to have some knowledge and skill in a few basic areas
including: 1) group dynamics; 2) individual psychodynamics; 3) self-awareness; 4) observation and recording; and 5) interviewing. These can be taught
through either formal courses or intense workshops
with followup supervision during their clinical or
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field experiences.

11. Paraprofessional Worker Certification Project #5
T41MH14520. Southern Regional Education
Board. Unpublished study, 1978.
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THE IMPLICATIONS OF THE CULTURAL REVOLUTION ON
HUMAN SERVICES IN THE PEOPLES' REPUBLIC OF CHINA
Lenore Whitman McNeer, Ed.D., A.C.S.W.
Human Services is a new term in this country,
and up to the present time, the work appears to be
both unknown and unused in the Peoples' Republic of
China. As the author attempts to comment on a system
of rendering such services one would normally include
health and medical care, including barefoot doctors,
mental health and mental illness, corrections, welfare, death and dying, developmental disabilities,
drug abuse, and alcoholism as well as problems of the
aging, and sometimes education. For editorial considerations the latter topic and health and medical
care are being addressed by other writers in this
publication.
It is important early to emphasize that all decisions with regard to the above components of the
system are essentially political decisions, based on
national priorities of a socialist society moving toward communism. The Cultural Revolution (Committee
on Concerned Asian Scholars, China Inside the Peoples'
Republic, 1972) stresses equality of individuals,
self-sufficient local communities and freedom from
poverty and self-serving authority. The emphasis
then on equality and self sufficiency is critical as
one attempts to draw generalizations from what any
visitor sees when traveling as a guest of the Peoples'
Republ,ic.
Furthermore, it is important to view the present
developmental process not in contrast or comparison
to the Western world, but in juxtaposition to where
that society found itself twenty-five years ago and
the tremendous gains it has made in meeting the basic
common human needs of all individuals for food,
Dr. McNeer is Director of Human Services,
Norwich University, Montpelier, Vermont.
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housing, clothing, and medical care, in that order.
Welfare
Although the word is used in the Peoples' Republic, it is not describing a system. It may very well
be a left-over piece of language from an earlier society with more western influence. Since there is no
system of state or national taxation, assisting in
meeting the needs of individuals is considered to be
the responsibility of the local commune, factory,
neighborhood district, or community. If the needs
cannot be served through the existing organizations
of daily living, mostly at one's place of employment,
or one's living location, then financial assistance
can be applied for at the next level of governmental
jurisdiction, such as the Community Revolutionary
Committee, the next level of governmental jurisdiction. For the most part the word is used to apply to
orphans, widows, widowers and aging persons who have
no children or their children are not near enough to
take care of them. If an elderly person is no longer
able to work, for example, and for whatever reason
cannot go to live with his or her children, then it
may be that he or she would stay in his or her present housing, receive an allotment from the commune,
cadre, factory, or as a last resort from the government to provide for food, housing and clothing. The
same would be true for orphans, without local family,
who would then become the responsibility of the local
factory or housing area. In view of the fact that
all women of employable age are expected to be in
productive employment, married or not, there is no
comparable arrangement to pay women, without husbands,
to stay home with children. In fact, we were told
that the incidence of unmarried motherhood is practically non-existent.
The local Revolutionary Committee, which is always composed of an older person, a middle-aged person
and a young person is the decision-making body. The
practical result of this design is that everyone is
then pressed to be assigned or related to some kind
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of employment arrangement, because it is through that
organization that most benefits lie. Without employment one is literally "on the streets," without a
ration card and without the likelihood of other
sources of income. This is highly a rational and
pragmatic arrangement, which facilitates the meeting
of national goals for self sufficiency, and high productivity.
Mental Health and Mental Illness
In the changing socialist society there continue
to exist remnants of language usage of earlier western medicine, but adaptive patterns are presently
more apt to be viewed within the context of political
idealogy. So that a person who appears to be maladapted in terms of political or community goals is
perceived to lack an understanding of the political
system, does not have an adequate political education
or fully appreciate the advances of the people.
It follows tihen that therapy is largely political re-education in order to change one's perceptions
or one's involvement with regard to investment in
work. As a result, work is a therapeutic tool, the
major one in rural areas for those who do not carry
their share of responsibility. Barefoot doctors
state that hypertension, depression, schizophrenia,
and auditory halluclnations are treated in the commune hospitals. Loss, sadness, and early depressive
symptomatology can and are treated in the commune
clinic by barefoot doctors. More serious conditions
of maladaptions are referred on to specialized institutes in nearby cities when possible for the services
of specialists.
Mental problems at the factory level are referred
to a specialized mental hospital if the individual is
excited, thinking too much, or is nervous and does
not respond to the efforts of the factory clinic or
dialogue with the Revolutionary Conunittee. The major
causes of irritability appear to be quarreling with
family members, other workers, or neighbors.
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Factory medical workers report that there are
very few problems between wife and husband because
the marriage relationship is like comrades, more like
brother and sister. Workers keep an eye on each
other and call attention to concerns early. The
worker is then referred to the trade union, Revolutionary Committee, or Women's Organization for talk.
Schizophrenia, psychosis, and neurasthenia are
three acceptable diagnoses to the urban medical profession in the Peoples' Republic of China at the
present time. We were told of the use of insulin
therapy but that depression is not seen very often
due to the collective way of life and early diagnosis
by colleagues, family members and neighbors. We had
occasion to visit the outpatient clinic at a Traditional Chinese Hospital where acupuncture was being
used on a young 35-year-old urban woman. The depressed patient had quarreled with someone, and was
worried. Workers helped to keep her calm while the
first treatment was being given and it was decided
that no specialized psychiatric therapy was needed.
The patient was asked about her own desires with regard to treatment, and was allowed to decide among
the options available.
Symptoms of mental illness as seen by city medical practitioners would include insomnia, depression,
numbness, speechlessness, and excitability. There
are very few cases of suicide reported now. They
were greatly reduced after Liberation, but the medical profession states that it needs to study what
kind of person commits suicide. There is some evidence that counter-reactionaries may use suicide to
show resistance to political trends. Some causes of
mental illness might be no job, tension about home,
clothes problems or no one to talk to. Some persons
argue that mental illness is related to the age of
society and that a new society is less likely to have
