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Chapter 1: Introduction and Review of the Literature

This dissertation is an examination of the defam$ of, and responses to, the Mental,
Emotional and Behavioral (MEB) disturbances of adoénts in the United States (U.S.)
in the 2% century. The scientific and clinical professiohatttake adolescent mental
disorders as a key object of scientific study dimdaal intervention are diverse in their
disciplinary training, professional socializationodels of illness and therapeutic
approaches. In addition, mental health care wodctomplished in diverse contexts
situated within a larger political economy thatiiself, full of countervailing forces. This
study examines the discursive and material practitat together co-constitute how
society currently defines and intervenes in ad@esmental illness.

Four questions guide this study. First, how ardesm@nt mental illnesses defined
and approached within and across interdisciplipasmchotherapeutic communities of
practice (social worlds)? Second, how do psychaefbeutic practitioners negotiate social
processes of diagnosis? Third, in what ways doe®®M as a biomedical technology,
shape the everyday diagnostic and treatment wonkeoital health practitioners? Fourth,
in what ways does the political economy, specifcahanaged care, shape contemporary
adolescent mental health care?

In this introductory chapter | provide a reviewtlé historical background of the
rise in the emergence of adolescent mental disem@kea significant object of scientific
study and clinical intervention as well as a reviliteratures relevant to understanding
the contemporary mental health arena. In chapter tweet up key theoretical
frameworks, analytic concepts, and methodologicatgdures employed in chapters

three, four and five of this study. Chapter threaneines how adolescent mental



disorders are defined and approached within anasagsychotherapeutic social worlds
of practice. | examine how psychotherapy is undexsts an art and a science through a
set of knowledge-practice tensions that are sailrecdntemporary mental health care
practice. Chapter four examines the social prosestdiagnosis, including practitioner
negotiations of the Diagnostic and Statistical MA{DSM) and the ways in which the
DSM as a biomedical technology shapes the diagravs¢herapeutic interventions
adolescents receive. Chapter five examines therdangcro political economy of the
adolescent mental health field and the meso |egtitutional forces shaping the
conditions under which screening, diagnosis aratitnent of adolescent disturbances
occur. For instance, in out-patient expert mengallth professional settings, managed
care is a major social force that shapes the eagrgdre work of practitioners. Finally, in
chapter six, | theorize what the empirical data andlysis from this study suggest about
adolescent mental health and illness in contempadye®. society.
HISTORICAL BACKGROUND AND LITERATURE REVIEW

This chapter begins with a historical telling oé ttmergence of Adolescent
Medicine and the ascendance of adolescent mestaiddirs as an object of scientific
knowledge and clinical practice intervention fro880 to the present. In addition, | offer
a brief background review of the social construtod adolescence, including a review
of developmental and life course understandingsdofescence and adolescent health.
Emergence of Adolescent Medicine and Mental Disorder

In 1968, the Society for Adolescent Medicine (SAMJs founded along with
other professional organizations and committeesiadeating adolescents as a social

group deserving explicit and differential sciemtiitudy and medical intervention. While
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it has been over four decades since advocateseskalprofessional organization,
adolescent medicine is a fairly recent developniretiie history of medicine. 1A
Doctor of Their Own: the History of Adolescent Meale, historian Heather Munro
Prescott notes that it was not until 1991 that Adoént Medicine’s parent specialty —
Pediatrics, formalized the sub-certification of Aekzent Medicine within Pediatric
Medicine (1998).

Prescott’s study demonstrates how the emergentte apecialty of Adolescent
Medicine reflected larger developments of speadilimn in U.S. medicine at the time yet
encountered unique professional resistance dus szientific focus on a social group
rather than a procedure or technological innovatitnescott 1998). Due to its outright
social component, there were problems of legitinfacyAdolescent Medicine as a
specialty from the start. It was the first spazation to spotlight a social age category
rather than a disease, new technology, or techn@dastinguish itself from other
specialties. The founders of Adolescent Medicirsedsd a holistic model that examined
the “whole” patient (as opposed to an organ orrquaar part of the body and its
functioning). This holistic model and its opennessards intervening in emotional,
behavioral, psychosocial (as opposed to purely bahoal) as well as physical problems
marked Adolescent Medicine as a soft or unsystensaecialty, leaving professional
dilemmas for decades to come (Prescott 1998). Hikiery is noteworthy because it
highlights the social facets of the professiondiimaof scientific medicine in general,
and Adolescent Medicine in particular. The consatien and inclusion of emotional,
mental and behavioral components of health andsirand the focus on a social group

rather than a disease, technology or proceduragevatutionary in the history of medical
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specialization. This holistic approach to healtd dimess and the social construction of
adolescent health issues as distinct from childaahdt health, opened the door for the

interdisciplinary emergence of scientific and pssienal knowledges and practices of

that have developed across the past four decades.

Despite early professional disputes, in 1979 thekTForce on Pediatrics
recommended that medical school educational prograrRediatrics increase their
emphasis on adolescent health. In the mid 1996antdical establishment began
including Adolescent Medicine as a one-month rexqunent for residency education
(Irwin 2004)! Intersecting social forces propelled the fieldddblescent Medicine
forward throughout the 1990s:

During the 1990s, there was a major coming togaiheeveral sectors of society in the
U.S.: private foundations began to pay attentioadolescents, the professional medical
organizations demonstrated concern about their raeshbxpertise in caring for
teenagers, certifying organizations embraced AdelasMedicine with subspecialty
certification and the federal government issuedagonreport. (Irwin 2004:308)

This growing widespread concern for adolescentsltexsin important
publications on adolescent health and the develapofesubspecialty examination and
certification process standards. The first cemifyexamination was given in 1994 to 465
medical students; by 1996 there were 39 trainig@ms in Adolescent Medicine; and
by 1998, the Accreditation Council on Graduate MatlEducation accredited 16 new

adolescent medicine fellowship training progranmwi(i 2004; Rieder, Alderman and

! While the American Academy of Pediatrics (AAP) had formally recognized adolescence as a distinct social
group in a policy paper published in 1938, it wasn’t until 1978 that they established a professional section
on Adolescent Health sometime during the 1980s that the Society of Adolescent Medicine created the
Journal of Adolescent Health care along with several textbooks for medical education on adolescent
health issues (Irwin 2004).



Cohen 2005). In 2002, Family Practice joined widdRtrics and Internal Medicine
specialties to offer sub-specialty training in Aetent Medicine (Irwin 2004).

The historical emergence of Adolescent Medicingsaswn specialty and sub-
specialty of general medical training illustraties tnherent interdisciplinarity of the rise
of adolescent health and illness as an objectiehsfic study and clinical intervention.
The scientific ascendance of medicine tailoredafiwlescents reinforced parallel
developments in other scientific and social fielderested in understanding or
intervening in adolescence and/or emotional, beiravand mental disturbances. Thus
across the latter half of the twentieth centurplesicent health in general, and adolescent
mental, emotional and behavioral health in pardicudmerged as an object of social
concern, scientific study and professional cliniaérvention. By the 1980s, multiple
scientific and professional disciplines viewed adokent mental health and illness as an
area of specialty under their jurisdiction. Eachihafse professional domains has relied on
its own set of disciplinary expert knowledges téirtethe problems and provide
solutions in the form of health care practicenducted a bibliometric exercise to
demonstrate the drastic ascendance of adolescemalndesorder as an object of
scientific knowledge.

Using the PubMed database with the search termesimt, mental and
disorder, | charted its the significance as analypé scientific study from the 1950s to
the present. Beginning in 1950, the Pub Med databaseals a steady rise in citations
devoted to the scientific study of adolescent mdrgalth and illness. From 1950 to 1959
only 59 studies mention adolescent mental disorat®gss the 1960s the number of

citations jumped to 7,113; from 1970 to 1979 theeee 17,225 studies; across the 1980s
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— 22,797 citations; in the 1990s there were 322tdies and finally from 2000 through
2009 there were over 50,000 studies on adolescentatdisorder.

Table 1. Ascendance of Adolescent Mental Disordes&cientific Object of Study

Decade Number of Scientific Research Articles
1950—1959 59
1960—1969 7,113
1970—1979 17,225
1980—1989 22,797
1990—1999 32,217
2000—2009 50,000+

This accelerating attention to adolescent mertadsk signals a marked
emergence and ascendance of a set of knowledggwattttes specifically focused on
the social age of adolescence and what medicdsftelrm mental disorders. The
contemporary result is a complex interdisciplinasgemblage of medical and mental
health professions, professional societies, acadlgminals, theoretical orientations, and
a vast industry organized around the treatmentesftal, emotional and behavioral
disturbances in adolescents.

In addition to the growing scientific and clinidakcus on adolescent health, there
has been a gradual increase in the focus on teesédtions of health and the life course
(also referred to in peer-reviewed literature tesdpan or human development).
Originally, Adolescent Medicine focused on the weenvironments and experiences of
adolescents and how those contributed to theitlh@ad illness status. Across the past
decade, adolescence has increasingly been comstrasta period in the life course that
is significant not only for the health of young péobut for the influence it has on the

health status of adults. Sociocultural definitiamsl assumptions about both adolescence



and adolescent health are embedded in conceptiaizaf adolescent mental health
and illness, and therefore shape how we as a ga@éhe and intervene in adolescent
mental disorders. For this reason, the next sectiaiews the social construction of
adolescence and developmental or life course hselttblarship.

The Social Construction of Adolescence

The contemporary Western idea of adolescence asa@dpn the life cycle marked by
conflicts and disturbances is viewed by many higter as a creation of the late
nineteenth and early twentieth century. . . Hahsphasis on the peculiarities of the
emotional experiences of adolescents contributeleticture of psychological storm
and stress. (Fabrega and Miller 1995:883)

In the 2£"' century, the notion o&dolescence is embedded in the social fabric of
our everyday lives, something we take for granted aormative part of life experience.
However, adolescence is a fairly modern socialgmatethat emerged in response to
compound economic and cultural conditions acros<& and 28' centuries. Multiple
historical scholars have demonstrated the wayshiclwadolescence was a modernist
product of the industrial revolution that in tusdlto key social and cultural changes in
the 20" century (Fabrega and Miller 1995; Kett 1977; Le8R01; Prescott 1998).

Industrialization brought about innovative socialigies that created new
contexts and opportunities for adolescent developnidese new social policies,
including compulsory education and child labor laasninimum school leaving age and
limits on hours of employment for 14 to 16 yearspldstablished a social space for the
category of adolescence within the legal instituijgett 1977; Lesko 2001). In addition
to the changing contexts and conditions in thellagd educational system, demographic

transitions shifted the social structure and fuorctf families.



New social trends of having fewer children and spachildbirth closer together
resulted in a novel family form where all childnena house were teenagers; thereby
further distinguishing a teenage experience (K@f7}, raising the salience of adolescent
problems and creating more opportunity for integgational conflict (Fabrega and
Miller 1995). Further, the industrial capitalistoammy of this time period caused
changes in American relationships of social clemsg/ethnicity, gender and age that
piloted increased stratification of youth experieacross these social status
characteristics (Prescott 1998). For example, theigg age segregation in schools and
the concomitant rise in peer friendship and agtigitoups postponed societal
expectations of adult responsibilities and themsftiie necessity of an adult identity
(Fabrega and Miller 1995).

In Act Your Age!: A Cultural Construction of Adolescejiesko (2001) critically
illustrates how the social construction of adoleseeperspective emphasizes social
contexts, institutional arrangements and diffesdrgkperiences of youths from stratified
class, race and gender backgrounds but fails ¢orogate the physiological and
biological paradigm underpinning the dominant vigvadolescence. Similarly, Joseph
Kett (1977) argues that while late"™8entury middle class values universalized and
democratized the concept of adolescence in thg 2@ficentury, biological processes of
maturation were (and still are) foundational fog 8ocial definition of this age group.

Multiple emerging academic disciplines had an iefice on the early
conceptualizations and governance of adolescercadwiescent health but early

developmental psychology had an undeniably forreatiwact; as the definition of



adolescent personhood and adolescence as a dgtnogt became understood as a
natural biological, emotional, and cognitive peraddstorm and stress”.

In a survey of the published literature on adolasedn the first half of the 30
century, Sociologist A. B. Hollingshead (1949:5pwaled that most prior studies had
focused on physical and psychological aspects a@adence, and arguedf‘the
millions of words written on the subject, most laadorried ton€’. This emphasis on
adolescent problems can be traced back to G. Stafak who published a
comprehensive two volume study Adolescencén 1904, popularizing the phrase “of
storm and stress” to denote this stage of thebigse. Throughout the first half of the
20" century, adolescence continued to be associatéd‘storm and stress” despite the
lack of empirical evidence for a causal connechietween physical manifestations of
adolescence and social behavior (Hollingshead 1%8g5)chologist Stanley Hall (1904)
is best known for how he influentially defined agsdence in psychological, moral and
developmental (life stage) terms. Halls’ semindird&on of adolescence as a
biologically based stage of inevitable upheavaligaed future studies of adolescence
and adolescent health in biological reductionisih anleficit paradigm (Lerner and
Steinberg 2009). Similarly, Erik Erikson (1970, 89®athologized adolescence in
psychological terms through his claims of a uniakaglolescent identity crisis and
struggle for independence from parents.

A prominent figure in the parent education movemeatwrence K. Frank (1953)
echoed Hall’'s anti-modernist fears about the futfrAmerican society by positioning
adolescents as a focal point for the nation’s corcabout ills of modern society. Lerner

and Steinberg (2009) characterize early sciertficlies of adolescence as either grand,
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essentializing theories about adolescent behamidavelopment or empirical studies
that were descriptive rather than analytical. AHBIlingshead’s (1949) sociological
ethnography stands out as one of few early sciemstifidies that examined adolescence
and adolescent behavior empirically in social cente

Hollingshead argued that, contrary to popular patioa, adolescent behavior is
transitional and wholly dependent upon socializatad the position the individual
adolescent and his/her family occupies in the $atiacture, rather than upon biological
phenomena such as puberty connected with thisl&@#®). While Hollingshead
acknowledged anatomical, physiological and psydliodl facts have some bearing on
behavior during adolescence, he asserted theirrtanpze as being shaped and defined by
culture (1949). He hypothesizethé social behavior of adolescents appears to lxad
functionally to the positions their families occupythe social structure of the
community’, and his evidence demonstrated that class cuttoapes the behavior
patterns of adolescents (Hollingshead 1949:438usThe argued that what is important
about adolescence is the way that society, itgurisins, and the social contexts
surrounding the adolescent regard him/her, inclytie roles, expectations and
opportunities for social action they provide.

While Hollingshead’s (1949) ethnography standsasabng early studies of the
social aspects of adolescence, in the last halfe0" century there was a significant
increase in research on adolescence across a growmber of disciplines, and this
increase has continued across the past few def@adeshbusch 1989; Fursetenberg
2000). Sanford Dornbusch (1989) describes a gneat¢ase in scientific research on

adolescence during the 1980s, when the Societgdsearch in Adolescence was
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founded. He argues that there was a significaffit ishthe focus of scientific studies from
examining individual adolescents and developmeatMs towards examining research

on adolescents situated in social contexts. Fram&ténberg (2000) notes that the
scholarly culture set forth by Hall's (1904) sentisiudy was surprisingly persistent in
psychological and sociological studies of adoleseghroughout the Jocentury.

