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Two preliminary evaluations 
were conducted by surveying the charts of 
15 chronically disturbed adolescents and 
young adult patients (ages 15 to 30 years) 
and 23 chronically disturbed adolescents 
(ages 12 to 18 years) treated in a tertiary 
surrogate family model hospital. Drug and 
alcohol use of patients and their parents 
was assessed in the first patient population. 
Results indicate that 40% of the patients 
had at least one parent who formerly used 
or is still addicted to drugs or alcohol (or 
both). The second survey examined the Glob­
al Assessment Functioning (GAF) scale 
administered to 23 adolescents on admis­
sion and at discharge from the hospital. 
Scores on the GAF had improved at dis­
charge in 19 of21 patients whose length of 
stay ranged from 2 to 12 months. 

The information gathered from the ret­
rospective surveys of the medical charts of 
these two patient populations helps to bet­
ter understand multigenerational influence 
as a probable factor in the development of 
the chronically disturbed adolescent. Also, 
it shows how small psychiatric hospitals 
may conduct ongoing outcome studies that 
could be useful to improve staff morale and 
produce evidence to case managers and 
third-party payers that their treatment pro-
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grams provide both positive patient care 
and positive results. 
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The chronically disturbed adolescent can be 
defined as a young person between the ages of 12 
and 19 years who has a variety of symptoms, 
including social and psychological fragility, tran­
sient psychosis, and vulnerability to stress, lead­
ing to multiple hospitalizations. Substance abuse, 
denial of illness, rebelliousness of youth, poor 
impulse control, and issues of violence often com­
pound problems. These symptoms have also been 
attributed to the chronically disturbed young 
adult patient (~20 years).1-5 

The number of Americans between the ages 
of 10 and 19 discharged from psychiatric units 
between 1986 and 1987 increased 43%, even 
though the population of this age group declined 
11 %. Among children younger than 18 years, 
12o/o-roughly 8 million-are in need of mental 
healthcare (Wall Street Journal, February 3, 
1989; Section A, pp 1, 6). About 31 % of these 
children enter primary care hospital units. Of these 
patients, 60% are discharged to their commu­
nities and continue in outpatient care, family 
therapy, or day care with supportive medica­
tion. The other 40% of these patients remain 
suicidal, pose a danger to others, or have little 
self-help skills, and need more care. 

The history of having been a victim of sex­
ual abuse is widespread in this population. Many 
of these disturbed patients, who disdain author­
ity and schooling, run to the streets, most often 
to continue heavy drug use. Involvement in vio-
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Ta b le 1 
Drug and Alcoh ol Use of P atient s a n d Th eir Parents­

Inpatients Discharged Janu ary 1, 1988 Through May 31, 1989 (N=15) 

Patient's 
Case Age, drug use 
No. yr Gender history 
It 15 Male Multidrugs 
2 19 Male Angel dust 
3 f 21 Male Multidrugs 
4 16 Male Multidrugs 
5 20 Female Not known 
6§ 19 Male Not known 
7 21 Male Multidrugs 
8 21 Male Not known 
9 19 Female Multidrugs 

10 23 Male Not known 
11 30 Male Not known 
12 26 Male Multidrugs 
13 22 Male Multidrugs 
14 15 Male Multidrugs 
15 17 Male Multidrugs 

; Divorced CD) or number of marriages. 
Father died of overdose. 

: Patient had used drugs since seventh grade. 
Mother had bipolar disease. 

lent crime is common. More often than not, these 
young people are faced with little alternative 
other than the recommended extended hospi­
talization. Those most fortunate among the chron­
ically disturbed young population are placed in 
tertiary-care hospitals where they can receive the 
extended psychiatric care they need. 

All mental hospitals are faced with an ever­
changing symptom picture. Thus, they grope for 
a way to diagnose and understand their patient 
population. Today's mental hospital population 
does not have deterioration or the residual (neg­
ative) symptoms of the chronic, mostly schizo­
phrenic population of the preceding generation. 
Patients today pride themselves on their percep­
tual awareness and ability to maintain peer rela­
tionships. They seem more "dysfunctional" and 
less "psychotic," albeit at times, they may be tran­
siently psychotic when the reality testing that 
they boast of fails . 