mental illness than an older culture. The major
methods of treatment include re-education where patients are required to study theories of the socialist system, to visit model projects and have many
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group sessions around political issues. They learn
about affairs of the state and become involved in a
collective work activity during their period of
treatment, a plan we might well emulate.
Mental Retardation and Developmental Disabilities
When one asks the Chinese about their programs
for optimum development of their children, the response always include a bit of history. In this
ancient land their social organization is so new,
Liberation having occurred in 1949, that they are
still developing their programs in education and
child care. But they have done a number of things to
prevent handicapping conditions in children, and to
improve the healG~ of all children. The problems of
famine, malnutrition, poverty, disease, illiteracy,
and high infant mortality have been tackled and
solved to a remarkable extent in twenty-five years.
Of course, they have problems of retardation and mental illness and learning disabilities, but at the
moment these are not problem solving priorities to
the government. And one does not see much evidence
of physical or mental impairment as one moves through
the countryside.
An outstanding feature of Chinese society is the
group's concern fo r the individual and each individual's concern for others and the group. So retardation is a problem t~e family or group faces and seeks
to solve. Parents don't hide their retarded children.
The family can count on community support and the retarded child can count on his family. Mental retardation can be handled in school and factories by mainstreaming, finding a role the person can fit into
comfortably~ Retarded individuals can function better in the Chinese society because personal competitiveness is at a minimum, and the agrarian society
has many less complicated tasks.
In regard to Cerebral Palsy, the author talked
with a 10 year old in Loyang who was well dressed.
She goes to school, lives with her family, will have
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a simple factory job, and it is guessed that she will
marry and have children. She was described as having
"muscular trouble" by the guide.
Corrections, Prisons and Legal System
There are prisons used mainly for political enemies who can be rehabilitated, "re-educated," and released when they come to a new understanding of the
socialist system. Crimes of violence, rape, bodily
assault and murder are seen to be bourgeoise attitudes. However, crimes of robbery and theft are the
main causes for incarceration.
Deviance of any nature is presumed to be correctable by persuasion. Immediate rehabilitation is
done through productive work, group political discussions, through lectures and visiting model communes,
until the individual catches on to how one should
function in the new society. Only recently a large
group of political enemies from revisionist times
were released because there seemed to be enough cohesion in the society to absorb them, and their ideology was sufficiently modified. Rehabilitation is
primaril~ bas~d on group discussion, not unlike group
therapy ~n th~s country, but politically centered. It
foc~ses on ~he offender's background, including the
soc~oeconom~c status of his family before 1949
details of his objectionable conduct and his motives
and may be dramatized by self-criticism carried ou~
in front of his neighbors or fellow workers. One of
the problems continues to be that if one is "reformed"
in prison, one still has to go back into the same
society from which one came and which may have contributed to the behavior in the first place. Persons
~o do confess and then relent can sometimes go free
~f there is enough evidence that their attitude has
changed. If one refuses to confess, one can be
brought before a tribunal and sentenced to execution
or life imprisonment, partiCUlarly for espionage. No
matter what the charge is, all criminals are housed
and pr09rammed together, including those young people
who run away from communes, come back to the city,
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cannot get a ration card, and are literally "on the
streets." Group therapy is being developed in prison
reform but at a slow pace. One of the reasons is
that psychiatry as we know it in this country is
still in its infancy. Psychology as a discipline was
abolished at the university of Peking in 1959. There
is little contemporary understanding of the social
disturbances and deep psychological complexities
which may be a part of criminal behavior. The society continues to see aberrance mostly in political
terms and therefore much of the group discussion
centers around class societies, social imperalism,
and the transition from socialism to communism. The
revolutionary committees continue to hold major decision making about the future of a person who has
committed acts against the co~unity's standards of
behavior.
Allyn Ricketts, author of Prisoners of Liberations, gives a graphic description of the legal and
correctional system. Although the Chinese have a
formal legal systam, it plays only a minor role in
settling disputes and in punishing conduct which is
thought to be seriously anti-social. A Supreme
Peoples' Court in Peking is at the top of the system,
with intermediate-level courts in provinces and
cities and basic-level courts in rural counties.
After the Revolution it was felt that they were not
needed, the people could decide. Although persons
who had been lawyers may work in judicial processes
and offer their suggestions, they may not appear in
court in behalf of the client. There is no advocacy
relationship between the individual and the socialist
state. There was an attempt at one point in 1954 to
experiment with the soviet system of Peoples' Lawyers,
and around 1967 there was an anti-rightest movement
developing a professionalism of jUdicial people, but
this did not last long. That year law schools were
closed and have been closed until recently.
The typical professional will not brook interference by another non-professional, such as a member
of the Revolutionary Committee. Between 1960-67
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there was an attempt to push through certain legal
concepts such as presumption of innocence, but the
political leaders said all decisions must be made by
the revolutionary leaders.
The Peoples' Republic appears now to be moving
toward its historical heritage of community decision
making, of having issues settled by the community,
rather than by a complex national decision-making
system. It is this local level organization, more
important than formal legal institutions, that has
relied on mobilizing the populace to carry out public
policy. The neighborhood committee bears fundamental
responsibility for maintaining public order through
consistent attentiveness to the activities of their
fellow citizens.
As long as there is a changing society, there
will be crimes, and the problems are not solved by
putting people in jail. Escapees can be shot while
trying to escape, and the question always is "Why did
you try to escape?" Some reasons would include young
people who were sent to the countryside and it didn't
work out. If caught escaping, they would be talked
to and would be sent to another commune. Also there
are those who get involved in complex human relationships, such as with someone else's wife, and it is
too sensitive for the community to handle so the
couple may try to get out of the country.
Anyone caught in a crime, and they do recognize
such ones as counter-revolutionary activity, espionage, and murder, brings tremendous "loss of face" to
his family. The sense of family face continues to be
strong even in the new society. The range of sanctions goes from public criticism or short-term detention, decided on by the local police, to imprisonment
in a "labor reform camp" or the death sentence decided
on by a court after a formal hearing.
The Elderly
Institutions for the elderly, as they are known