Scholars have continued to reproduce notions dkadence as a time of “storm and
stress” and as gfoblematic life stage in modern sociefffurstenberg 2000:897). Thus
while adolescence was increasingly studied in pleltivays, and increasingly situated
within social contexts, there continued a them#oiising on adolescence and youth as a
problem:

As indicated earlier, the vast majority of artick® studies on youth are focused on the
problematic features of adolescence and explioitlyproblem behavior. A review of the
leading journals on adolescence indicated thateet Inalf of all articles were principally
about youthful misbehavior and maladjustment; dgiency and violence, substance
abuse, school problems, mental health, and the (ikarstenberg 2000:900)

Jeffrey Arnett (1999) also examines the validityle# view of adolescence as
“storm and stress.” He examines three key aspggtsonflict with parents, (2) mood
disruptions and (3) risk behavior (Arnett 1999). ¢decludes that in all three of these
areas, scientific evidence supports a modifiedrfstand stress” view that accounts for
individual and cultural variations.

The claim that that adolescent storm and stredsagacteristic of all adolescents and that
the source of it is purely biological is clearlysi However, evidence supports the
existence of some degree of storm and stress—sitfteaadolescents in the middle-class
American majority culture—with respect to confiwith parents, mood disruptions, and
risk behavior. Not all adolescents experience s@mnchstress in these areas, but
adolescence is the period when storm and streseris likely to occur than at other ages.
(Arnett 1999:317)

11



How adolescence is defined in the scientific litera is important for this study because
these discursive practices shape larger sociefiaitittns and responses to the emotions
and behaviors of adolescents. Adolescent ment#thhaad iliness is coproduced by
assumptions about adolescence itself.

Beyond persistent constructions of adolescengeadematic in modern society,
there have been a number of other important dewetogs in the literature that provide a
fuller picture of how we think about adolescenceantemporary society. For example,
scholars have continued focus on the way youth gaionomy from their families and
develop peer group relations (Furstenberg 2000grd& hlso was a shift in attention from
the social class of adolescents and their famitighat of racial, ethnic and gender
differences in experiences and outcomes (Furstgriti®0). Finally, in looking forward
to what sociological studies of adolescence andhyoould do better in the ZTentury,
he urged scholars to begin exploring multiple rathan just single social contexts, in
order to gain a fuller understanding @ftfen, how and why different contexts shape the
trajectories of developmentFurstenberg 2000:904). Scientific scholars hiavgely
used the developmental and/or life course thea@idtiameworks to reach a better
understanding not only of adolescence in genertabbadolescent health and iliness in

particular.
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Developmental and Life Course Understandings of Health and lliness

Normative benchmarks for adolescent moods and lhaisaare still largely
shaped by conceptualizations of developmental pdggists. However, the study of
human development throughout the life course hasrhe an even more
interdisciplinary endeavor across the past halfugnespecially within studies on health
and illness The fastest growing research area in life courseislogy and related
fields, especially epidemiology, concerns the timges of health outcomes and the
mechanisms responsible for age-specific exposorhedlth risks and the age-specific
differentials in the impact of such risk@ayer 2009:421). Within sociology, the life
course framework is commonly used to study the ealy life experiences and events
impact future life conditions (health status, mdityi and mortality), and how life course
trajectories vary based on one’s early and cunwdaocial class, education and income
statuses (Mayer 2008)-or instance, adolescents have repeatedly beemsiochave
intersecting trajectories of poverty, mental, emodl and behavioral disorders, and
education that have consequences for their fuiigre@xperiences and pathways (McLeod
and Fettes 2007; McLeod and Shanahan 1996, 199%r&vina et al. 2008) Early life
course events and experiences are the seedbatefony human development, and life

course scholars are bringing fresh insights intevheegative conditions during

’The term trajectories is a life course principle concerned with patterns of stability and change over time
that are impacted by the duration, sequence and timing of various transitions or movements in and out of
roles and statuses (George 2003; Pearlin et al. 2005). While movements in and out of roles and statuses
occur throughout all phases of the life course, some research suggests that transitional events that are
undesired or involuntary may be especially stressful or harmful to an individual and or family’s health
(Thoits 1983).

13



childhood and adolescence compromise adult wetidie{Schafer, Ferraro and Mustillo
2011:1053Y.

Sociological life course studies employ a set a§pectives that focus on the
following four principles: (1) time and timing offterns of stability and change
(conceptualized as trajectories), (2) intersectmisocial context and personal biography
or the connections between the macro social enwiemh and micro personal situation,
(3) linked lives or how individuals are interdepention each other in various networks
of social support and obligation across multiplendms of life such as family, school
and work, and (4) human agency or the notion tllabagh social and historical contexts
shape individual lives, individuals can act to nipdne relationships and institutions in
their own lives (George 2003).

While there is a significant degree of overlap edw developmental and life
course frameworks, developmental psychologicalaresefocuses on measuring
biological, psychological and social changes oweetsuch as pubertal, cognitive,
emotional and relational indicators, with explitention to standards of development.
In comparison, examining adolescence within theediburse requires an understanding of
how “adolescence is linked to developmental processtteipears before and after
adolescence in ways that are shaped by broadeepettof social chang€Johnson,
Crosnoe and Elder 2011:273). Thus, contemporadiesiof adolescence from a life
course perspective also draw on lessons from thel@@nental perspective but attend

more explicitly to social contexts and change dirae.

® For excellent reviews on research on adolescence and childhood and adolescent mental health in the
21% century using developmental and life course theoretical frameworks, see Crosnoe and Johnson 2011;
Avison 2010.
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One developmental research article on adolescemtaiigealth argues . . youth
is not a tabula rasa on which new psychiatric dgsrs emerge. Rather, biological and
psychosocial risk and resilience factors from dhddd continue to interact to influence
life events and outcomes throughout adolescenceamith into adulthood. This process
begins in childhood(Birleson and Vance 2008:23). The utility of usengevelopmental
perspective in understanding adolescent healthllaeds is that the adolescent stage of
developmenti$ a critical period for the establishment of ldely positive and risky
health-related behaviot{Holmbeck 2002:409).

Therefore, both life course and developmental matsges examine changes or
trajectories across the life course, but sociolalgiesearch emphasizes the ways in which
social structures and stressors are stratifiedsaatdferent social groups within society
and how these differences result in cumulative athges or disadvantages. In
comparison, developmental psychology focuses onidgfand studying normal versus
abnormal developmental processes and benchmaissatie life course.

In examining the scientific and clinical knowledgexl practices of adolescent
mental health and illness, it is important to destarct the ways that recent and historical
context contribute to contemporary conditions aowlceptualizations of “normative”
emotional and behavioral standards. In additiomntderstanding constructions of
adolescence and adolescent mental health throlifghcaurse perspective, it's important
to understand the manner in which adolescent maetdth and illness is defined as a

contemporary social problem.
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Adolescent Mental Health and Iliness as a Contemporary Social Problem

While there have been significant declines in nmstlical problems that afflict children
and adolescents across the past century; mentaticral and behavioral problems now
comprise one of the most common disabilities of fopulatiort. The majority of

lifetime Mental, Emotional and Behavioral (MEB) diders begin to develop during
childhood and adolescence — over half of all pess@mo ever experience an MEB
disorder report that onset occurred by age 14 (Kestsal. 2005).

Given that the most seriously impairing and peesisadult mental disorders are
associated with child-adolescent onsets and higiodoidity, increased efforts are
needed to study the public health implicationsasfyedetection and treatment of initially
mild and currently largely untreated child-adolegatisorders” (Kessler and Wang
2008:115).

National data show that 20-25 percent of youth lsweptoms of emotional
distress and one in ten has moderate to severeteymphat indicate significant
impairment (Knopf, Park and Mulye 2008). The Nasib@omorbidity Survey
Adolescent Supplement (NCS-A), a nationally repnéstéeve face-to-face survey of
10,123 adolescents aged 13 to 18 years of age id.th., recently assessed lifetime
prevalence of DSM-IV mental disorders with and withsevere impairment,
comorbidity and their sociodemographic correlatdsr{ikangas et al 2010). They found

that anxiety disorders were the most prevalen9@]) but behavior disorders (19.1%),

4 Major increases in rates of psychosocial disorders among youth in many Western nations have been
found in the past half century (Rutter and Smith 1995), raising serious questions about the cause of these
increasing rates of mental health problems and the methodological challenges involved in accurately
implementing and estimating accurate time trend data in child and adolescent mental health (Maughn,
Lervolino and Collishaw 2005). The U.S. lacks a data registry that can account for time trend data across all
of the different types of disorders. Therefore prevalence and incidence rates are difficult to interpret
given there is confusion about the extent to which rising rates of disorder are due to increased public and
professional awareness and outreach which have led to increases in referrals in diagnoses, or whether the
increasing rates are the cause of a changing social environment.
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mood disorders (14.3%) and substance use disaiftie#)o) were also common
(Merikangas et al 2010). As expected, the NCS-A edsealed that comorbidity, the
condition of experiencing symptoms that meet diggoariteria of more than one
disorder, was common (40%J:urther, almost a quarter (22%) of adolescentsesed
had disorders with severe impairment and/or dist(®kerikangas et al. 2010). The
median age of onset for these disorder classesuvpssingly early: six years of age for
anxiety, 11 years for behavior, 13 years for mood £5 years for substance use
disorders. This finding is important because eanget of mental, emotional and
behavioral disorders is predictive of lower schachievement and increased burden on
the child welfare and juvenile justice systems (IQB806).

While some scientific estimates suggest that batv2€eto 45 percent of youth
who need mental health services go without, otblaim the problem is actually much
worse; that four of five children and adolesceatefunmet mental health care needs
(Burns et al. 1995). Less than half of youth witertal health problems get professional
treatment, services or support; and only one ia §gts treatment from a mental health
worker with special training to work with youth (Asmcan Psychological Association).
Some researchers argue the high rates of unmethteaith treatment is a result of

systematic defunding of specialized mental heathiises in the United States in the past

> High rates of comorbidity have been found in both community (Bird, Gould & Staghezz 1993) and clinical
samples (Jensen & Weisz 2002). Comorbidity is a significant concern in mental health research because it
is one of the major differences between therapeutic interventions carried out in research (trials often
have a singular disorder focus and exclude participants with co-occurring symptoms) and therapy carried
out in everyday contexts (tend to be heterogeneous in patient and symptom type) (Doss and Weisz 2006;
Weisz, Donenberg, Han & Weiss 1995; Westen, Novotny & Thompson-Brenner 2004). A frequent
complaint of clinical practitioners is that therapeutic treatments listed as Evidence Based have not been
studied or validated with heterogeneous populations that have co-occurring syndromes.
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two decades (Appelbaum 2003). In fact, Appelbauvsamts that while he is cautious in
using the term crisis, financial cuts in publictseenental health services and the
withdrawal of many private practitioners from maedgare networks have resulted in a
definite crisis in access to mental health servigggelbaum 2003:110).

However, Appelbaum is not the only research priacitr to cry crisis. Jane
Knitzer (1982) garnered the nation’s attention viaén bookUnclaimed Children: The
Failure of Public Responsibility to Children and&escents in Need of Mental Health
Servicedhree decades ago. Tolan and Dodge (2005) argusttizion has gotten much
worse since then. All one has to do is look atrthmerous reports that demonstrate the
gap between needs and services in childhood arldsaémt mental health: the U.S.
Public Health Service (2000), the President’'s NeaeBom Commission on Mental
Health (2003), the American Psychological Assoords (APA) Working Group on
Children’s Mental Health (Tolan et al. 2001) andyanore lay bare this gap.
Cumulatively, these studies demonstrate that irUthiged States, childhood and
adolescent mental health are severely neglectqutdes abundance of evidence of the
importance of mental health for childhood and asicé@t development, the significance
of early intervention in general and the efficaéyntervention with at-risk youth in
particular (Tolan and Dodge 2005).

In addition to these governmental and professieaaiety studies, a recent
National Research Council (NRC) and Institute oidMane (IOM) scientific consensus
study titledPreventing Mental, Emotional and Behavioral Disasi@mong Young
People: Progress and Possibiliti€3009) concluded that our nation devotes minimal

attention to promoting positive mental health arvanting mental disorders in youth.

18



The report details the high psychosocial and ecanoosts of MEB disorders and how
the normative national response is to wait forrteeiergence and then attempt to treat or
limit the damage caused. The scientific consensnosattee that produced this report
argued that the current national response negifcids focused on preventing future
disorders such as curtailing the environmental sxpes that increase risk (NRC/IOM
20009).

This crisis in national response to youth mentaltheand iliness, widespread
lack of access to professional mental health sesvand evidence demonstrating that
many children and adolescents with MEB disordex their only mental health related
service contact with non-specialty mental healthvters begs important questions
about childhood and adolescent mental health ssviesearch, the mental health
workforce and institutional contexts within whicére is provided.
Contexts of Adolescent Mental Health Care

Adolescents primarily receive mental health sewvioeone of the following
contexts: inpatient and outpatient specialty memealth settings (mental health experts
such as psychologists, psychiatrists, counselocsalsworkers), school-based
educational settings (school counselors, psychstiggsocial workers or special
education teachers), and general medical settpeghdtricians or family practice
providers) (SAMHSA 2009). The National Survey orudpitJse and Health (NSDUH)
Report found that in 2007, one in eight (12.5%)lesltents aged 12 to 17 years received
treatment or counseling in a specialty mental hesdtting, 11.5% received services in an
educational setting and 2.8% received serviceggeneral medical setting (SAMHSA

2009). The characteristics of the mental healtivideys and the contexts in which they
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provide care will be explored in chapters three el respectively. Child and
adolescent mental health services research hasdémaied significant flaws in the
larger service delivery system:

The clinicians are resistant to change, agenceawaiding accountability, governments
are mired in their own bureaucracy and regulatiansg, the consumers haven't figured
out they need to be demanding quality servicegusbimore access. The researchers,
well they are just happy publishing and winningngsa But the bottom line is what are
we doing to make life better for children and tHamilies who have mental health
problems. (Bickman and Hoagwood 2010:4)

In a review of the state of childhood and adolesosental health field across the
past 25 years, Kimberly Hoagwood acknowledgeddiuatificant scientific progress had
impacted science and practice communities workimgiagnosis, treatment, prevention,
early identification, education and support for fiz@s; but progress in the system of
service delivery had lagged behind:

Similar advances in the system and delivery —éndbnveyance infrastructure for getting
better services (or for that matter any services)rdo communities and to families —
was foundationally flawed. The mechanisms, strggtarganization and fiscal
accountability of the public mental health systeaswantiquated and out of step with the
changes in the broader world of healthcare. (Bickanad Hoagwood 2010:5)

The recognition of a scientific research-clinicedgtice gap isn’t unique to the field of
adolescent mental health but | suspect the resgeachice gap may be particularly acute
in adolescent mental health due to the complexitiasarise from the sheer
interdisciplinarity of both researchers and pramtiers that take adolescent mental
disorders as their object of scientific study andimical practice intervention. Previous
CEO of United Behavioral Health, Saul Feldman (206Bnilarly agrees that the gap
between what is known and what is done in the nhéetth field is perplexing given

the proliferation of evidence-based guidelinesrided to serve as vehicles of

knowledge-to-practice translation.
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In his bookManaged Behavioral Health Services: PerspectivekPRrractices
Feldman (2003) argues that while there was a tilmerwit was necessary and important
for psychiatrists, psychologists, psychiatric sbaiarkers and nurses to have their own
schools, disciplines, professional associationgnals, licensing and certification
procedures and professional norms and identitias time has long passed. He claims
that disciplinary training promotes unhealthy riydbetween professions, discourages
interdisciplinary learning and thus is a major l@arto positive change in the field of
mental health (2003). Feldman calls for discipliess, evidence-based curriculum in
which professionals earn degrees in mental healtd @nd yet can still specialize within
it (2003). His book was one of few studies thatreaddressed the research-theory gap in
science and practice on mental health and thematehe proliferation of separate
disciplines, models and therapeutic approachespMy study also addresses the
research-theory gap and interdisciplinarity of adoent mental health services.