Chronically disturbed adolescents hate the 
"mental illness" label, preferring instead to see 
themselves as part of the street druglalcohol crowd, 
or the punk rock (heavy metal) or hip-hop rap 
culture. They have recognition in "belonging" to 
such elements of the population, even though 
such status is considered antisocial or sometimes 
illegal. These adolescents frequently talk of being 
tired of "shrinks" and institutions. Moreover, they 
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Father's history Mother's history 

Drug Alcohol Marital Drug Alcoh ol Marital 
u se abuse status* use abuse statu s 
Yes D Yes 1 

6 2 
1 1 

Yes 
1 1 
1 Yes 1 

Yes Yes 0 1 
3 7 

Yes 3 2 
1 1 
1 1 
1 1 
2 2 
1 1 
1 1 

refuse or discontinue psychotropic therapy because 
they dislike the way the medication makes them 
feel. 

Individual uniqueness and stubborn pride 
mask ego weakness, so chronically disturbed ado­
lescents are more often involved in a sporadic cri­
sis semi-involvement (now you see me, now you 
don't) with mental health professionals, resisting 
ongoing affiliation.3 Yet, beneath the symptom 
picture of today's chronically disturbed adoles­
cents is an unformed personality with a set of 
values that forces them to remain in a lower stra­
tum of society. 

The preliminary chart surveys reported here­
in were conducted to: 
• determine how many of the drug-addicted 

patients had parents who were addicted to 
drugs or abused alcohol, and how many par­
ents had multiple marriages; and 

• determine what, if any, improvement occurred 
in chronically disturbed adolescents and young 
adults during hospitalization. 

Treatment pr ogram 
Short-term-stay hospitals (10 days to 3 months) 
maximize adaptation and management in the 
"real world." To accomplish these modest goals, 
such hospitals tend to rely on medication, and 
short-term psychotherapy that affirms reality 
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Table 2 
Summaries for Patients Aged 12 to 18 Years Admitted Between June 1990 and 

February 29, 1992 and Discharged Before March 1, 1992 (N = 23) 

Age Source 
Pa- at of Length 

tient admis- admis- of DSM-Ill-RIICD-9-CM 
No. Sex sion, yr sion* stay diagnosis at discharge t GAF-AI GAF-D 

1 M 12 STH 3.5mo Bipolar affective disorder, 50 55 
manic 

2 F 13 STH 6.0mo Unspecified disturbance of 35 40 
conduct 

3 M 13 STH 5.0mo Major depressive disorder, 20 40 
single episode severe 
without mention of psychotic 
episode 

4 M 13 STH 8.0mo Attention deficit disorder 20 70 
with hyperactivity 

5 M 14 STH 7.0mo Major depressive disorder, 20 80 
recurrent episode, severe 
specified as with psychotic 
behavior 

6 M 15 STH 2.0mo Neurotic depression 40 60 
7 M 15 STH 6.0mo Unspecified disorder of 40 50 

conduct 
8 M 15 STH 4.0mo Neurotic depression 30 40 
9 F 15 STH 10.0 mo Schizophrenic disorder, 20 50 

paranoid type, subchronic 
10 M 15 STH 9.0mo Other, mixed, or unspecified 30 40 

drug abuse 
11 M 16 PhysR, 5.0mo Neurotic depression 15 78 

PH 
12 M 16 STH 7.0mo Socialized conduct disorder 10 60 

* S TH = short-term hospital; PhysR = physician referral; PH = private home; GH = general hospital; Rehab = rehabilitation center. 
T DSM.lII.R / ICD-9-CM = Diagnostic and Statistical Manual of Mental Disorders (Third Edition, Revised) / International Classification 

of Diseases, 9th Revision, 3rd Edition, Clinical Modification. 
f GAF·A = Global Assessment of Functioning scores on admission; GAF·D = Global Assessment of Functioning scores at discharge. 

testing and support. These hospitals are often 
affiliated with a general medical hospital, where 
services are easily interconnected.6 

Tertiary-care hospitals are most often free­
standing institutions designed to effect struc­
tural change in the chronically disturbed patient 
through an open model wherein the hospital 
milieu manages the entire social system.7 Psy­
chotherapy tends to be more expressive. Addi­
tionally, these hospitals have a greater tolerance 
for regression, viewing it as valuable and nec­
essary for the process of growth. Tertiary-care 
hospitals use Jones,g therapeutic community to 
some degree where the institution's total resources, 
both staff and patient, are self-consciously pooled 
in furthering treatment. 