in this country, rarely exist in the Peoples' Republic. Most older persons live and are supported by
their children, or they live with their children and
receive pensions from the closest government jurisdiction. Many were found wandering in the streets,
particularly after the Liberation, and if they did
not want to leave their own cities, they were placed
in government, factory, neighborhood, or commune-run
homes for the elderly. If one visits such homes, one
will find books, TV, classes in literacy, and particularly political discussions to "re-educate" that
generation. Because of the residue of Confucian
ideas about women that advocateq throwing out girl
babies, much re-education continues to be needed. In
many settings older persons are taught to be story
tellers about how it was before Liberation, just to
keep alive the revolutionary energy against the earlier exploitative life conditions. Many elderly are
helpful in their neighborhoods by taking care of
children in the nurseries, or older men do marketing
for younger families in their housing unit., Some
even get up and prepare breakfast for the younger
couples who are employed so as to save them time and
energy. Again their utilization of older people to
facilitate the activities of the young come under
their rubric of "walking on two legs."
Summary
What we can learn from observing this experiment
in socialism on its way to communism, so different
~rom that being developed by the Soviet Union, is the
lmportance of the concept of self sufficiency.
Whether it be for the individual or the nation, as
our recent experiences with welfare budgets and energy needs have taught us, it contributes to the worth
of each individual and his or her contribution to the
community. It is not too late for us to move towards
more local decision making, accompanied by local responsibility, which holds each individual increasingly responsible for his or her choices and actions. We
need to make it possible for every person to contribute productively towards the needs of all persons in
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the community. It is almost ironic that the Peoples'
Republic has abandoned formalized religion to carry
out a political idealogy so deeply rooted in the most
sophisticated concepts of Christianity. We have much
to learn about what is a community in its most profound sense. Maybe it begins with adequate food,
housing, clothing and medical care for all, with as
little exploitation of each other as possible to
achieve one's own goals. This visitation raises many
questions about the self centeredness of individualism and capitalism developed it in the democracies of
the western world.
Much of the future of the Peoples' Republic will
depend on how successful the society is in controlling urban growth, the pace of the industrialization
and keeping the revolutionary energy at a high level.