Some research has focused on how the field oflebdld and adolescent mental
health services can make quality improvementsearthltiple existing service systems in
order to tackle the gap between knowledge andipeacd®ne recommendation is that in
order to identify targets for change in mental treaérvice systems, we need a better
understanding of both effective and current routiin@cal practices (Garland, Bickman
and Chorpita 2010). They claim there is a deartleséarch on routine or “usual care” of
childhood and adolescent mental health providers that psychotherapeutic practice in
particular is a “black box” (Garland, Bickman anbdtpita 2010).

Sexton and Kelley (2010) argue that the field ohtakhealth can better transfer

existing science into practice by developing: (better understanding of clinical
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relevance of different types of treatment evideii2gijdentification of the core
mechanisms of change implicated in various ther&pptactices, and (3) a
reconceptualization of what Evidence Based Prax{(E8Ps), means.

Like this research, my study examines the gapsdmivhe scientific research
and clinical practice communities (social worlds}their definitions and approaches to
adolescent mental health and illness. Also, myystaduses on gaining a better
understanding of the current state of adolescentahbealth services from practitioners
themselves. Opening the “black box” of adolescaythotherapeutic practice — the
models or mechanisms of change and multiple appesaio intervention and contexts of
routine care — is at the heart of this dissertatiMy interview data speak to the
perceptions practitioners have of Evidence Basadtiees (EBPs) and reveals how
practitioners’ real-world expertise with diverset@peutic practices and populations has
much to contribute to contemporary debates abmlilems of the mental health
workforce, organizational contexts of care andrédsearch-clinician gap in EBPs.
Political Economy of Mental Health Care in the U.S., 1980-Present

All health and illness is shaped by historical esmtand culture. In order to
understand contemporary definitions and respormsaddlescent mental health and
iliness, it is critical to understand the largeciabcurrents that shape the systems and
contexts in which mental health care is delivened i@ceived. A growing set of
contradictions and paradoxical social currentsnadigg the framing of and response to
mental health and illness has developed withintl& across the past few decades.
These discordant trends are interrelated and comiplet also serve as threads that tie

multiple elements of this dissertation and the raleméalth system together.
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There are a number of different but interrelatelitipal, economic and social
forces that colluded in the 1980s and since irtislifsocietal definitions and responses
to mental health and iliness. These forces hawet@tehe contemporary
incommensurability between biomedical and psychasparadigms of mental health
and illness. Noteworthy transformations in the EdiStates health care system in the
past few decades include the close of the deitistialization movement, the rise of
managed care organizations, the biomedicalizatlohcammodification of health care,
advances in technical and technological apparatusgéservices, increasing disparities in
access to and quality of health care services a¢haspopulation, declining trust in and
power of physicians, a consumer movement thatdsdted in more active and
knowledgeable health care patients and a blurretgyéen public-private health
distinctions (Cook and Wright 1995; Rosich and Har2#010; Stevens 2007).

| provide historical context through a review oé gholitical economy from 1980
to the present in order to set the stage for miyaiseof the contemporary arena of
adolescent mental health care in the U.S. in tfic2ftury. My dissertation situates
adolescent mental health and illness in histodoatext by focusing on the significant
shifts that have occurred since 1980. First, ti&0%9narked a major shift in the way
mental health care was delivered from primarilytitaional or in-patient contexts of
care to ideals of assertive community treatment-patient care), and the ensuing
emergence of managed care. Second, 1980 was ththgeamerican Psychiatric
Association published the DSM III, which dramatigadhanged the entire ethos of
mental health and illness in society. Third, ndiyamas there a paradigm shift in the

mental health field from psychoanalytic to biolagigiews of mental disorder, there was
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a simultaneous paradigm shift in the larger paiteconomy of society. This was an
ideological shift from social welfare as a natioaatl community obligation to neoliberal
ideals of individualism. Other important societhaifts that occurred include the
pharmaceutical revolution, insurance policies reggidiagnostic codes for
reimbursement for mental health treatment, dransduiits in the funding policies of
mental health research at major research sitesasuttte National Institute of Mental
Health, and finally, the increasing attention p@acdolescent mental disorders in the
DSM and across the larger scientific, governmegutal industry communities.
Paradigms of Mental Health and Iliness: The Rise of Biopsychiatry

There has been a dramatic shift in attitudes togsvardl culture of mental health and
illness in this country. It is now common senseaden for granted knowledge that
mental illness is caused by a chemical imbalandegain disease. Only a few decades
ago, it was common sense that mental illness vpsyehosocial phenomena rooted in
family origin, childhood and adolescent experiendgsfunctional relationships and/or
unconscious repression. Medical historian MatthewtlSreceived a call for papers for a
conference billed as the first ever conferencé@U.S. on the “Social Determinants of
Mental Health,” scheduled for June 3-4, 2010 inc@go. In a paper published later on
the impact medical historians can make in whicldéils his experience of the
conference he writes:

| re-read the blurb again, and the phrase aboutdhference being the first such
convened in the United States. Hold on, | thoutfait’'s not right. Maybe it was the first
such conference convened in years, decades evahwas certainly not the first in any
historical sense. Social psychiatry had been amfi@joe in inter- and post-war
American psychiatry, threatening to supersede psyichoanalysis and biological
psychiatry if President Kennedy’s 1963 ‘Messag€amgress on Mental lliness and
Mental Retardation’ was to be believed. . . . Mather influential, though apparently
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forgotten, monographs had been written about spsiahiatry. . . Perhaps no
psychiatrist had uttered the phrase social psyshiat30 years, but that didn’'t mean that
its history should be forgotten, particularly nayiyen its apparent resurgence. (Smith
2011:1445

Smith’s (2011) account shows that even among cameany professionals committed to
hosting a conference with the intention of faciiitg action on the social determinants of
mental health, the not too distant history of pggdtial and psychodynamic professional
dominance has receded from view. Smith’s narratieaningfully demonstrates that
historical context is more important than ever dgra time of discordant paradigms of
mental illness, especially becaugerthaps the history of how social psychiatry faired
the past could help its advocates be more sucdassiay’ (Smith 2011:145).

While the first biological theory of psychiatricsdirder was published in 1965, it
wasn’t until the 1980s that a consolidation of salforces led to the triumph of
biological and displacement of psychoanalytic asgtchosocial explanations of mental
health and illness Biological psychiatry’s dominance of the professioday belies the
interdisciplinary competition that raged during th860s between it, social psychiatry
and psychoanalysigSmith 2008:544).

Prior to WWII, several different models of mentétess were influential but
following WWII, psychoanalytic and psychosocial netslpreeminently guided social
and professional definitions and responses to rhhatdth and illness (Menninger 1948;
Pearlin, Avison & Fazio 2007; Wilson 1993). In faddWIl is commonly cited as a key
historical event that sparked the integration spdrate theories and approaches to

mental illness into a larger psychosocial paradigviison 1993). The fundamental

® president Kennedy’s 1963 Message to the United States Congress on Mental lliness focused on
eradicating social-environmental causes of mental illness such as poverty.
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assumptions of the psychosocial model were giverpeting legitimacy by American
psychiatric experience in WWII. Human exposureotolzat situation was the clearest
and most telling instance of what Karl Menningelled the “personality-environmental
strugglée (Wilson 1993:400). The 1950s and 1960s repreadime of theoretical and
empirical pluralism with regards to scientific sieslof mental health and illness. During
the 1960s, psychoanalysis was beginning to be ignest, yet at the time, the majority of
journal editors, department chairs and professimaers were psychoanalytically
trained (Smith 2008).By the 1970s, psychoanalysis seemed anachromsaia i
American society that consistently looked to te@dmoto solve its problemgSmith
2008:551).

Each paradigm or model of mental health and illfessits own definition,
attribution and approach to diagnosis and therapeuervention. In addition, every
theoretical model or paradigm of thinking comeshwiis own set of tenets and
assumptions that may shift based on context oftugeare discernible from contrasting
models and paradigms. Models of illness are a oigfifeature not only of approach to
diagnosis and goals of therapeutic treatment, btiteodifferent types of mental health
professionals and their diverse educational anditigbackgrounds (Luhrmann 2000).

A psychoanalytic model of illness largely followsebretical insights of Sigmund
Freud. However, psychoanalysis, like most sub-dis@s of thought, is eclectic and
while significantly shaped by Freud and depth grchedynamic psychology, is equally
shaped by early theorists who deviated from Frewoth s Jung, Adler and Reich

(Rogers and Pilgrim 2005).
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Biological models of mental health and illness @oeninant today, but several
disciplinary backgrounds of the mental health pssiens continue to be
psychoanalytical, psychosocial and psychotherapautocus. The following
assumptions are embedded in a psychosocial frarkeafonental health and illness (1)
mental health and illness is a fluid boundary ~ridlials who are healthy mentally can
become ill if exposed to enough negative life egamta trauma; (2) mental illness is a
continuous phenomena — there exist a wide ranga&pdriences of mental health and
iliness, from mild disturbance to extreme psycho@¥ multicausality — mental illness is
caused by an interaction of a noxious environmeadtgsychic conflict; and (4)
manifestation of mental illness is personally mastia- the mechanisms through which
mental illness presents itself is mediated psydajiodily (Wilson 1993: 400). Evidence
of the dominance of the psychosocial model is fourtthe first publication of the DSM-I
in 1951, “in which all “functional” psychiatric dignoses were characterized as
“reactions™ (Wilson 1993:401).

Whereas psychoanalytic orientations focus on tmmections between one’s past
and current psychological problems, biopsychiatoates the cause of mental illness
within the biological substrata of the body, speaify, the brain (Pearlin, Avison &
Fazio 2007). Less than 50 years ago, psychosdabges of mental health and iliness
were dominant and biological theories of mentaleis hadn’t even emerged in the
professional literature yet. In the 1940s and 198@sdemand for psychoanalytic
psychiatric treatment in the U.S. expanded andeim psychiatrist became synonymous
with psychoanalyst in the public imaginary (BarB868). In 1961, thatlantic did a

special issue focused on the significant impacipehoanalytic revolution had not only
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on medicine and academic departments but theeatisrtainment, family, child
socialization and other normative spheres of datlgraction (see Barber 2008:74).

Dynamic psychiatry found common sources for botlroic and normal traits in the
persisting unconscious influences of repressedlobdd emotions and experiences. This
blurred the boundary between ordinary and patholbdgionditions, greatly expanding
the range of behaviors the mental health professiaght treat. (Horwitz 2002:1)

In the 1960s and 1970s, psychodynamic or psychgi@makychiatry continued to
dominate the mental health profession. Charles@d@2008) argues that the fall of
psychoanalytic and triumph of biopsychiatric thesrcan be boiled down to two major
developments: the discovery of drugs that work ¢fmme people), and brain imaging.
Similarly, neuropsychiatrist Nancy Andreasen arghes the Scientific study of mental
illnesses is now occurring in the era of the gename the golden age of neuroscience.
The powerful tools of molecular genetics, molecbiatogy, neurobiology, and
Neuroimaging have only been used to understandabses of mental illnesses for a few
years” (Andreasen 2001:x-xi).

While Andreasen frames her boBkave New Brain: Conquering Mental lliness
in the Era of the Genoma the spirit of both a warning and a hope; shenwahat
society should not lose the human face of psyghatd must recognize the perils of
false dichotomies such as mind vs. body and genemvsronment, she also frames her
book out of hope. She hopes that in the near futuath the tools of molecular biology,
genetics, neuroscience and neuroimaging, our sogsiétbe able to build a brave new
brain (2001:4). Andreasen was and is not alorfeeirspirit of hope for the capability
that biological, genetic, neurological fields ofeseces and technologies will be able to

bring us better understanding and responses toah#néss in society. In fact, Congress
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and the former President George Bush labeled tB8s18s “The Decade of the Brain.”
This proclamation was in response to a largeripalitnd economic effort of the Library
of Congress, the National Institutes of Mental HedNational Institutes of Health “to
enhance public awareness of the benefits to bgetkfrom brain research”
(Goldstein1994; Jones 1999).

The biopsychiatric paradigm of mental iliness po#hiat mental disorders are the
cause of biochemical imbalance or dysfunction anlihain and its circuitsBiological
models seek the primary causes of mental diseaggmetic and biochemical factors
and so locate the pathological qualities of psyolatal conditions in the physical
properties of brains, not in the symbolic systefmsiads” (Horwitz 2002:3). Attempts to
find the biological basis of mental processes alitain is now widely understood as the
biopsychiatric understanding of mental illness.

The emergence of U.S. biopsychiatry in the lasades of the twentieth century signals
the consolidation of one particular mass approagirdblems of psychic distress. . . .
biopsychiatry had become all but inseparable freenftinding and financial structures,
research agendas, advertising and marketing campaitpbalizing ambitions of the
transnational pharmaceutical industry. (Orr 2018)35

In the next few sections, | focus on contextuafziow the larger political and economic
environment in U.S. society, social processes ofigssionalization, the publication of
the DSM-III in 1980, the pharmaceutical revolutitime rise of neoliberal ideologies and
governance, and research and insurance compamgiftgghave each played and
continue to play a dynamic role in the dominancbkiopsychiatric definitions and

responses to mental health and iliness in the &t1®ss the past few decades.
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The Diagnostic and Statistical Manual of Disorders (DSM)

The DSM-III published in 1980 largely solidifiedarn to biological psychiatry that has
taken off and become legitimated in the instituticknowledges and practices of
scientific professions, government and researchagsg, and the consciousness of public
communities in the U.S. After an anti-psychiatrgklash during the 1960s and 1970s
wherein psychiatric asylums and treatments weresegb as inhumane and unscientific,
the profession of psychiatry needed to re-estalikgif as a medical specialty based on
science. The development of the DSM-IIl was amaptted solution to the intensifying
crisis of legitimacy suffered by the professiormpsf/chiatry in the 1970s.