The surrogate family model: An 
alternative tertiary-care hospital 
The nonprofit Delaware Valley Mental Health 
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Foundation was founded in 1962 as an alterna­
tive treatment facility for the severely mentally 
ill.9 The inpatient department comprises a series 
of six cottages around a central courtyard and 
resembles a small village. A married couple lives 
around the clock (loco familias) in each cottage with 
seven to eight patients. Two to three family assis­
tants work in the home for an 8-hour shift as 
helpers to the house parents. 

Although the surrogate family model was 
originally developed primarily for schizophren­
ics, it has been surprisingly adaptable for the 
young adolescent with a variety of problems: anti­
social and developmental problems, impulse and 
eating disorders, obsessive compulsive disorders, 
borderline and schizophrenic psychoses, and vic­
tims of sexual abuse. Therapy includes family 
milieu living, family therapy, education, core life 
skills programming, and sheltered workshop, 
various modes of psychotherapy, and medication. 

JAOA • Vol 94 • No 5 • May 1994 • 393 



Table 2, continued 
Summaries for Patients Aged 12 to 18 Years Admitted Between June 1990 and 

February 29, 1992 and Discharged Before March 1, 1992 (N = 23) 

Age Source 
Pa- at of Length 

tient admis- admis- of DSM-Ill-RIICD-9-CM 
No. Sex sion, yr sion';' stay diagnosis at discharge t GAF-AT GAF-D 

13 M 16 STH 5.0 d Neurotic depression 41 41 
14 M 17 STH 9.0mo Unspecified order of 45 65 

conduct 
15 M 17 Rehab 1.0 d Bipolar affective disorder, 35 35 

depressed 
16 M 17 PhysR, 2.0mo Depressive disorder, not 40 45 

PH elsewhere classified 
17 M 17 STH 9.0mo Unspecified disturbance of 40 50 

conduct - Deliquency 
(juvenile) 

18 F 17 STH 5.0mo Major depressive disorder, 20 50 
single episode, without 
mention of psychotic 
behavior 

19 M 17 STH 4.0mo Disturbance of conduct not 32 32 
elsewhere classified 

20 F 17 GH, 3.0mo Oppositional disorder 50 70 
courts 

21 F 17 GH 8.0mo Major depressive disorder, 20 50 
recurrent episode, severe, 
without mention of 
psychotic disorder 

22 M 18 STH 12.0 mo Intermittent explosive 10 50 
disorder 

23 F 18 STH 6.0mo Schizophrenic disorder, 40 40 
paranoid type, subchronic 

~ STH = short-term hospital; PhysR = physician referral; PH = private home; GH = general hospital; Rehab = rehabilitation center. 
DSM·IlI-R / ICD-9-CM = Diagnostic and Statistical Manual of Mental Disorders (Third Edition, Revised) / International Classification 
of Diseases, 9th Revision, 3rd Edition, Clinical Modification. 

T GAF-A = Global Assessment of Fun ctioning scores on admission; GAF-D = Global Assessment of Functioning scores at discharge. 

Preliminary chart surveys 
Drug/alcohol abuse in patients and 
their parents 
A graduate study research team from an outside 
university reviewed charts of all chronically dis­
turbed adolescent and young adult patients dis­
charged during the 16-month period beginning 
January 1, 1988 through May 31, 1989. From 
the charts, the team evaluated the patients for their 
own as well as their parents' history of drug use 
and alcohol abuse and noted the number of mar­
riages of each parent as well as any special com­
ments (Table 1). 

The patients (13 males and 2 females) ranged 
in age from 15 to 30. 'len (66.7%) of the 15 patients 
were addicted to drugs; all but 1, used multiple 
drugs. Seven (23%) of the 30 parents were or are 
presently addicted to drugs or abused alcohol. 
Both parents of one 15-year-old boy were or still 
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are addicted to drugs. Eleven (37%) of the 30 par­
ents have had multiple marriages. One mother 
had bipolar disease; one father had died of a drug 
overdose; and one patient had abused drugs since 
the seventh grade. 