CONFRONTING AND COPING WITH GROUP PROBLEMS
Faye Rison Scott, R.N., M.A.
The evolutional development of groups is generally accepted by most group theorists. All of them
hold that all groups pass through a series of qualitatively different levels of organization and that
the ordering of these stages is invariant. That is,
if the group is going to reach a mature, effective
functioning level, they will pass through all the
evolutional stages, and they will do so in a fixed
order. Moreover, the ordering of the stages is held
to be invariant: this means that the group cannot
skip a stage or reorder them. In essence, all groups
who develop must pass through each stage, in the specified, invariant sequence.
Each of these evolutionary stages have a qualitatively different organization from every other
phase. But group!; may differ in their rate of progression through t.he stages. It may take one group
one hour and another group several hours to pass
through the same stage, but all groups pass through
the same stages Lr, the same order. Groups may differ
in their final level of evolutional stage reached.
That is, problems develop, the group cannot resolve
its differences or it is terminated or dissolved. The
evolutional development of the group is thus stopped.
Thus, it is important to be aware of problems that
groups face in the evolutional stage of development.
Hopefully, this awareness will help the group to recognize these developmental problems, so they can be
faced, coped with and resolved, since every stage has
its critical developmental symptoms and problems.

Mrs. Scott is with the Department of Human Sciences at the Metropolitan State College in Denver,
Colorado.
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The general Problem areas are as follows:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Identity problems
Dependency/Counter Dependency
Apathy and Nonparticipation
Conflict, fight and defensiveness
Sharpened interaction
Lack of norms and unclear goals
Unadequate decision making and problem solving
Lack of risk taking behavior
Problems with intimacy
Termination anxiety

1.

IDENTITY PROBLEMS

defense for mutual protection; Need to agree
with the group in an attempt to be accepted;
General data sharing is safest; Assumption of
roles that have proven to be comfortable in
past experiences; Need for security and trust;
Need to establish leadership role for self;
Need to achieve status in group
3.

Symptoms Expressed: Low level of participation;
Conversations drags--frequent yawns and members
dozing off; Complaints--"I have never been in a
group that had so much trouble getting
started!"; Common complaint--"This group bores
me;" Questions that are unanswerable--"Why?";
Asking for definitions and explanations

Symptoms Expressed: Requests for structure;
"Let's go around the room;" "We need some
structured experience;" Inability to respond to
each other (POP FLOPS); Smiles and being nice;
Sharing of "THEN AND THERE" materials; Attempts
to hide true feelings
Diagnosis or Causes: Need to gather data on
appropriate group behavior; Need to act with
discretion; Search for security in an unknown
situation; Brings expectation from other group
experiences; Reluctance to involve self; Need
to protect self from unknown dangers; Need for
affiliation--to make friends
2.

DEPENDENCE AND COUNTER DEPENDENCY
Symptoms Expressed: Shows aggressive domination;
Joking, playboyish behaviors; Looks to the
leader for directions; Wait for other group
members to make the first move; Silence and reluctance to involve self; False consensus-agrees with the group--right or wrong; Let the
leader take the responsibility
Diagnosis or Causes: Dependency on the leader to
supply directions; Need to establish a line of

APATHY AND NONPARTICIPATION

Diagnosis or Causes: Members are experiencing
confusion; Much anxiety due to lack of productivity; Uncertainty over purposes and procedures that t.he group will follow; Expects the
leader to assume the total responsibility;
Attempts to avoid anxiety and responsibilities;
Disagreements on the structure that the group
will follow; Diffused anxiety prevents the
group members from focusing on the point of
discussion
4.

CONFLICT, FIGH'r AND DEFENSIVENESS
Symptoms Expressed: Ideas are attacked before
they are expressed completely; Members are impatient with one another; Members take sides
and refuse to compromise; Members attack one
another on personal levels in subtle ways;
Attack before you are attacked--is the general
behavior; Disagree with the leader's every suggestion; Sub-group competition
Diagnosis or Causes: Major concern is to establish status within the group; The purpose of
the group is unclear; Personal goals are in
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conflict with the group goals; Members are
seeking support from peer group and friends;
Engage in a leadership struggle; Leader has not
clarified role and position; May feel unable to
meet the demands of the group; Testing of the
leader's capabilities; Need for dominance (to
be a leader)
5.
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feel unsure of their abilities to accomplish
~he goal; The goal was set by the few powerful

group members and not the total group
7.

symptoms Expressed: The group has problems in
deciding on anything; The group makes very
rapid decisions without much discussion; The
g r oup makes its decisions at the last moment
. t" apbefore closure, The "Does anyone ob]ec
proach is generally used; The discussion wanders into abstractions; Individuals are
attacked and told "You are the problem;" Group
members call for definitions; Redefinition of
minutes points are discussed to death

SHARPENED INTERACTIONS
Symptoms Expressed: Increased verbalization,
articulation and intellectualization; Much emphasis on long explanation of one point; No
worry about wasting the group's time; Much advice--"You ought to have done such and such;"
Playing of "yes, but" and the Twenty Questions
game, etc.; Use of wordmanship--just to add interest to intellectualization

Diagnosis or Causes: The group calls for premature decisions; Problem or decision are too
difficult for the group; The group is low in
cohesiveness; The group lacks faith in itself;
Decision making is threatening to the group;
The consequ~nces are unclear to the group;
There is a fear of failure for the individual
group members; The group uses inadequate problem solving procedures; The group is not assuming responsibilities for its decisions

Diagnosis or Causes: Attempt to avoid personal
disclosure and involvement; Anxiety over personal needs or interpersonal conflicts;
Attempts to remain involved in the group without personal commitment
6.