In order to understand why psychiatry repositiong'dprofessional boundaries
along a medical axis it's important to understameldriticisms lodged during the 60s and
70s. The psychosocial and psychodynamic modelsyaftpatry increasingly became a
focus of attacks from within and outside the prsies throughout the 60s. Within the
profession, biologically oriented psychiatristdigued the lack of research progress
generated by the psychosocial model and called feturn to a medical model of
psychopathology (Wilson 1993). Psychiatry was &t#ddyy professional outsiders on the
basis that if mental illness is psychosocial, thaychiatric problems are social, political
and legal rather than psychiatric (Wilson 1993)ug;tacross the 1970s, jurisdictional
disputes within the psychiatric profession occuredr a rising struggle to redefine their
work activities and expertise as based in medcahse.

In addition to professional boundary-work, in tf8/@s, psychiatry was
practicing in a context of decreased funding feesech and clinical practice via federal

agencies such as NIMH and reimbursement ratessafance companies (Wilson 1993).
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As a response, the profession of American Psychiatreasingly became interested in
issues of diagnostic reliability, reimbursementdbnical services and treatment
outcomes (Wilson 1993). The DSM-IIl became a sgiateechnological apparatus of
professional jurisdiction for the American Psych@Association (APA) that
transformed not only the profession of psychiabiy, the entire field of mental health
(Kutchins and Kirk 1997).

The psychiatric profession presented the DSM-Ilh autral guide based on
scientific evidence rather than social values. Hmwein two different books that
examine the social processes involved in the makinthremaking of versions of the
DSM across time, Kutchins and Kirk show that poétiand personal negotiation,
advocacy and interest play equally significantsae do the fragility of the science that
informs these processes (1992; 1997). While AmeriRsychiatry was transformed
because of multiple internal and external forces, through several on-going political
negotiations, much of the transformation can beetidback to one man, the elite group
of colleagues he handpicked for the DSM-I1I tasicé& and the first meeting convened
by this small group of like-minded biomedical rasdaanalysts in which a set of guiding
principles for the DSM-III and the future of psyatry (and unfortunately, the entire field
of mental health) was decided (see Wilson 1993).

Robert Spitzer was a leading character in transfayithe DSM manual in the
1970s from a spiral notebook of about 150 pagesd@lmost 500 page DSM-III in
1980. The DSM-IIl became regarded as a scientistrument carrying a significant
degree of cultural authority (Spiegel 2005). Spitzad devoted his career to the

standardization of psychiatric assessment and @layegnificant role in the
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development of the Research Diagnostic Criteria@R@ilson 1993). Since a primary
goal of those in the ranks of the psychiatric psefen was to improve diagnostic
reliability through the DSM-III, Spitzer was chosas task force chairman. While during
the 60s the majority of psychiatric research andinvg focused on clinical work,
psychoanalysis and social psychiatry, a reseammhpgat Washington University had
been developing descriptive, rational rule-driveagdostic criteria with the goal of
inventing a reliable assessment tool (Wilson 1998js group published what became
known as the “Feighner criteria.” Their paper was most cited in the psychiatric
literature through the 70s and 80s (Wilson 1998k fact that this paper was so popular
is, in itself, evidence of the fall of the psychoadynic model of illness as the dominant
model because psychodynamic and psychosocial agpm@s@o mental illness exclusively
focused on the meaning behind symptoms and distedatiagnostic criteria and the
diagnostic label itself as a key aspect of therapguactice.

Spitzer collaborated with this Washington resegrup on the RDC that was
published in 1975. As the chairman of the DSM-dBk force, Spitzer handpicked other
psychiatrists that like him, embraced biomedicakszch and rejected the
psychodynamic model. Half of the psychiatrists ppainted to the task-force had
current or past affiliation with the Washington Merisity research group (Wilson 1993).
By the close of their first task force meetingstemall group of like-minded psychiatrists
traded the psychodynamic clinical couch for a bidica laboratory. During the first
meeting, these scientists came to consensus anghrding principles: 1) that etiology
would be removed from a classificatory principlecs it was unknown; 2) that the DSM-

IIl would be a medical manual applied to psych@mioblems; and that 3) in order to
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enhance reliability, the manual would be descrgoimd emphasize visible symptoms
(Wilson 1993).
Each of these guiding principles would become tloei$ of social controversy
during the revision process, but Spitzer was adequelling protestors and criticism
from the starf. After hearing several criticisms of the significamnsformations the
small group of psychiatrists on the task-force wsngle-handedly making for the
profession, the APA appointed a Liaison Committelep proceeded to attack each of the
guiding principles of the task force (Wilson 1998pr example, the Liaison Committee
guestioned the removal of etiological understanslioigliness, claimed the task force
had been ignoring evidence presented in the litezaegarding clinical practice, and
noted the key distinction between a classificafgstem and diagnostic manual.
A classification system is used for research pwpa@nd the gathering of aggregate data;
a diagnostic manual should aid in the understandimpychiatric disorders and their
treatment. Because DSM-III would have a strictihdgoral orientation and make little

attempt to relate the syndromes it described aogly or treatment, its relevance to
clinical work would be minimal. (Wilson 1993:406)

The underlying goal of Spitzer and the 25 comméttee established to create
descriptions of mental disorders was to turn th&I®&o a manual that followed
scientific evidence and addressed problems oftriéitia Reliability refers to the

likelihood that different practitioners using themse manual and seeing the same patient

’ While Spitzer would often make recommendations under a veil of compromise in order to silence
protestors, several of the recommendations were never adopted. One such example is the companion
manual to the DSM that was to focus on models of illness and approaches to treatment. This manual
called Project Flower; was supposed to include chapters about each of the major types of psychiatric
models or therapeutics. This planned manual was the result of conflict between research and clinical
interests, especially between psychoanalysts and the rising biomedical investigators that championed the
new DSM-IIIl. While the dedicated work on the manual had started by 1978, it was never finished, and
Spitzer claims it was due to a number of complicated reasons (for a full description of this history, see
Wilson 1993:407).
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will arrive at a similar diagnosis. The problemgaes Spiegel (2005), is that the
scientific studies hadn’t been conducted yet. Farrtivhile the introduction of the DSM-
[l made claims of being more scientific in comgan to earlier versions —i.e., that it
enhanced diagnostic reliability, it also includid following disclaimer:

It should be understood, however, that for moshefcategories the diagnostic criteria
are based on clinical judgment, and have not yen bally validated by data about such
important correlates as clinical course, outcoramilfy history, and treatment response.
Undoubtedly, with further study the criteria for myaof the categories will be revised.
(DSM-III: 8)

However, in the DSM-IV, the admonition that theghastic criteria were largely
based on clinical judgment and had yet to be vidly scientific evidence was
removed, instead adding a “cautionary statemeft’ ¢laimed the diagnostic criteria
were based on knowledge and consensus in thewviegdield (Kutchins and Kirk
1997). This seems problematic because studiesdieoven that neither the DSM-I1I nor
more recent editions have greatly improved anddgneans solved issues of reliability.
Further, while the makers of the DSM-I1II took arpegach of inclusivity- including any
set of symptoms (as disorder) that had been obddxyw@sychiatric professionals, DSM-
IV makers adopted the approach that nothing getegdd, added or deleted unless
strong scientific basis existed for doing so, thgreolidifying what had made it in to the
DSM-III as the scientific foundation (Kutchins akdk 1997).

So what are the key elements that made the DSk&vblutionary for scientific
and professional social worlds as well as the lasgeietal culture of health and illness?
A quick laundry list of key changes include the waywhich the DSM-III refashioned
the language of psychiatry (from psychosocial asygtpoanalytic to a medical

taxonomy), explicitly defined mental disorder foetfirst time, solidified a medical or
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biological approach towards diagnosis, added sédeyarder categories, expanded every
section of the manual with the greatest expansioong childhood and adolescent
disorders, removed homosexuality as a disorder trmmanual, made claims for being
scientific and increasing diagnostic reliabilitydeadded a list of necessary criteria
(symptom checklist) required for diagnosis (Kutchand Kirk 1997). Each of these
changes has made a significant, lasting impaconigton the mental health profession,
but on the social framing and response to mengltihen general and adolescent mental
health in particular.

Thus, American Psychiatry was a profession in €tisat sought to strategically
reposition themselves as a medical science thrthegktandardization and
operationalization of symptom-based diagnosticgmaies (Orr 2010; Whooley 2010).

They imported a medicalized framework organizediadospecific disease entities to
formulate the basic nature, causes and treatmatstofrbed behaviors. The fundamental
premise of the DSM-III was that different clustefssymptoms indicated distinct
underlying diseases such as schizophrenia, depnegsinic disorder or substance abuse.
(Horwitz 2002: 2)

In effect, the new framework of the DSM-III introcked an epistemic order of diagnosis
that posited mental disorders are discrete, bioldgghenomena (Orr 2010). This new
order transformed diagnostic practice from profassi interpretation and experienced
judgment to a formulaic performance of matching giems to descriptive checklists,
thereby devaluing the therapeutic relationship @¥t0). Orr labels this reformulation
work theinformatics of diagnosiand explains that based on the inclusion and siariu
criteria institutionalized in the DSM-III; professial background training, treatment
orientations and clinical experience are replacild performances that mirror computer

simulation (Orr 2010:367).
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In addition to refashioning the epistemic language structure of diagnostic
practice, the DSM-III created a manual of codes$ Wexre soon adopted by managed care
insurance companies and lists of symptoms that eg¢ee used by pharmaceutical
companies to advertise medications for potentsddiers.

The widespread adoption of the DSM by researciessrance companies,
pharmaceutical manufacturers and other mentalthpadfessions represents a validation
of psychiatry’s claim to expertise. DSM codes oiiganhe institutional infrastructure of
the mental health field as they are required fsuiance reimbursement, hospital
admittance, psychiatric research and professiotaahs. The ascendancy of the DSM has
facilitated the proliferation of pharmaceuticalglie treatment of mental iliness (Rose
2004), the new big business of these drugs (He2yJland the increased presence of
managed care. (Whooley 2010: 483).

Whooley demonstrates the negative unintended coesegs the DSM has had for
psychiatric professionals’ clinical practice thrbudpe adoption of the DSM by the for-
profit industries of managed care insurance andnpaeeutical companies alike.

In addition to the profession of psychiatry, th@pmnaceutical profession had and
continues to have a significant stake in the lagguand structure of diagnosis and
treatment of mental iliness. The emergence an@asad popularity of biological
psychiatry and its reliance on pharmaceutical {nefres benefited both professions, but
their allegiance has been rightly interpreted as ama number of adaptations to the

changing political economy, namely, the requirenignthe managed care enterprise that

8 Whooley (2010) demonstrates that the institutionalization of the DSM has actually led to negative
unintended consequences for psychiatrists in clinical practice, especially their professional autonomy, and
as a result, psychiatrists employ strategies to retain discretion in their daily work practices. As Whooley
(2010) argues, in previous research the DSM has too often been presented as a monolithic artifact rather
than a tool used in a variety of ways by clinical practitioners. This dissertation examines the ways in which
non-psychiatric mental health professionals, those least likely professionally socialized and trained
through the dominant biomedical approach to therapeutic intervention to reveal the ways the DSM as
technological apparatus factors as an important player in social processes of diagnosis.
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treatment for mental illness and its compensatepedd on diagnostically specific
ailments (Pearlin, Avison & Fazio 2007).

The Pharmaceutical Revolution and the Rise of Corporate Psychiatry

While the first antipsychotic drug, Chlorpromazimas discovered in 1952 and the first
antidepressant drug, Imipramine, in 1957, the pstyopic medication boom began in
1980s with the development of the “new” antidepaess known as Selective Serotonin
Reuptake Inhibitors (SSRIs) (Horwitz 2002:187)h& initial tremors of Corporate
Psychiatry were felt in the late 1960s and into 18&0s, when Valium became the top-
selling drug in America, but this was just a fliitan compared to what was to come
later. Corporate Psychiatry began in earnest in 898th the introduction of Prozac
(Barber 2008:61). In his investigation of the higtof psychiatry and psychiatric drugs,
Barber describes how the effects of Valium weré¢ohis because earlier drugs like
Haldol, Thorazine and Lithium were taken exclusnel asylums or hospitals, but
Valium was prescribed for all sorts of people thamce their productivity and ability to
function occupationally and socially (Barber 20@827). You didn’t have to be severely
mentally ill to take Valium, marking a major cogwé shift in professional and public
thinking about both mental illness and psychiadmnags.

This shift in the ideal user of pharmaceuticalsrfeantal problems from the
severely ill to anyone suffering any number of lollgalefined symptoms of depression
or anxiety massively expanded the market for psitdbidrugs. While some of this shift
had to do with the rise in biological psychiatrydahe compulsion by managed care for
psychiatrists to demonstrate specific disordensy®pms and treatment for

reimbursement; pharmaceutical advertising and gwaental (de)regulation also
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colluded in expanding pharmaceutical markets. Wisaitthe direct and indirect cause,
there is no denying the revolutionary impact tharpiaceutical industry had on
healthcare in society in less than a decade. Itrémsition from the 20into the 21!
century, Big Pharma did more than climb to thedbthe fortune 500 — they reaped
profit margins higher than all of the other comgantombined (Barber 2008). “. . .
antidepressants have been the most profitable mtaduhe most profitable industry in
the most profitable country in the wotl(Barber 2008:24).

Within specialized psychiatric practice alone, estw 1985 and 1994 the nhumber of
visits where an antidepressant was prescribedynigalled, from 4.2 million to 11
million visits (see Olfson et al. 1998). These @atiressants penetrated not only
psychiatric and medical practice but also populdtuce and everyday discourse, most
notably through Peter Kramer’s best-selling Listgnio Prozac (Kramer 1993) (Horwitz
2002:187).

According to national estimates, antidepressaningeased 73.4 percent
between 1990 and 1995, with the majority of thig@ase coming from prescriptions of
SSRI's (Sleath and Shih 2003)0n average, between 1998 and 2002, antidepressant
prescription among children increased 9.2 percacih gear and even more importantly,
the largest year-to-year increase was from 20@D@2 at 16 percent (Delate et al. 2004).

The pharmaceutical revolution refers to how incesas pharmaceutical
advertising and prescription rates has signifigamtipacted cultural understandings of
where mental illness comes from and how the “problean be fixed. Biological,
genetic and pharmaceutical framings of mental heaid illness are evidenced i *

shirts and greeting cards and one-liners about rc&tthn for a psychiatric disorder (e.g.

° A similar estimate found that between 1990 and 1996, the total number of SSRI prescriptions for
children and adolescents increased by 69 percent (Shiremen, Olson & Dewan 2002). Finally, a study that
evaluated almost a million Medicaid and HMO youths concluded that child and adolescent psychotropic
prescription rates nearly tripled since the pre-1990s levels (Zito et al., 2003).
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“Don’ Worry, Take Prozac”) all suggest that the lagical revolution has become
entrenchetl(Schwartz and Corcoran 2010:65). Mental healith illness in
contemporary U.S. society are culturally definediwmlogical and genetic terms, mental
illness is socially framed as a brain disease dadrpaceutical medication is slotted as
the right treatment for the job.