Multiple family groups, held once monthly 
and often including grandparents, parents, and 
patients, have revealed behavior patterns that 
have been repeated over three generations. Sim­
ilar marriage partner choices, divorces, forced 
marriages after pregnancies, drug and alcohol 
abuse, and ongoing pathologic family myths were 
standard. Enough of a pattern of drug and alco­
hol abuse emerged through two generations of 
the chronically disturbed adolescent/young adult 
patient population observed here to warrant fur­
ther evaluation. Studies directed toward the 
overuse and abuse oflegal prescription drugs for 
routine treatment of anxiety and stress during 
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World War II and the postwar period (this patient 
population's grandparents' generation) might 
reveal a pattern that has influenced the increased 
use of street (illegal) drugs in both the parents of 
the patient population discussed herein and the 
patients themselves. 

Improvement in functioning of 
chronically disturbed adolescents 
The quality assurance medical records depart­
ment reviewed all charts of all chronically dis­
turbed adolescent patients aged 12 to 18 admit­
ted between June 1, 1990 through February 29, 
1992 and discharged before March 1,1992 (N= 23). 
Data selected for scrutiny were the age at admis­
sion, gender, source of admission, length of stay, 
diagnosis at discharge, Global Assessment Func­
tioning (GAF) score of the admission psychiatric 
examination, and the discharge summary (Table 
2). (The survey also noted home states: New Jer­
sey, 11 patients; New York, 7 patients; Pennsylvania, 
3 patients; Delaware, 1 patient; and Massachusetts, 
1 patient.) 

Twenty-one patients had an improvement (5-
to 60-point range) in the GAF score at discharge. 
Two patients (one, a patient for 1 day) had no 
change. 

The patients' length of stay had greater effect 
on outcome in terms of GAF improvement than did 
the diagnosis or the age of the patient. Younger age 
combined with length of stay was more related 
to GAF improvement than was the diagnosis. 

Discussion 
Third-party payers are taking a close look at 
length of stay at psychiatric hospitals. Some clin­
icians and hospitals have been outspoken critics 
of outside intervention in the therapist-patient 
relationship in the interest of financial prudence 
at the expense of clinical acumen.10 

Mental hospitals are admitting more and 
younger adolescents with behavior, impulse, and 
character disorders. Most of these patients show 
extreme fluctuation in mood and have a history 
of illegal drug abuse. Drug dependency in three gen­
erations is not unusual. Generational family erup­
tion and inadequate parenting have distorted and 
confused role modeling, resulting in incomplete 
emotional development and poor self-identity. Dis­
turbed adolescents are in need of mental health 
care by the ages of 12 or 13, or earlier, and they 
are still needing care at ages 15 and 16, by which 
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time they become labeled "chronically disturbed." 
'Ibday, as never before, psychiatric hospitals are 

increasingly coming under the close scrutiny of 
managed care companies hired by insurance com­
panies, federal and state agencies, and other 
accrediting bodies. This surveillance, no doubt, 
is motivated by a need to improve patient care, but 
it also has caused a reluctance on the part of third­
party payers to reimburse for services that lack mea­
surable evidence of effectiveness. 

Well-controlled outcome studies and intense 
and multiple etiologic reviews-those using ran­
domized assignment, treatment control groups 
receiving placebo-are not practical for most 
small hospitals to conduct because they are expen­
sive and time-consuming. Such often-asked ques­
tions as, Why did the patient improve-was it 
the treatment program? or, What part of the pro­
gram led to improvement? may best be answered 
by clinical researchers with the time, resources, 
and professional expertise for such research. This 
should not stop small psychiatric hospitals from 
conducting semi-exploratory studies that might 
help to answer the basic question, Do patients 
improve during their treatment stay at this facil­
ity? Nor should they hesitate to conduct studies 
that might provide valuable information that 
might help us understand the background ofthe 
patient's illness. 

The two surveys reported herein are exam­
ples of what is possible. Both were accomplished 
at relatively low cost and intruded minimally, if 
at all, into the provision of services or into the 
patients' lives. 
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