LACK OF NORMS AND CLEAR GOALS
Symptoms Expressed: Disagreement with goal suggestions; Every suggestion made seems impossible; Several members seem to try to push ideas
off on the group; Some members insist the group
does not have the know-how or experience to
accomplish anything; Each member has a different idea of what the group is to do; There is
much clique and sub-group formation; The group
gets stuck on inconsequential points--e.g. (define such and such a word)
Diagnosis or Causes: The goal is stated in general and nonoperational terms; The goal is not
understood; The goal is not agreed on by the
majority of the members; The goal does not meet
the individual needs of the members; Members

UNADEQUATE DECISION MAKING AND PROBLEM SOLVING

8.

LACK OF RISK TAKING BEHAVIOR
Symptoms Expressed: Continua~ion of group ~ame
playing; Limited personal d1sclosure; Ask1ng
for non-verbal exercises that are known to be
threatening; Demanding that some one else share
"your real self" first; Speaks little or not at
all about self; Denial of personal feelings;
Playing amateur psychiatrist with each other;
Limited personal sharing
Diagnosis or Causes: Flight from self-knowledge
(a group is only as threatening to a ~e~er as
he is to himself); fear of intimacy w1th1n the
group; Flight from responsibility to change;
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Fear of disclosing the worst of one self; Problem of guilt or shame; Fear of rejection by the
group; Cultural and societal backgrounds are
blocks
9.

PROBLEMS WITH INTIMACY
Symptoms Expressed: Member appears to be easily
threatened by others' attempts to get close;
Attempts for feedback are rejected by the member; Ignores requests for sharing; Members refuse to reveal themselves in any significant
way; Members flee intimacy (the fear of human
relations is greater than the fear of death);
Nonverbally they express the message "Don't
probe;" Members skirt self-revelation by bringing in then and there issue
Diagnosis or Causes: The group may be unable to
express support; Have difficUlty in entering
another's world (showing empathy); Members may
not have felt understood; There is a need to
build the trust level of the group; The level
of confidentiality may be questioned; Need to
develop general respect for each other as members; Critical judgment may need suspending;
Need for reinforcement of positive changes in
behaviors

10. TERMINATION ANXIETY

Symptoms Expressed: Low level of involvement and
withdrawal; Limited sharing; Concerns over obtainment of group goal; Loss cycle is shown-denial, shock, hostility, acceptance, resolution
Diagnosis or Causes: The group has not met its
expectations; The members have not met their
personal expectations; The group's goal is not
accomplished; The behavioral changes are questioned in their application to the real world
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Underlying the
group themes

~roup

problems are five basic

1. Problem of Identity:

Who am I in this group?
Where do I fit in?
What kind of behavior is acceptable and appropriate here?
2. Goals and Needs:

What can I get from this group?
What are my needs and can I get these needs met
in this group?
Can the group goal be consistent with my needs
and goals?
What do I have to offer the group?
3. Power, Influence and Control:

Who will control this group?
Who will decide what will be done?
How much power and influence do I have?
Can I meet the responsibilities from the group?
Will my influence be accepted?
4. Interpersonalization and the Issues of Intimacy:

How close wiLL we need to get to each other?
Can we learn to trust each other?
Can I trust tr.is group?
How can we ~chieve trust and intimacy in this
group?
5. Personalization and Group Process:
What will I get from this group for myself?
How can I use this learning outside of the group
in my personal life?
Treatments and Ways of Coping:
1. Double check the diagnosis of the group's problem
--check with the group "Is this the real problem
and are there other underlying problems?"
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2. Determine if it is a real conflict or just a conflict of values
3. Develop skills of letting yourself be known--self
disclosure
4. Effective Communication Styles
Expression of feeling and emotions; Showing
empathetic understanding; Develop climate of
support; Show genuineness and respect
5. Confrontation
Responding growth fully to confrontation; Self
confrontation; Tactful confrontation of others
6. Listening and Attending

i
'I

I

Hear the other's point of view; Try to restate
and rephrase what you heard; Check to see if
what you heard is what the person meant; Develop
reflective and active listening skills

-u
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7. Decision Making and Problem Solving Techniques

(According to Napier)
Identify that a problem exists and what is it;
Diagnose and clarify the problem; Generate alternatives; Select solutions; Implement solutions; Evaluate; And readjust solution
Simply stated clarify the problem, generate and
evaluate possible solutions, decide together the best
solutions, plan the implementation of the solution-who, when, where. Plan for the evaluation of the
solution and readjust as necessary.
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"MY LITTLE STORY ... "
Terry Haffner, MHT