The sharp rise in pharmaceutical prescriptionsarlepressants treatment
coincides with political and economic trends of Iferalism. Neoliberal policies in the
late 1970s were designed to facilitate corporapaegion, privatization of social services
and deregulation of markets (Moncrieff 2006). Thedel of distress underlying the
promotion of psychiatric drugs is useful to nealdeolicies and the languages and
practices (discourse) of neoliberal ideology enagas U.S. citizens to see ourselves in
biomedical, genetic, neurological or even molectdams (Pitts-Taylor 2010). Thus, the
transitioning biopolitical economy in the late sl across the 80s and 90s not only
restructured the political and economic institusi@och as the government and the U.S.
workforce (wages and employment), but all sociatitations, knowledges and practices,
including those shaping and shaped by health care.

Neoliberalism

Beginning in the late 1970s and strengthening tiinout the presidency of Ronald
Reagan, a new pro-business activism and ethicc#meeprimary institutions within the
U.S. (Duggan 2003).

This pro-business activism became the foundatiotafe 2¢' century neoliberalism, and

it was built on earlier conservative activism. Nieetalism developed over many decades
as a mode of polemic aimed at dismantling the &chlS welfare state, in order to
enhance corporate profit rates. The rising of prafes required money be diverted from
other social uses, thus increasing overall econameguality. Such diversion required a
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supporting political culture, compliant constitugrscand amenable social relations. Pro-
business activism in the 1970s was built on anthéurdeveloped a wide-ranging
political and cultural project — the reconstructadrthe everyday life of capitalism, in
ways supportive of upward redistribution of a ranfeesources, and tolerant of
widening inequalities of many kinds. (Duggan 2003:x

Neoliberalism refers to a theory of political ecamo practices and thinking that
posits that social well-being is best advancedlisrating individual entrepreneurial
freedoms and skills (Harvey 2005). Neoliberal pekcand practices have deceptively
constructed economic policy as a matter of neuteahnical expertise that has nothing to
do with politics or culture, thereby shielding jislicies and practices from political
accountability or cultural critique (Duggan 2003pirieff 2006). However, any good
analysis will show that the political economy does operate separately from other
social institutions in society. Economic goals emgbedded in and formulated through
political and cultural meanings that shape sodighoization and cultural context
(Duggan 2003).

There has everywhere been an emphatic turn towaalgeralism in political-economic
practices and thinking since the 1970s. Deregulapavatization and withdrawal of the
state from many areas of social provision has bedtm norm. Almost all states have
embraced some version of neoliberal theory andséatjuat least some policies and
practices accordingly. It has pervasive effectsvags of thought to the point where it
has become incorporated into the common-sense waay of us interpret, live in and
understand the world. The process of neoliberatindtas entailed much creative
destruction of prior institutional frameworks anowers and has challenged divisions of
labor, social relations, welfare provisions, tedbgaal mixes, ways of life and thought,
reproductive activities, attachments to the landi lzabits of the heart. (Harvey 2005:3).

Within healthcare in general, and mental healtle gaparticular, neoliberalism meant
privatization of health care, a shift to mentallttepolicies being driven by fiscal rather
than social goals, and rising profitable industgash as the insurance and

pharmaceutical regimes.
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National Governance of Mental Health Research Funding

In alignment with the rise in a neoliberal ethidredividualism throughout the 1970s and
1980s, sources of research funding for mental heald illness such as the National
Institutes of Health (NIH) and National InstitutesMental Health (NIMH) increasingly
shut out investigations of the social conditiond aauses of mental health and illness
and instead, increasingly embraced the disciplmesmethods of biology, neuroscience
and genetic mapping as the right way to investigaatal illnesses (Orr 2010; Pilecki et
al. 2011; Schooler 2007). In a chapter dedicatdbedistory of the Laboratory of
Socioenvironmental Studies (LSES) of the IntramBRasearch Program (IRP) at NIMH,
Carmi Schooler (2007) provides evidence of howctienging currents of scientific and
medical knowledges and practices significantlyreestired government financing of
mental health research.

Several classic sociological studies of mentaltheakre researched and written
during the 1950s and 1960s and a noticeable piopast the sociologists were at one
time associated with the LSES at the NIMH, inclgdidohn Clausen, Melvin Kohn,
Morris Rosenberg, Leonard Pearlin and Erving Goffnridowever, after Melvin Kohn
left LSES in 1985, the laboratory was reduced tige status with a significantly
reduced budget and labor force (Schooler 2007}hEyrSchooler (2007) fears his own
departure (retirement), will bring a presence aliaoscience in NIMH intramural
program to a close. Not only have sociologistsesefi dramatic reductions in funding
and number of appointments within the NIH and Nlit¢toss the past few decades, but
anthropologists and psychologists that are not baioally oriented are also near NIMH

extinction (Schooler 2007).
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In the early days of the intramural research pnografrom the mid 1950s to mid 1970s —
the Laboratory of Psychology, which was dedicatestadying both normal and
abnormal adult human psychology, was notably latigen the Laboratory of
Socioenvironmental Studies and contained a sirpiiaportion of quite notable
researchers. Its remnants are also pretty muclteeldo one researcher and supporting
staff. The Laboratory of Developmental Psycholaglyich can be said to have played an
equally illustrious role in the study of the psyldgical development of children, is gone,
without leaving a trace. Today the Intramural Paogican be fairly characterized as
highly disease oriented, biologized, and reductiprin the sense of seeing human
behavior — both healthy and non-healthy—as esdigritieing determined by interrelated
biological, biochemical and genetic processes. ¢8ken 2007:57)

Following Schooler’s (Schooler 2007) recommendatjame easy way to understand the
contemporary scientific financial and social vasteicture is to examine the listing of
research units listed on the public website. Evgniek glance at the list of IRP research
program titles demonstrates the disinterest or egaain the NIMH has towards
investigations of how the social environment aaoiental health and illness. Another
researcher found evidence for a medical modeldfiise NIMH by examining the
information they provide for the public on variomental disorders and their possible
treatments.

For Obsessive Compulsive Disorders (OCD), one commental illness, the treatment
recommendations that were published in early 2008@ded on various
psychopharmacological medicines and only mentigdherhpy as a secondary
suggestion. .. Several prominent OCD researchisiding one author of this article,
submitted a response to NIMH stating that sucltrireat recommendations are
misleading and not based on a totality of releesdence. Essentially, medication was
emphasized over cognitive-behavioral interventiovtich have been shown to be at
least as efficacious. . . . Itis hard to explamya drug-based model of OCD is being
favored despite clear evidence that other modeéxplanation and treatment may do just
as well, or even better, in predicting treatmerttomes. . . . This oversight by the NIMH
is not out of character with the organization’s gyah preference for a biological model
of mental iliness, to the exclusion of other wafysanceptualizing psychiatric disorders.
(Pilecki et al 2011:198).

In contrast to the past few decades in which gawental organizations and

funding have increasingly supported biological exjltions of health and illness,
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Schooler (2007) argues that in the 1960s and 1$&08IH and NIMH was not only
open to social science research programs, butaweointed directors with sociological
and social psychological backgrounds. Schooler{&m) points to multiple causes for
the decline in funding and valuing social sciendthw the NIMH the past few decades:
1) the value system that underlies the prestigetahy within the sciences such that the
more micro the phenomena under investigation, itjeeh level of esteem attributed; 2)
the perceived successes of methodologies of stgagiaro level phenomena such as
brain imaging; and 3) the increasing influence afporations and lobbying groups that
steer funding towards research on finding curespecific diseases.
Deinstitutionalization

Massive deinstitutionalization occurred during 1860s and 70s as a result of
sociological, pharmacological, administrative aagdl factors (Thornicroft and Tansella
2009). In the decades that have passed since itigiosialization, health analysts have
largely come to agree it was one of the worst iTiglieted policies of health care in the
history of the U.S. Deinstitutionalization was act largely motivated by the critiques of
the ill effects institutions had on patient resigesuch as from Erving Goffman’s study
Asylumg1959). Inappropriate mental hospital admissiwase another significant
concern with researchers such as Wing and BrownO)1®emonstrating the strong
association between the poverty of patients and likelihood of being institutionalized.
However, in addition to these critiques, innovasiam patient care such as day hospitals,
half way houses, therapeutic communities and aydipsic drugs enabled communities
to care for patients with mental illness (Thornftend Tansella 2009). The problem

with the deinstitutionalization of mental healthre@ the U.S. is that the primary goal —
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community support systems — was not fully establisbr maintained to the degree
necessary, especially for persons suffering fromeigemental illness (Thornicroft and
Tansella 2009).

The Rise of Managed Care and Complex Health Corporations

The emergence, rise and dominance of managedtcactuses and strategies designed to
reform the financing of health care has drasticaltgred the U.S. health landscape.
Managed Care (MC) emerged in the 1980s as a respormeclining government support
for public sector health care and the soaring aaispsychosocial and substance abuse
treatments in the private sector (Frank, Salkesed, Sharfstein 1991; Scheid 2003).
Health Maintenance Organizations (HMOs), PrefeRealider Organizations (PPOSs)
and other group insurance entities were establiahdchave multiplied as have their
strategies of external and internal reviews thetiatie the type and intensity of treatment
services (Manderscheid and Henderson 1996; ManusdsdHenderson, Witkin, and
Atay 2000).

In addition to controlling costs by limiting accdssservices, MC companies
changed the financial structure from the traditidaa-for-service payments to one in
which providers are paid a set capitation fee basea specified range of services
(treatments deemed most effective) for a predetexdhiength of time (Mechanic 1999).
Capitation fees are significantly lower in compango traditional fee-for-service (30%
lower according to one estimate) (Moffic 1997).

Other predominant strategies of cost-containmesitide: gatekeeping,
precertification, case management, and measureatiemes. Gatekeeping requires

patients to get referrals from primary care proksd@recertification or utilization review
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requires that services be authorized before theyegrovided to clients. Concurrent
review or case management involves insurance coegpaarutinizing client cases,
documentation of treatment services and evaluatiagreatment outcomes of providers

on a regular or on-going basis. Further, managesl @aporations emphasize
measureable outcomes and require patients fulfifitaria of ‘medical necessitywhich
facilitates denials of reimbursement claims. Ottegse denials are for therapies that have
yet to be proven efficacious or are for some reademalued Diagnostic and Statistical
Manual (DSM) disorder diagnoses (Mechanic 1999e8tR000).

While MC organizations started out primarily in {@vate health insurance
market, over time, they have moved to the pubtatesand federal market sectors,
including Medicaid and Medicare. The effects of MiICthe quality and quantity of
mental health services is just beginning to beistutbr different types of services and
populations, but the hallmark change is a declinagatient care and increase in
outpatient care.

Before reviewing some of the key critiques of magthgare, it's important to
note that the prior mental health system had its fhaws.

Patients often lacked access to needed servicesoamuhonly received inappropriate
care. Patients were put into long term therapiélsout a clear treatment plan or focused
objectives. There were few clear treatment starsdand therapy was commonly
determined more by clinicians’ preferences thaevwgence. . . The overall system was
characterized by fragmentation, important gap®imises and little coordination.
(Mechanic 1997:45)

In comparison to the previous health landscapepeates argued MC would improve
mental health services by increasing effectiveaissconomic resources and holding
mental health providers accountable to high statedaf care and improved treatment

outcomes. However, past Deputy Executive Direatopiiblic policy at the National
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Alliance for the Mentally Il (NAMI) E. Clarke Rosg&xamined the application of
managed mental health care in the public sectocandluded:

. .. other than constraining costs, most managbdvioral health programs have not
lived up to their promises. . . In poorly perforgipublic managed care systems, often
the managed care vendor lacks a social commitmerause of primary obligations to
private shareholders or the bottom line [which dbates to the] problems faced by
consumers, families and enrollees. (Ross 2000:9)

Thus, the primary criticism of MC is that it unden@s social justice through its
commodification of health and in the process, detmes professional ethics (Scheid
2004). In two articles and a book titléte a Knot and Hang On: Providing Mental
Health Care in a Turbulent Environmemedical sociologist Teresa L. Scheid
illuminates the ways in which managed care prastibeeaten professional logics of
health care, autonomy and ethics (Scheid 2004,,Z003). Scheid conducted
gualitative interviews and survey questionnairethwwmental health providers who
worked in both private and public sectors for aaglec She argues that managed care
significantly altered the paradigm operating in fi@alth landscape from one based on
professional ethics and commitment to communitg ¢arone of technical rationality and
bureaucratic control (Scheid 2004, 2003, 200BjoViders at CARE felt they were not
able to provide the treatment or services theyeveld their clients needed, and they have
raised serious concerns about the quality of t§8zheid 2003:158).

Rather than adhering to a social or biopsychosoetel of mental iliness,
managed care imposes a medical model of illnests @moviders via privileging
treatment goals that focus on short-term improvdmanthe expense of deeper changes

that would provide longer-term stability (Scheid3{. In addition, a critical
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“consequence of MC is the greater reliance upontpatrec medication as opposed to
more intensive forms of therapy or skills trairiii§cheid 2000:709).

In Scheid’s analysis of interviews with providensthe private sector, she found
MC significantly affected the everyday therapewark practices, to the extent that
some therapists were considering leaving privaaetpre (2000). Providers in the private
sector were working longer hours to augment tim@iomes due to the significant decline
in reimbursement fees and yet had increases inmastnaitive duties such as paperwork
and phone calls for treatment authorizations (2cB6D0). However, it wasn't just the
intensity of administrative labor that providerseated; it was that these duties took
focus away from patient care, proper supervisionfiauing education and the quality of
the therapeutic relationship (Scheid 2000). MC ¢pe@rcive system because if providers
spoke out against a managed care insurance conpagyould be (and were) dropped
from mental health panels, or put on a providetued list (Scheid 2000).

In summary, managed care subjects the treatmeisiales of providers and
provider-client relationships to increased manadgefinancial and bureaucratic scrutiny
to the point where both the quality and quantitynééraction between provider and
patient are compromised. In addition to harmingahpeutic relationships, managed care
threatens professional autonomy over their own work
The Role of the Professions in Transformations of Health Care

In the past few decades the organization and dglnfehealth care has
undergone significant interconnecting social, jpdit economic and cultural
transformations (Hafferty and Light 1995). Thesm&formations have led to questioning

whether or not health care is best organized thrahg professions (Feldman 2003;
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Martin, Currie and Finn 2009; Timmermans and Oh@0Opening up the role of the
professions in the organization and delivery oflthe@are services is in part based on the
fear that professional norms and clinical decisiaking have been corrupted by the
logic of the market and increased consumerism.@eseholars have examined the
features of changing organizational contexts ard tmpact on the normative
orientations of health professionals and the squiatesses of clinical decision making.

Increased attention to the role of organizatiowaltexts and professional norms
in shaping the terms and conditions of health dateery have led to the realization that
the professions’ relations to capital are compleis easy to both over and under
estimate the role of the professions in the orgdidn and delivery of health care, and in
order to better understand the paradox of the estpathe medical sovereignty and
decline of professional autonomy, professionaligeds examined within the larger
macro context of the political economy (its relasavith the state, economy, other
professions, all external actors) and within thermpolitics of interaction in day to day
work within and across varying organizational sef$i (see Light 2009; Timmermans and
Oh 2010).

The combination of a tightening of revenue streams)g costs, competitive
markets and patterns of variation in both availgbénd quality of health care situate the
role of professions in the center of the contempohnaalth care controversy. While the
government, (federal, state and local) is the lBgparchaser of health care, it is only one
among corporate purchasers (insurance and managedampanies), corporate sellers
(manufacturers of medical technologies and drugh as pharmaceutical companies),

consumers (including special interest and othesgorer groups) and other providers
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that have been designated as external forces oémpand interest within the Medical-
Industrial Complex (Hafferty and Light 1995). Indaiibon to the forces external to
professions, the internal dynamics of professiath @s increasing specialization,
differentiation and substitution, the degree oéifprofessional competition and changing
demographics within professions have been studiedtarnal forces within the health
care arena (see Abbott 1988; Hafferty and Lightsl®®ancarrow and Borthwick 2005).
CONCLUSION

In this introductory chapter | provided a reviewtloé historical background of
the rise in the emergence of adolescent mentatdis® as a significant object of
scientific study and clinical intervention as wadl a review of literatures relevant to
understanding the contemporary mental health afesiknwing this in chapter two, | set
up key theoretical frameworks, analytic conceptsl methodological procedures

employed in chapters three, four and five of thislg.
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Chapter 2: Theory/Methods Analytical Framework

This study analyzes the technoscientific knowlepigeetices of psychotherapy
provided to adolescents with mental disorders endbntemporary U.S. Four questions
guide this study: (1) how are adolescent menta¢dses defined within and across
psychotherapeutic communities of adolescent méetath practice? (2) How do
psychotherapeutic practitioners negotiate sociatgsses of diagnosis? (3) In what ways
does the Diagnostic and Statistical Manual (DSd)a &iomedical technology, shape the
everyday diagnostic and treatment work of mentalthepractitioners? (4) In what ways
does the political economy, specifically, managa cshape contemporary adolescent
mental health care?

In what follows, | lay out my core theoretical ameéthodological frameworks.
First, | provide an overview of the modified gro@adheory | employ to analyze 40
semi-structured qualitative interviews conductethvyaisychotherapeutic clinicians across
a Midwestern state and an east coast metropolitsn §ocial worlds analysis is a
Theory/Methods package that facilitates simultasesata collection and analysis
through two step coding and memo writing procesBRis approach utilizes techniques
of method based on material social interpretive fendnist standpoint orientations to
gualitative research. Second, | describe the proresdf method | used to analyze my
gualitative interviews. Third, | provide detailedstriptions of my data. Finally, | review
the theoretical frameworks, debates and conce@giehce and Technology Studies
(STS), Medical Sociology and the Sociology of Mémhtaalth and Iliness. This study

builds on the theoretical frameworks and concep&l studies of medical practices and
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feminist STS that examine science as a sharedtgdtnat is accomplished through
relationships within and across communities (sasi@lds). | bridge these theoretical
frameworks and empirical studies with the sociolofynental health and illness to make
a unique contribution to the literature.
THEORY/METHODS PACKAGE: FEMINIST POSTMODERN SOCIAL WORLDS THEORY

The theory/methods approach of social worlds amalyas designed to expose
conflicting interests and commitments in the soagpects of accomplishing work. |
deploy social worlds analysis to examine how memealth practitioners grapple with
definitions of adolescent mental, emotional andavedral disorder as a scientific and
clinical boundary object and the messiness of tloeasand political values embedded in
biomedical and bureaucratic standardization.
Feminist Grounded Theory after the Postmodern Turn: Social Worlds Theory
Glaser and Strauss (1965) developed grounded thiemygh their research in hospitals
on how the medical system and clinical care pragideanaged dying patients.
Following the tenets of Symbolic Interactionism)(&hd the lessons they had learned
through research, they explicated the complex [msEsof qualitative data collection in
the medical setting by emphasizing how the symbaiit social aspects of patients’ lives
outside of the hospital played a key role in reaglan in-depth understanding of the
clinical management of death. Later, they formaliteese processesTime Discovery of
Grounded Theory: Strategies for Qualitative Resb#f&laser and Strauss 1967).
The premise of a grounded theory approach to soesalarch is that theoretical
explanations of social phenomena are groundeddrearerge through empirical

research. Although it was originally developeaasngle research approach by both
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Glaser and Strauss, they later disagreed, caustumded theory to develop in multiple
directions. Barney Glaser, originating what cambddhe Glaserian tradition of
grounded theory, holds to a more positivist andcstiralist orientation toward perceiving
the outside world as waiting to be discovered.

On the other hand, Anselm Strauss and his studelrt; Corbin (see 1998),
developed a grounded theory tradition built on aevsmcial constructivist
epistemological framework — one that grapples wWithway that researchers and research
participants, or even the observed, make meangegher and how there are multiple
levels of interpretation. This theoretical diffecerhas become known as the interpretive
turn — and points to the notion that there is nmglete objective standpoint or empirical
truth that is waiting to be observed by a neuttsesver (see Charmaz 2006; Denzin and
Lincoln 2000). In this study, | use a modified versof grounded theory — one that has
followed Anselm Strauss’s turn to social worldslgsia and feminist and postmodern
turns in social theory.

The different approaches to “doing” grounded thexay be simplified in terms of
their standpoint in relation to a more or less st or social constructivist approach in
their work (Clarke 2005:2). The grounded theorytayed in this study utilizes
techniques of method based on material; socialpreéve and feminist standpoint
orientations to qualitative research (see Clark@&2Charmaz 2000; Casper & Clarke

1998; Clarke & Montini 1993; Clarke 1990; Naple©3p'® My approach to using

1% See Denzin and Lincoln (1998: 27) for a table, typology and explanation of interpretive paradigms of
gualitative methods.
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grounded theory follows the poststructuralist tirmliscourse theoretically, which
facilitates explicit attention to discourse asiproduced and enacted.

Strauss (1978) introduced the notion of “social ld&rto identify a research
situation of a group committed to or oriented abarkey set of activities. In the case of
this dissertation, social worlds involve mentalltfegractitioners who diagnose and/or
intervene in adolescent mental, emotional or bedraldisturbances. There is a long
tradition within SI medical or science studies x&mining science as a shared activity
that is accomplished through relationships witmd across social worlds. In this sense,
the science and clinical intervention of adoleseeantal disorders are a scientific and
technological activity.

Within this version of grounded theory (situationalsocial worlds analysis), the
goal is to understand the elements of a situatidhesocial worlds involved in an arena
of action and their relations within it. Also, sabfs and objects are decentered, meaning
that methodological attention is paid to actors actdnts, including cultural objects,
technologies, media and non-human entities. Thialseorlds theory/methods package
approach prioritizes examination of the relatiopstof animate and inanimate things as
they work together in constituting situations. Tihusdified grounded theory is an
empirical approach to studying social life via diaive research and analysis.

In her bookSituational AnalysisAdele Clarke (2005) argues that in many ways,
grounded theory has always been (theoreticallypbeéyhe postmodern turn due to its
symbolic interactionist roots. For instance, foregrding deconstructive analytic
interpretations such as open coding and multigkrmetations and attending to

multiplicities are core tenets of Sl that haveueficed grounded theory. Also, Mead'’s
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(1934) notion of perspective and the social sélil@nce grounded theory principles of
attending to negotiations and relational formsradlgsis.

Following these core Sl properties, Clarke (20063ifies grounded theory to
take up theoretical turns toward feminist postmodgistemologies. Her work illustrates
core feminist postmodern assumptions such as ti#edness of all knowledge
producers, recognizing heterogeneities and thenitapoe of discourses. This study is
theoretically and empirically situated in femin&ES literatures and goals. Therefore,
modified grounded theory of social worlds that Basnd constructivist roots but attends
to postmodern feminist concerns facilitates thdyamimmof the definitions, practices and
relationships at the heart of my study.

PROCEDURES OF METHOD

Grounded theory is an analytic process that asstiméslata collection and
analysis are carried out simultaneously and areaously (by the researcher) put into
conversation with one another by conducting a ttep-slata coding process, comparing
sections of data to one another and by writing nerbese procedures of method are
carried out with the goal of working through conitgg issues, emergent themes, patterns
and gaps between the data and what is understood gie relationships that are being
examined (see Charmaz 2000:510-11). Followingetbemtegies, | employed the
method procedures of two-step coding and memongrijfrocesses.

These procedures are the concrete techniques Vautitated the analysis of
emerging patterns of adolescent mental disordenitlen, diagnosis and treatment
across disciplinary psychotherapeutic social worlgglationships between contexts of

care of different mental health professionals,rttieoretical orientations, the work-
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arounds they employ in negotiations of the DSM, diagjnostic standardization emerged
by engaging the discourses of my data sources.

Coding and Memo Writing

| followed two-step coding procedures. | startggbrforming line-by-line coding of
single documents. As particular themes or “codesérged repeatedly or in relation to
one another throughout the line-by-line coding @éuiments and interview transcripts, |
authored memos which put my research questiongliatogue with these emerging
thematic codes.

Memos are reflections that tracked my theoreticalenstandings of the
disciplinary social worlds and the discourses theduced about adolescent mental
disorder. | continuously moved back and forth leswcoding documents, interview
transcripts, reading the literature, and writingmoes until | began reaching theme
saturation. Theme saturation occurred when newngochtegories ceased emerging and
the codes already emerged repeatedly accountédliat was going on” in the
discursive renderings about definitions of adolasoeental disorder, diagnostic
processes, the DSM as a technological actant, EBtesdisciplinarity and MC. In this
iterative process, | produced some memos whichsiedwn particular disciplinary social
worlds—and compared how the discourses of the gladi disciplinary documents
mapped onto or diverged from the interviews witbfpssionals from similar disciplinary
backgrounds. | sought out patterns both within @arrdss these disciplinary worlds, and
wrote memos that focused on content, context, agewee/consensus and
divergence/contestations. Thus, throughout thiatitee deconstruction and analytic

process, | produced some written memos about @ingalcuments or particular
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theoretical orientations and some about constetiatof documents from particular
professional worlds or about particular emergirsgies that crossed over multiple worlds
(issues with MC).

Early memos were more explorative and asked questbthe data, and put the
research questions in dialogue with the discowstedied. As analytic work continued,
memos became more refined and explicitly set oah8wer research questions and
move towards coherent data chapters. Through tipbogment of these techniques of
analysis, discursive themes emerged that rendkeeklations across multiple mental
health professionals, their knowledges and praxztgoerounding adolescent mental
disorder diagnosis and treatment, visible.

Descriptive Information on Data Source

This dissertation analysis is based on social wsaalthlysis of 40 in-depth semi-
structured interviews with mental health profesalenThe interviews were conducted
from the winter of 2009 through the fall of 2010amMidwestern state and a large east
coast metropolitan area. Respondents were recrugieg a snowball sampling methods,
starting with contacts | had from previous work esence in the field.

When | began my study | reached out to professiomalacts | had acquired from
working as a paraprofessional in the adolescentahbralth field for six years before
going to graduate school. Some of my previous asizonnected me with other mental
health professionals and four of them participateithe study themselves. Each of these
four respondents had worked with me in some capatia Residential Treatment Center
(RTC) for a large non-profit mental health careammgation in a mid-sized city

(population around 300,000) in a Midwestern state.
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In addition to professional contacts | already hnathe field, | reached out
through my informal loose tie network of acquai@sto find out who they knew
working in adolescent mental health care. | hagpfgesend me the email addresses of
mental health professionals. | sent emails to thasse ties explaining the project and
only continued contact if they expressed intemesaking part in the study. Once |
conducted an interview with a mental health protessd | used snowball sampling
methods to acquire new interview respondents.

The sample consists of mental health professiomiatsworked in some capacity
with adolescents diagnosed with mental, emotionaledavioral disturbances. Initially |
intended to only interview mental health profesalsrwho worked in out-patient clinical
office settings. However, as the study progresdisgussions of schools and school
therapy repeatedly came up during my interviewsn&of the out-patient clinicians |
interviewed worked in schools one day or afternaaveek in addition to their work in
out-patient clinics. Schools emerged as a an impoHdite of study from processes of
conducting and transcribing interviews and writhgmos, and thus my original
conception of the desired respondent charactesist@re broadened to include
psychoeducators and counselors, social workerpsyachologists who worked in
schools.

As is true in the general population, the majooitynental health professionals |
interviewed were white women: 35 women, 5 men; B&ay 3 African American, 1 non-
white Hispanic and 1 Native American. See Apperdior information on sample
characteristics. The mental health professionaitetviewed had diverse disciplinary

and professional backgrounds, degrees and thealretientations. While | had originally
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set out with the orienting framework that practigos from different disciplines or
professional backgrounds were likely to approadiiesitent mental health and illness
from uniquely different theoretical models or oterons, | struggled to find concrete
patterns across disciplines. See Appendix B farmftion on disciplinary backgrounds
and theoretical orientations and their overlagférto the mental health professionals
who comprise the communities of practice or sos@llds in my study as
psychotherapists and MHPs because what they allhha@mmon was that their
everyday work was structured around some form péipstherapy (although the form it
took varied by context of care). In addition toieetlse set of professional backgrounds
and theoretical orientations, MHPs varied widelyé@ars of experience as an adolescent
mental health professional. The range was 2 toedBsyof experience in the field, with
the 14 years mean average, 13 years median av@ge@ractitioners (25%) of my
sample had less than 10 years experience whileak3ifoners (almost 38%) had 15 or
more years of experience.

Interviews were semi-structured and conductecanous public, school and
office settings. Interviews lasted anywhere fronrm#iiutes to two hours. Two
interviewees that had each been in the field ascains for over 15 years were
interviewed twice. These two interview respondevise among a group of four
interviewees whom were extremely knowledgeableaatidulate about their field and
their everyday clinical work, and thus heavily sbaphe analysis. Prior to starting the
interviews, research participants were asked td rdarmed consent documents which
asked permission to record the interview. Everyigpant received a copy of the

informed consent form while | acquired a copy vitikir signature. See Appendix C for a
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copy of the consent form. Each interview was cotetliasing the same semi-structured
interview guide (see Appendix D for a copy of theerview guide).

Interviews were recorded, and started with a gdrserction about the
professional background of the research participamimportant aspect of this study
was to understand the ways in which disciplinaayning and professional socialization
shaped the definitions of adolescent mental heaidthillness. The beginning of the
interview guide entailed questions about duratiothe mental health profession,
background professional education and trainingheowd their discipline and approach to
providing adolescent mental health services hadgdth since they entered the field. The
second section of the interview guide asked aldmit tlefinitions and approaches to
adolescent mental illness, their professional asdmlinary memberships and
interdisciplinarity. This section allowed me to sassfully tap into mental health
professionals’ theoretical orientations towardslesicent mental illness and the
significance with which their professional backgndiwshaped these orientations and
approaches to treatment. Further, this sectiomlgelnformation about the costs and
benefits of the interdisciplinarity of the field.