I have this need to tell the world a story; my
story. Why is this need here now? How do I begin?
Do I think or feel that I am someone special? If so,
what is special?
My "heartbeat," my "brainwaves," my "shadow,"
and my "voice" could easily give you an understanding
of my life and some of the very special people surrounding it. Why do I want to reflect on it all now?
Because very soon I will experience something equal
to that of a cres~endo in music. Only my crescendo
will lead to others important to me in my future.
I'll be receiving an Associate of Arts & Science
degree in Mental Health Technology from Purdue University. It's a two year program of combined classroom work and many intern experiences in outside
social service agEncies. It's far from a Ph.D.;
I've not achieved high honors; but to me it's far
greater than just an educational achievement. Simply
put, this all symbolizes what the gift of life has
meant to me, to say nothing of the chance to grow,
learn, and be a part of life despite the odds which
seemed to have ganged up on me 22~ years ago and try
now and again to push their way in. That 'second
time cap and g01Nn' feeling will once again be mine
and right now, it would take the Supreme Court to
prove that anyone could be happier than I am. Wow!
what a zenith sensation.
Let me peer over my shoulder and set the scene
as it was for two very real people who were soon to
become parents and later raise a family of six children •...
This was presented as partial fulfillment for
the requirements of MHT 298, Seminar in Mental
Health: Topic, Euthanasia, and is being shared with
permission of the author: Terry Haffner.
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"It looks like it will be twins, at least more
than one." So were the words spoken to Ken and Betty
Haffner. By now they were really feeling the "twang"
of the idea ... Mom and Dad. Their families, relatives
and friends shared their joy. A dream was soon to
materialize.
Like most newly expectant parents, their main-order was for strong, healthy babies. There was little room for thinking about what would happen if that
order didn't pan out. The doctor was right--on
September 25, 1952 it was twins for the Haffners; but
their order was not completely filled.
My grand entrance into the world came several
minutes ahead of my twin brother. It was more than
an entrance into the world; it was a very memorable
one for those involved in the delivery room process
--doctor, nurse, anesthesiologist. The mood and
faces were that of awe struck, shocked and perplexed
feelings. I was what most people just never think
about having--"a birth defected baby." This bundle
of joy weighed in at about 2~ lbs., minus arms and
partial legs.
(Similar to a Thalidomide baby ••. I am
not, however. I am representative of what is known
as FFU Syndrome, which is loss and/or deformed femur
fibia, or ulna bones.) It was a crucial delivery an~
much blood was lost requiring Mom to be quickly put
under. Second in line, was my co-partner for nine
months who greeted the world with good health and was
fUlly equipped with all fours. "Thank God he's O.K.,"
I'm sure was uttered. For him, "all systems go"
seemed obvious. But I too, wanted to be part of that
team and wanted as he did, a place in the world.
The shock, disbelief, 'could this be happening
to us,' and fear, plus a host of questions hungry for
answers were indeed an unbelievable reality, and it
was happening to them. Total helpless feelings and
bewilderment were a very real part of their lines
then. The word "future" was not a clear word in their
vocabularly at first. It was especially hard to see
mine.
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Terry (me) and Tom were our given names. Tom
was taken-home. I was now receiving severe pneumonia
as the icing on top of all the odds knocking at me.
It was a three month bout, but to get on with things,
it soon ended. God must be given the credit for that.
It was then that everyone began hearing my message-"Hey, I think I can make it, with a little boost.
I'd really like to try this business of living. It
sounds kinda' fun." This is the message which I want
to get across to others--mainly parents, disabled, or
those not sure about their reasons for living, and
those like me, who are sure. I have so much never to
be taken for granted ...• besides being given our names,
we were given equal doses of love, warmth, affection
and concern. I feel I had a little more on my side
..• my parent's strong faith, growing understanding
and acceptance and a belief in my future. Spoiled
rotten was also arplied to my growing process.
My intention is not to bore you with a complete
factual rundown of my development. It probably would
be very similar to yours or your childrens'. I
played cowboys and Indians, camped out in the backyard, had a terrific siren in cops and robbers episodes, and progressed with others in school. But all
of these normal type things were possible because
from the onset, my parents sought and received what
we both felt was the best in orthopedic surgeons,
(Dr. Wayne Glock, since retired) along with his fine
and skilled team. He became our second God through
thirteen or so major corrective operations. During
one of these operations, Mom blew up one of those air
mattresses and spent the night in the hospital room.
I was about 8 years old then. With the success of
corrective surgery, I was fitted with my first artificial arm at 2~ years of age. As most parents watch
their children's antics at this age, mine too, became
thrilled in a new sort of way. Tom was walking and
doing all the things babies do. I was scooting about,
sitting up, and with my first arm, was learning from
Tom how to create chaos in and about. Our furniture
became my drums. All of this spells out another real
piece of reality in my life--artificial arms and legs,
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and expenses. In SQ many words, however, a small
price to pay. What would you pay for arms and legs
and the best of chances to be independent? Generally, despite these extras in my growth, my parents
recognized I was not really any different in growing
up. Realization of my limitations, yet familiar with
my abilities was I. I was made to realize my head on
my shoulders counted for a hell of a lot.
Acceptance for who and what we are seems to be a
basic yet vital need perhaps more so for those of us
with disabilities who feel at times we must prove our
worth far beyond others. It was and is important to
me and my family that I am more than a statistic,
~ore than a conversational piece and more than an obJe~t to be pointed at, stared at, and talked about.
~h~ldren are cur~ous and they look longer.
Some in
ac~, m~y, are ~gnorant to the point of blunt verbal~zat~ons upon sight of a disabled person.
They're
honest and have simple ways of tact. Some adults are
equal, others are more ignorant with a seemingly refu~al to be educated.
I have a strong distaste for
t~~s type of imbecile who will never move out of your
s~ght, but chooses to leave his jaws open, and wait
w~th eyes and ears peeled to see if you are real, can
talk, eat, etc. But the feeling of being accepted ~s
a person for whom you are is great fun. My parents
were very pro~d,of me and were always ready to list
my human qual~t~es and accomplishments and skills.
But they never ~eallY got used to those types of people and respond~ng to an uneasy situation. Then, and
even now, there are situations when people talk around
or over me, choosing not to direct the conversation
or, their questions to me. People tend to feel retarda~~on or deafness accompany a physical disability.
I 11 not tolerate this either. Sometimes I'll be def~nsive, using the mechanism of "intellectualization."
S~mply, I respond as a polished college student throwing out big terms and large but appropriate words.
This always seems to throw them off. They search for
words and an adult response. It's funny!
Since I'm reflecting on the past for me and my

parents, especially, all the decisions during my
birth and as I grew, it's only fair that I relate to
you my general feelings about issues of abortion and
euthanasia. I often question ours and other's societies ways of thinking about life ... of giving it .•• of
taking it. My feelings and thoughts are mixed, yet I
ask why do parents so quickly give up their babies
when possibilities are great for a good future. My
little story represents what it means to have a bond
of love wrapped around giving, guidance, concern, motivation, discipline and care. It represents parents
who have worked things through. I think it says
there are still many like them. "Ya! why wouldn't I
question topics and realities like abortion and
euthanasia!"
Well, our family grew beyond Tom and I. There
is Cindy, 19, a rursin<;J student; Tim, 15 and Sandy
14, are high aohooL students with A averages; and
Steve is an all boy, 10 year old. Tom, by the way,
is a successful mechanical Engineer. Dad is a sales
representative wich Indiana & Michigan Electric Company. Mom is tops as a housewife, mother, my chauffeur, and much more.
As a final scenero, I would like to stress that
those of us with mi.nor or severe physical inconvenience represent tile large minority. We are now calling attention to the facts at hand. We are not all
vegetating, hiding, sitting in front of the T.V., or
manufacturing self-pity, nor do we receive others'
pity. Many of us have always been in the mainstream
of life, are very successful and productive. We're
doing what you ' re doing--many times we '. re doing it
better. Some of us are more readily accepted by
others. It's when we don't accept ourselves that it
gets scary. It's important that we give ourselves
positive strokes. I do it every day. It helps to
keep my head on straight. But there's not a damn
thing wrong in believing in yourself. That desire,
that spark, must first be there in order to reach
what it is you're after.

Cic:··
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" ... 1 was born without arms and legs, so if I
were offered real ones, naturally I wouldn't turn
the~ down. But neither would I trade my past, my
famlly, or the many things I've reached for touched
and held on to. Life is a gift--precious ~d real!"'

The degree I'll be receiving will be a part of
my family and my future looks br;ght.
I I m one h appy
...
guy! !

EPILOGUE
A,version of this assignment appeared in The
Exceptlon~l Parent Magazine. Mr. Haffner received
the Alumnl of the Year (1978) Award from the Fort
Wayne Organization of Human Services.
He is currently Coordinator for Access-Outreach
Society for Crippled Children and
Em 1 0 '
hls ~o~ lS funded through the Comprehensive
p -YIDent Tralnlng Act under a grant authored by
Mr. Haffner.