The third and fourth sections of the interview gufdcused on diagnostic and
treatment practices, including the ways in whiah FEM was understood and utilized in
diagnostic processes. As themes emerged throughtdreiews, | added a few questions
to theses sections of the interview guide. For gptapafter almost half of my interviews
were completed and V codes had emerged as a s@mtiitontentious issue for
practitioners, | added a question about them omntieeview guide. V Codes are

diagnostic codes that cannot be given as legitimi@ignoses, but are often used as
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secondary diagnoses to provide clinicians and gihl@fessionals with information about
the social contexts of mental illness. V codes enass relational and other social
environmental disturbances such as parent-chiibding conflict, neglect, abuse, school
problems and more. Several practitioners thougbodes should be legitimate
(reimbursable) diagnoses, and thus | followed #i@ thy asking other professionals if
and when they used them and the role they playpdoicesses of clinical diagnosis and
treatment.

The final section of the interview guide focusedpoofessionals’ evaluations of
the larger field of adolescent mental disorderises: While the third question in this
section was about Managed Care (MC), there wenefegr interviews where MC had
not already emerged as a significant theme inrttesview. MC emerged as the thematic
code of analysis that was connected to everythggiacluding the ways in which the
field had changed, how treatment plans are wratahhad changed over time and how
the DSM has been utilized to standardize diagngs#ctices.

DATA ANALYSIS: FEMINIST POSTMODERN GROUNDED THEORY

In this study, theory and research are a packageaph that shape data analysis. Theory
and methods are intimately intertwined in this gtttdfough interpretive, postmodern and
feminist standpoint turns in social theory. Thinss study takes a constructivist Sl
approach that follows these theoretical turns aufing on deconstructive analytical
interpretation, (open coding and enabling multipterpretations), orientation towards
social actions such as negotiations, discoursetlandays in which discourses are
produced and enacted (see Clarke 2005). Discosidefined as knowledges and

practices that are forms of social action (Clar@83). This dissertation analysis builds
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on a long tradition of Sl constructivist, medicadaSTS studies that examine science as a
shared action that is accomplished through relaligs within and across social worlds
of psychotherapeutic mental health professionagxtN review key theoretical
frameworks of constructivist, Sl, feminist STS anddical sociology studies that
facilitate examination of adolescent mental disotd®wledge-practices as scientific and
technological activities. My unique contributiontessapply this Sl, feminist STS
approach to the sociology of mental health anedn

SOCIAL STUDIES OF SCIENCE, MEDICINE AND TECHNOLOGY: THEORETICAL REVIEW

The sociology of health and illness and STS botleltastinct intellectual histories yet
can be considered sister sub-disciplines due foadkerlapping research questions and
methods of inquiry. This is where | situate my digation. Rather than a thorough review
of each of these fields and the ways they ovetligy, out theoretical concepts relevant

to my study and develop the analytic frameworktii@ empirical chapters that follow.

Social Constructivism

Social Constructivism refers to the notion that\wleslge is created through human
interaction. Social reality is accomplished rattieam given by humans collectively
defining and acting in social situations (Berged &nckman 1966). Studies of how
science, medicine, medical technologies, healthilaress are constructed offer a lens
into the dialectical relationship between them #h@social-historical forces with which
they interact. A social constructionist framewoxamines the historical and social
shaping of ‘truths’ and ‘common-sense knowledgeichltomprise contemporary

culture at any given time. Social constructioniatges start with the contention that all
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knowledge, including health and iliness or disezegories, are not natural products of
objective science but instead are created outmicpé&ar historical and political
circumstances (Clarke 2001).

In Science Studies: An Advanced Introductidavid Hess (1997) argues that a
large majority of science studies scholars posibaerate constructivist stance, or the
balanced view that both the social and the matshiape knowledge production.
Scientific theories are both representations ohtlagerial world and operate as vehicles
through which social values and local culture amasmitted (Hess 1997:35-36). Most
moderate social constructionists do not questiemthaterial reality of disease or illness
but focus on the way these experiences are knodrmnéerpreted through social
meanings and practices (Lupton 2003; Conrad ankeB&010).

An early theoretical move by social scholars ofiteand illness was to
distinguish iliness from disease precisely becalusexpert medical categories did not
capture the subjective experiences of illness (i&n et al. 1978; 1988). Following
pragmatism and the tenets of Symbolic Interactimn(iSI) (Mead 1934; Goffman 1959,
1961), Anselm Strauss and his colleagues (1963%,1967, 1978) began examining
how people who were ill made sense of, embodied@amhged their illness in
conjunction with other aspects of their lives. Otrere, social constructivism was used to
understand how subjective illness experiencesupned “objective” diseases and other
medical facts were shaped by social values ancepsas. This is closely aligned with
STS because the object of study is how biomedai@igories of disease and methods of
intervention are socially created, negotiated aerpreted (Conrad and Barker 2010;

Joyce 2008; Timmermans 2007).
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In contemporary STS, the term “construction” is mout to such an extent that
new terms have arisen up to restore some valusatificity to the theoretical and
methodological frameworks used (see Aronowitz 2Q@8el 2010; Sismondo 2007).
Sismondo (2007) notes that terminology such asifrgntonstitution, organization,
production, and manufacture have all been usednueay the social construction of facts
and artifacts. Despite the particular term usee ntiain tenets of contemporary social
constructionist studies of science and technolaghde a questioning of taken-for-
granted realities and objectivity; an understandirag the concepts we use to interpret
the world are historically and culturally specifend that science, medicine and
technology are inherently social and active, atiderathan being natural, are made
(Clarke 2001; Sismondo 2007).

Social constructivist studies have contributed T& $1 several ways, but
important for this study is how science has beercewed of and studied as a form of
culture as opposed to a special form of truth éxadts outside of social practices (see
Law 2008:626). Social constructivist studies oestific knowledge take the content of
science, including the theories, methods and newrently, the practices and tools
involved in its production, as the focus of exartimra Thus, constructivist researchers
study science, medicine and technology in the saays as they examine other areas of
culture because the underlying assumption is thekhawledge, even scientific
knowledge and technologies, are created throudbativle social processes, or social
relationships.

Symbolic Interactionism (SI)
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Considered both a theoretical and methodologicatageh to knowledge, the self, and
human interaction, Symbolic Interactionism emergedof American Pragmatism.
Building on the ideas of William James (1879), GémiHorton Cooley (1918) and
George Herbert Mead (1934) theorized how the nsetl, and society arise out of and
are sustained through human interactions. Mead4()18Ssited both the mind and the self
as social processes capable of using symbols, nehgdines of action and choosing
among the possibilities. Thus, individuals perceind interpret gestures and the self
arises as individuals symbolically represent théveseas objects, while at the same time
society emerges out of organized and coordinattdtaes.

After Mead's death, Herbert Blumer took over hisiabpsychology course and
coined the phrase “Symbolic Interactionism,” beaagras influential to the frame as
Mead had been. His three premises of Sl are: hging act toward things on the basis of
the meanings that the things have for them; 2) megarof things are social products
created through human interaction; and 3) meantagrs through a process of
interpretation used to guide actions within sitoiasi (Blumer 1969). Blumer (1969)
advocated for exploration and inspection as prete81 methodologies and was
primarily concerned with linking social behaviordlements of social structure.

The Sl frame has often been conceived in a polhfaghion as the Chicago
versus the lowa schools of thought. However, atingrto Jonathan Turner (2006), all
Symbolic Interaction frames converge on the follogviour premises: 1) humans create
and use symbols; 2) humans use symbols and gestugase common meanings to
things; 3) the generalized other mediates sociatroband change by individuals taking

on the roles of “others;” and 4) interaction, husmand society all emerge and become
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defined through each other. Individuals can assedssort out various lines of conduct
based on the definitions of the situation which@metinuously created over time through
on-going interactions. Symbols and meanings ofi@adar situations ultimately evolve
into taken-for-granted and routinized practicesu(@ér 1969; Fine 1992; Stryker 1980;
1988).

Constructivist, Symbolic Interactionist Framework

For the past four decades constructivist S| schdlarve analyzed the social processes
involved in medical practices, including the rofédechnologies within medical practices
(see Glaser and Strauss 1965; Charmaz 1991; Timamsr®99) (Casper and Morrison
2010). My study follows this intellectual traditiom examining the medical practices of
mental health care work, and the role the DSM @isrielogy plays in that work. At the
intersection of symbolic interactionist medical istmgy and STS, scholars have
developed key concepts such as negotiated ordaugsSt1978), work-arounds (Clarke
and Casper 1998), boundary objects (Star and Gnexs:989), infrastructures (Bowker
and Star 1999), bandwagons (Fujimura 1988, 199@) tlze right tool for the job (Clarke
& Fujimura 1992) in order to help shed light on Hueial aspects of medical practices
(Casper and Morrison 2010). In this section, Ifbyriexplain a few of the key concepts
and foci of this theoretical tradition on which mvprk builds.

A social constructivist S| framework examines sceemmedicine and technology
as work and work activities organized in particudaltural spaces, using particular
materials and techniques (Fujimura 1988). Monicgp@areviews how Sl studies
commonly focus on the diverse aspects of scienderadicine related to work tasks,

tools and other materials, thereby situating sdiergnd medical work as accomplished
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through social processes and actions (1998:30)iden¢ifies two crucial interactionist
concepts: (1) Mead’s (1934) notion that people éme work within contexts of
meaningful objects, and therefore objects are spomaucts that are created via
definitional processes of social interaction; addStrauss and colleagues’ (1964:176)
concept of negotiated order which describes thetatysocial order continually
emerges or is negotiated and renegotiated througtah actions that become patterned
or routinized across time (1998:31). In followirgse highly developed interactionist
concepts, Casper (1998) developed the notion ok wbjects and theorized the ways in
which multiple consequences flow from the diverssamngs attributed to work objects
in medical practice.

Clarke and Casper (1996) developed the term “wookhads” to denote the
emergent local solutions to problems that are pbgestandardization. In his award
winning article that examines how psychiatristsotege diagnostic standardization,
Owen Whooley (2010) uses the concept of work-aredadiemonstrate the strategies
employed by psychiatrists to respond to and alteviaeir ambivalence for the
bureaucratization and biomedicalization of the D$Riscuss Whooley’s (2010) work in
chapter four and build on his analysis of work-aidgito show the ways that non-
psychiatrist mental health practitioners negotiheeDSM as a biomedical technology.

| utilize the concepts of negotiated order and wambunds in analyzing how
mental health practitioners accomplish the worleffning, diagnosing and intervening
in the mental, emotional and behavioral disturbarafeyouth. The concept of negotiated
order refers to the capacities of different actorgrotect their own interests and to

achieve their goals while acknowledging and acagthmthers’ interests (Strauss 1978).
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Thus, a negotiated order is a set of working amamants within an arena (Strauss 1978),
which does not mean that the actors have reache®osus or are free from competition
or conflict. | use the concept of negotiated oidezxamining the way that mental health
practitioners have conflicting interests and cormmeitts in their negotiations of
diagnostic practices in general and the DSM inipalgr. Even though most practitioners
must operate under diagnostic standardizatione tisenterpretive flexibility within and
across sites of practice.

Another key area of work for interactionist STSds#s of medical practices is the
focus on classification systems, standards, prégcaad contingencies of practice. Susan
Leigh Star and Geoffrey Bowker (1999) examine heerg single standard, category or
classification valorizes one particular point odwiwhile silencing others, yet in
everyday real life practice, whether inside or mlé&ghe clinic, we commonly struggle
with things that do not fit. The problem with thsgot fitting is that social and moral
values are embedded within classification systemaistiaus both classification work and
standards have material consequences.

While standards are similar to classification systeBowker and Star (1999)
define them as distinct entities. They define séads as: (1) agreed upon rules for
production of textual and material objects; (2)rsp@re than one community of practice
or site of activity, have temporal reach and péwmier time; (3) are deployed in making
things work together over distance and heterogenewirics; (4) legal bodies often
enforce standards, be these mandated by profebsigaamizations, manufacturers’
organizations or the state; (5) there is no natamaland the best standard shall win and

(6) have significant inertia and can be very diffiand expensive to change.
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Standards embody goals of practice and productidrage never perfectly realized .. .
Classifications may or may not become standardizedevery successful standard
imposes a classification scheme, at very leastdmtvgood and bad ways of organizing
actions or things. The work-arounds involved inctical use of standards frequently
entail use of ad hoc nonstandard categories. (Boake Star 1999:15-23)

The classification system of the DSM and the fdimed standard of requiring a
DSM code for a legitimate diagnosis and thus fonbeirsement for care are at the heart
of my examination of mental health care practi€eglowing this intellectual tradition, |
examine the DSM classification system as a biona¢déchnology and the way that
practitioners employ work-arounds in negotiating tinder of diagnostic practices and
the biomedical infrastructure in which it is embeddOnly examinations of how
practitioners tame, unleash, or work-around contaamy diagnostic standards in their
particular setting of practice reveals the messiaesl complexity of their work.

In summary, my work builds on the following five jppassumptions of
interactionist science studies: (1) scientific $a¢indings and theories are socially
constructed; (2) knowledge represents and embadids or particular ways of
organizing the world and STS is concerned withgiteeesses by which scientists
develop standard procedures and patterns of conaniin(3) science is a matter of
work, organizations and institutions; (4) sciewtiftork is like other social activities; and
(5) there is an insistence on multiple perspectaresa concern for silenced and deleted
perspectives, thereby making itself compatible ethinist approaches that are
inherently concerned with marginalized outsideez (§an House 2004:25-27).

Feminist Epistemologies
While there is no distinctive feminist theory ortimed of inquiry, there are a few

distinctive characteristics of feminist analysesiging 1987). First, feminist
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theory/methods are studies done by and/or aboutenenthey begin with something

that appears problematic from the perspective ghers experiences. Second, feminist
analyses connect the purpose of their researdfetoresearch subjects and thus their
research questions and research subjects are dgwdegdurpose of furthering knowledge
by or about women or gendered experiences. Trerdirfist analyses explicitly locate
themselves in relation to their subject matter. idghanalysis is an approach to studying
the social world, not a unitary method (Reinhar@22)9

Underneath a feminist framework there are multipkearch methods that are
guided by different lines of feminist theorizingoWever, there are general trends within
feminist research towards interdisciplinary anasdisciplinary scholarship, aims to
create social change, attention to difference awersity in representations and
researcher reflexivity (Reinharz 1992). Feminislgses attend to local settings, multiple
social worlds, and deconstruct the assumptionsifigle society, culture or even, woman
or feminism. Further, feminist analyses focus othboultiple and partial knowledges,
including an explicit attention to relations of pewor dominant versus subjugated
knowledges.