~~u1~: Al~e? C~unt~

THE PURDUE !?ROGRAM, AN UPDATEI
Robert W. Hawley, ACSW
Thirteen years ago a group of 32 students began
a two-year training program at Purdue university, Fort
Wayne, Indiana that was to lead to the formation of a
new vocational area--the mental health technician or
the human services worker. 2 The Purdue Associate Degree Program which was developed in 1965 through a
five-year National Institute of Mental Health Training
Grant, has graduated over 300 Mental Health Technicians.
Graduates of the Purdue program have been
successful in a variety of different vocational and
academic careers. Some have used their training to
improve life within their own families and their own
selves. Others have pioneered in finding part-time
jobs that have allowed them to continue with their
family life while serving the larger community.
Several have become heads of small agencies and
federal programs. Others continue to serve in
auxiliary capacities in innumerable social institutions and agencies.
Many MHT grad.lates have continued their education, often in the allied fields of special education,
psychology, social work, etc. A recent survey of 75
graduates revealed that 30% had not continued their
education, 39% were enrolled in various BS!A programs,
27% had completed a second degree and 4% had received
a Masters Degree. Some are working on their doctorates. 3
Robert W. Hawley is Associate Professor of Mental
Health Technology at Purdue University, Fort Wayne,
Indiana. Initially he was a member of the communitybased advisory board, later a volunteer practicum
supervisor, and finally a faculty member and at this
time, Program Director.
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The ~urdue Program (see Appendix) develope~ the
,
t ' which a broad range of sk~lls
general~st concep
~n
.
.
e ne s s non-verbal commun~cat~on,
(empathy, se lf - awar
,
4
active listening, etc.) are taught.
These a~e ap.
erous
helping
areas
and
roles ~nstead
pl~cable to num
.
of a medical model competence that pr~uces an ass~stant to psychology, social work, nurs~ng, etc. Thus,
the graduate tends to experience themselves aS,a
"new" professional in lieu of a "para" profess~onal.
About half (33 of 68 credit hours) of the cur~ic
ulum is basic English, Biology, Psychology and Soc~ol
ogy courses that are traditional to first and secondyear college students. These are easily transferred
to other college majors. The core MHT classes w:re
developed as a unique educational process. At f~r~t
these were transferred as electives and due to the1r
newness, usually needed a letter of explanation. Now
tha t purdue' s MIlT program is the "Grandfather of Human
Services," less documentation is required.
The MHT courses basically consist of two tracts:
the group dynamics courses and the lecture-practicurn
classes. The academic year begins with a special preschool camp (MHT 121) based on National Training
Laboratories small group model. This is staffed by
educators and practicing clinicians and is held off
campus in a retreat setting. The first two semester
groups (MHT 110 and Ill) are personal growth and
skills oriented. The final two semesters (MHT 210
and 211) are devoted to more specific treatment
modalities (TA, Gestalt Therapy, Psychodrama, etc.),
and the four lecture-practicum courses consist of
three hours campus lecture and four hours spent in
direct client contact under professional supervision
in a community agency. These are five different practicums in the two-year period of 500 hours as recommended by the National Organization of Human Services.
Half of these hours are spent in a special summer
practi~um that more realistically resembles the real
work week.
From my experience I would suggest:

1. The successes Of the Purdue progrqm has been
the ability to matriculate "health engendering u5 who
are open, honest, and caring. They believe in the
value of themselves and others and in the ability of
people to grow and change. Each applicant is interviewed upon presenting a biographical data sheet.
Prior academic attainment has been the primary concern
of the University Admissions Department.
2. Practicum has been the bulwark of the program
and consistently seen by students as essential to
learning and growth. Since it must be supplied by
the community, a close sharing relationship with the
helping community on all levels has been essential.
3. Training for a dead-end job in these changing
times has been well-documented as ineffective and I
believe immoral. Thus the generalist concept is of
utmost importance. Not only is it necessary to have
career ladder and lattice jobs but also education.
The effective curriculum is one in which there is a
high level of transferability to other educational
programs and institutions.
4. It is important to have some process of
accrediting prior in-service training and life experiences.
5. MHT/Human Services programs are most valuable
housed in an academic setting that enhances their
autonomy, philosophy, and experiential learning needs.
6. A variety of supportive systems are required
for minorities including mature family focused students who I experience as having the highest drop out
rate.
7. Finally, the original intent of the founders
of the Purdue program was to provide a unique college
atmosphere in which students participate in their own
education through direct interaction with each other
and the staff. I continue to believe that learning
Occurs most effectively in an atmosphere of trust and
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APPENDIX

acceptance where feedback flows between students,
faculty, client, and community.

PROCRAM IN MENTAL HEALTH TECHNOLOGY

FOOTNOTES
Ct.

1 Th i~s paper ~s
, based on a workshop entitled

"Human Service Programs in Institutions of Higher
Education," given at the Midwestern Conference held
in Plymouth, Michigan on May 10, 1979 and sponsored
by the National Education Center for Paraprofessionals in Mental Health.
2

Hadley, John M. and John E. True, and Sherwin
Kepes, "An Experiment in the Education of the Preprofessional Mental Health Worker: The Purdue Program,"
Community Mental Health Journal, Vol. 6 (1), 1970,
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EPIDEMIC CARING*

GALLOPING HORSES SEER WILLOWS
WITH

TI~lli

UNSPINNING --

TIME BURNING IN THE CHASE
FOR A NEW PLACE TO REST;

FOR PASTURES WHERE THEY
Cfu~

LIFT DROOPING LILIES

TO RING WITH THE BOLDNESS
OF CARILLONS

WHERE THEY

CAN TURN THE BLOOD OF LASHES
INTO BLOOMING ROSES.

AND THO' THEIR PATHS DIVERGE
TO VARIED FIELDS, THEIR CARING
WILL ALWAYS BE EPIDEMIC,
THEIR SHARING, ALWAYS GREEN.

~ Wemara, 1978

*Written for the graduating ceremonies,
Wordsworth Human Resources Center, August 1978.