Feminist epistemology, also known as standpoey is a problematization of
how knowledge and truth are bound by relationsoofgr that operate in all knowledge
contexts. Dorothy Smith (1974) was one of the fieshinist sociologists to identify how
traditional theories and methods of sociology wai#t bn and within a male social
universe, thereby discarding women’s experiencdshaw they might be different,
indeed how sociology would be different if modesnafuiry emanated from a woman’s

standpoint.
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Smith’s (1987) project imThe Everyday World as Problematic: a Feminist
Sociology was to create the space necessary for theredallfferent kind of
epistemology operating in the field of sociologylaamong feminist scholars. Smith
(1987) revealed how the principles of universaltionality) and neutrality
(impersonal) that operated in the field of socigiagd in the wider public sphere were
gendered — i.e. the rulers of academia and theqsihere’s social relations were men;
and thus women had become confined to the subge@mith’s concept of bifurcated
consciousness refers to how the professional smgigal vision of ordinary reality was a
mode of consciousness controlled by men; the aetyadriences of women were
repressed and experienced as some “other” formmdaousness. The organized
practices of society bring into relation particularms of understanding between the
knowers and the known, and Smith (1987) challengiscraditional way of knowing in
order to create a space where the experiencesmewoas located inside their body, in
particular places in the everyday world, could keressed and validated as
“knowledge.” Smith (1990) extended Gouldner’s (1p@@ncept of reflexivity by making
the everyday world of women as the problematicoof@dogy, allowing for the material-
social relations of women to be explored as anatese knowledge exists, thereby
reconfiguring the traditional object/subject ofdbjflas a place in which searching for
knowledge and understanding began from within wamen

Patricia Hill Collins is one of the most influesitstandpoint and intersectionality
theorists. The term intersectionality refers towssy in which each social identity such
as gender, race, age, sexuality, social classotsis, intersect to confer advantages and

disadvantages. In theoretical and empirical analytbe focus can be on individuals,
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groups, institutions, policies or discourses aratfices, but the goal is to understand
how social structures organize relations of ineiqgiahd how diverse groups and
positions within those structures produce uneverea&nces. For examples of theoretical
and empirical intersectional analyses, see Coll0@0; Dill 2009; McCall 2005.

Collins’ (1990) standpoint theory is about the pobjof furthering critical social
thought on group formation and power relations imithe social structure of society.
Collins’ takes Smith’s reconfiguration a step fnthoy claiming that sociology was still
excluding black women and their standpoints. Csliat out to show hoflack
Feminist Though&s oppositional and subjugated knowledge, codtdrnma critical
social theory (Collins 1990).

What both Smith and Collins are concerned withow o create a space within
social theory where the subject/object divide digaps and the reflections and
experiences of those researched do not. Collingiglpoint epistemology is based on the
notion that social groups are situated within unpever relations; and although each
member of a social group may not experience theghmg or have a similar standpoint
on any given issue, it is the position within thee@ll structural relations of domination
and subordination that gives any social group antpoint.” Collins demonstrated that
intersectional thinking is a useful heuristic devior describing the patterns of social
organization (for making structural power dynamitsble). Standpoint theory connects
the previously invisible subjectivities of Black men at the meso level of power
relations through their shared experiences of stilsjgy. As such, Collins theoretically
mediated between the micro and macro contextshargiination, domination and all of

the complexities of personal and group identitiéemdealing with relations of power in
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society. Her concept of “outsider-within” explicdtthe ways in which black women
were situated yet treated as outsiders subjugatbdthvtheir own communities (1998).

Donna Haraway'’s influential feminist epistemologyidely known as “situated
knowledges” — a concept she utilizes to convey alidknowledge is partial and socially
situated (2004). To Haraway, objectivity and fersirstandpoint theory is about situating
our knowledge from within ourselves. Situated kredges offer partial perspectives that
are more accurate and that demand the investigatiecome accountable for her claims.

Key questions of feminist epistemology include: Wiam know and by what
means? Who can be the knower? What can be knownihiseepistemologies have
created strategies for justifying knowledge clatimst include triangulating multiple data
sources, methods and tools; collaborative resgaakcts, researcher reflexivity,
integration and examination of the connections betwthe personal and social; and an
engagement, responsiveness and accountabilitetpeabple studied. Thus feminist
epistemological studies tend to be transparerteir presentation of data and analysis,
focus on disenfranchised groups, are accountatiteetosubject matter and the
implications of the knowledge claims their work guces. At the forefront of feminist
epistemological concerns are the worlds that avdured by scholarship, due to the
explicit recognition that all knowledge has mateci@nsequences.

The theory/praxis of Haraway, Smith and Collingosdigures the material
relations of knowledge production such that theliiéty of all constructions of reality
are regarded as needful of explanation (Hernsteirts2006). This reconfiguring is not
about reordering knowledge producers in an attémpteate a new hierarchy of ideas,

but instead, is about democratizing the proces®wf knowledge is produced (by whom,
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and in what knowledge contexts). Feminist epistexgyblssumes that theory and
practice are bound together and thus produce sduatowledges. This reconfiguring of
knowledge as a socially-situated process allowsdarologists to investigate how beliefs
about the world are socially shaped, constrainedssabilized (situated) (Hernstein-
Smith 2006: 101).

Key Concepts of Feminist Social Studies of Science, Medicine and Technology

Given that social studies of science, medicinetandnology are interdisciplinary
and draw from multiple traditions of theory/methptheere is no unitary origin story or
easy way to characterize the entire field. In faistion | review key aspects of STS that
shape my data analysis.

From the earliest development of the field, STS&auis have been committed to
studying the social content of science. Charis Tison (2005) describes how a large
majority of STS scholarship has examined the igeethdence of knowledge production
with the classification and evaluation of persond things in various natureculturts.
Early studies of STS interrogated the social aspefcthe content of science, but in more
recent decades, STS theory/methods has turnedd@xamining science in the making,
or how scientists arrive at “facts” (Thompson 200% already discussed in detail, one
such theory/methods approach is social worlds thednich traces the flows of people,
practices and knowledge claims as they occur arawstthred object or arena of concern
(Thompson 2005). Examinations of science in theingpére labeled the ontology of

science. This strain of STS scholarship focuselsaamtechnoscience matters for our

" For a more in-depth review of STS scholarship that examines naturecultures, see Haraway 2004, 1997,
1991, 1989; Law 2004).
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everyday living in the world. A different theory/thed approach that is also popular is
Actor Network Theory (ANT).

ANT is well known for being concerned with sciemeehe making and attending
to the ways in which science and nature are inpendéent (Thompson 2005)Actors,
or more commonly referred to as actants (actors lmedyuman or nonhuman), coordinate
or work together in heterogeneous networks to resid accomplish scientific
knowledge production. Within this kind of STS sdrship and the ANT tradition, there
has been a turn towards laboratory studies onfatig the practices of scientists and
practitioners to understand how particular versioinghe world are made. A key concept
taken up across STS studies is the notion of bitexlng — the process by which
knowledge comes to be accepted or taken-for-grasted though many do not
understand how it came to be that way, and ever mguortantly, often, it could have
been otherwise. In other words, within STS, sclsodedamine how it is that one
technology, protocol or model came to be acceptedh@aw others have become hidden
from view. Bruno Latour (1999) argues that ANT & a theory at all, rather it is a
heuristic that is part of a larger materialist twithin social theory that recognizes the
critical role that material objects play in the guation of facts and social order (Harbers
2005:26-28).This aspect of STS is intimately comee@t¢o standards and routines of
practice, including the processes through whichesoetworks play a role in
constituting the particularities of how knowledgemade. A feminist STS version of

scholarship focused on science in the making isnadtaraway’s (1990) development of

12 Latour, Callon and Law are the originators of ANT (see Callon 1986; Callon, Law & Rip 1986; Latour
1987; Latour & Woolgar 1986; Law 1986, 1990, 1992, 2001; Law & Hassard 1999).
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the concept of the cyborg. The cyborg is a greatrgte of the way feminist
technoscience scholars explores the ontology ehsei— by examining the intersections
of gender, race, and naturecultures. Even furtiregarly articulation of the ontology of
science is found in Haraway's theory of situatedwledges where she explicates that
partial perspectives are actually better versi@tabse they are truths which are situated
in particular naturecultures, and thus have ac@dilty.

Haraway proposes an alternative form of modestesgmg — one that is partial,
can be located in specific cultural context andasountable. Feminist versions of STS,
in their poststructural and cultural turns (andotogical politics of technoscience), argue
that both material realities and discursive repregens of those realities are enacted or
performed simultaneously (Law 2008; Mol 2002).

The basic proposition that comes from STS andoigmate disciplines is this. Since the
real is relationally enacted in practices, if thpsactices were to change the real would
also be done differently. Foucault tells us this.talks of the conditions of possibility set
by an episteme, and then of heterotopic spacesidtator beyond the margins . . . more
or less different realities are being done, monbgnioment, in those different practices.
(Law 2008:635-36)

While Haraway (1997, 1999) and Mol (1999, 2002)enhdifferent vocabulary and to
some extent, politics, both are feminist STS salsahose attention to multiplicities of
and differences within social practices are impdrtelaraway (1997) and Mol (2002)
both position themselves as modest withessesritafere so that perhaps the more
humane versions of reality or practices with lagggation have a better chance of
being reproduced.

A more recent concern within STS scholarship isiberrogation of how various
scientific truths co-constitute particular versiaisature, politics and identity

(Thompson 2005). This strain is associated withHdbel “coproduction” to point out
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how knowledge is always political, and this strafrscholarship deconstructs how
coproduction plays out in various sites of sciénfifractice and standardization. This
strain of STS takes seriously the claim that esergntific production, story, routine set
of standards and practices privilege some versioaatity and silence or minimize
others. The notion of coproduction of science, nedhgy and society conveys that
social, political and moral relations are embeddestientific knowledge and
technological systems — they are constituted inaomethe same historical process
(Harbers 2005:257, see Fishman 2004; Taylor 1995).

In addition to analytic attention to coproducti@T,S has taken a turn towards
examining the social construction of technologidsus, scholars increasingly use their
interactionist constructivist theory/methods toraxee the content and making of
technologies (see MacKenzie and Wajcman 1999;2062; Williams and Edge 1996;
Van House 2004). Information and biomedical tecbgias have restructured
contemporary medical practices (Casper and Morr2gd®). Information technologies
have become central to health care practices, dingnpolitics of reform and outcomes
(Casper and Morrison 2010:S121). At the interseabibsociology of health and illness
and STS studies, biomedical technologies have eea@mined for how they reshape
medical practices, reconfigure human bodies ansiopéiood and our understandings of
them, and have contributed significantly to newealth social movements (See Balsamo
1996; Casper and Morrison 2010; Dumit 2004; Joyag82Loe 2004; Saetnan et al
2000). Casper and Morrison (2010) illustrate tmapeical findings about medicine and

medical technologies are as much allmw we know- or the diverse array of theories,
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concepts, and methods that have been used to temttraedicine, medical technologies,
health and iliness, aghat we knowWCasper and Morrison 2010).

Social studies of technology, including SCOT apphes, argue that technology
is mutually co-constituted with the social. The SIC&pproach, developed by Pinch and
Bijker (1987), focuses on the producers and usetescbnological artifacts in order to
show how the meanings of artifacts vary acrosspggolihe concept interpretive
flexibility (Pinch and Bijiker 1987) was coined éxplain how technologies can be used
and understood differently — i.e. that differen¢ngsattribute different functions, abilities
and properties to them (Brey 2005).

Within STS, both SCOT and ANT approaches have lbaénized for attending
more to the development of technologies and lefiset@ppropriation and usage of
technologies or the users, including the diffelmibwer dynamics involved in who uses
the technology and under what circumstances (Wa)c080; Van House 2004).
Feminist STS scholars have examined the ways inhwihie users of technologies are
active agents who convey their interpretations t&canology within specific situational
contexts and have extended the script approachderstand how masculinity and
femininity are inscribed in technological devicBalsamo 1996; Clarke & Fujimura
1992; Cowan 1987; Wajcman 1991).

Oudshoorn, Brouns and Van Oost (2005) stress thertance of situating
medical technologies, arguing that both differasritexts of use and different types of
users are part of larger heterogeneous networktofsathat co-constitute clinical
practices, including the meanings assigned to wolgres within those practices. Within

these heterogeneous networks, agency is distrilaueshg diverse actors and actants that
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together form a collective actor (Oudshoorn, Bro&ngan Oost 2005). Their concept of
distributed agency is used to interrogate the wakrologies distribute agency among
people and things, often in uneven ways acrossgrseps (Oudshoorn, Brouns & Van
Oust 2005). The feminist criticism that ANT and@Tapproaches tend to focus too
much on powerful experts and too little on womerdges are taken seriously in this
study. ‘Feminist scholars argue it is important to inclutie “silent” and “silenced”
voices of less-powerful actors than experts andlpcers in technology studigsSee

Star 1999; Clarke & Montini 1993; Clarke 1998; ®aet et al. 2000) (Oudshoorn,
Brouns & Van Oust 2005:87).

My dissertation takes these criticisms seriouslythifv the mental health field,
the profession of psychiatry is the dominant preif@sal group with authority to codify
diagnostic criteria and to transform a distresssadqn, into a biomedical identity,
through the application of its diagnostic categaridhe legally and socially
institutionalized DSM, created by the American Psgtric Association, is a
technological actant (non-human actor) that shppesesses of diagnosis. | acknowledge
this by investigating other mental health practiécs — psychologists, social workers,
counselors and paraprofessionals whose daily warkiges are significantly shaped by
biological psychiatry and the DSM, but whose usthefDSM emerge from their own
material-semiotic meanings and locations. Thushempter four, | examine the ways in
which the DSM is socially scripted and interprelypviéexible, and how meanings of the
DSM emerge from practice (for other STS studies ke this approach, see Mamo
2007; Oudshoorn 1994; Petryna 2002).

THE BIOPOLITICAL ECONOMY: THE MEDICAL PROFESSIONS AND BIOMEDICALIZATION
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Medical Sociology of the Professions

The notion of the professional project was oneheffirst theoretical concepts to
explore the relations between how professions tissdspecialist knowledge to
monopolize a set of services and thus an exclsiaee of the market (see Freidson
1970, 1986; Larson 1977). The two main featurah@iconcept are (1) autonomy — the
degree to which a profession controls the contedtagplication of their technical
knowledge and (2) dominance- the degree to whigtogession is able to exclude other
professions from their market share and/or contr@ork of other health care
occupations (Evans 2003). Keith Macdonald (199§yes the professional project
concept was important in that rather than focusimgrofessions as static structures, it
led the way for the examination of the strategreggssionals used such as exclusion and
social closure, to achieve and maintain their spedevated social status and power
(over other professionals). Further, Macdonald sititiat studies of collective
professional strategies or the move toward examitiie actions and interactions of
professionals was heavily influenced by the Chicdgbool of American Sociology and
the theoretical orientation of Symbolic Interactsim (see Glaser and Strauss 1965). He
(1995) argues that it was the Symbolic Interacibattention to the actions and
interactions of the professions as they negotititenl everyday work and acted to
maintain their positions of status that led Lar§b®177) to actively investigate how
technical, cultural and ideological authority wahieved by professions. In addition,
Macdonald (1995) argues Larson’s (1977) explicatiba professional project employed
Weber’s view of stratification in that her study @masized the ways in which social

mobility and market control were the outcomes pfa@essional project. Future studies
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followed the lessons learned from interactionist professional-state (or producer-
economy) relations (Cooper et al. 1988; Macdon8l@b). David Evans (2003) argues
the professional project was a useful explanat@méwork for the professions before
the mid 1990s; but it is unable to account for claxolitical processes as they play out
in contemporary health care governance regimes.

A similar concept that developed in explorationgwffessionalism and is still
used today is jurisdictioAbbott 1988). MacDonald (1995) critiques Abbottisw of
professionalism as a system, claiming that he plém@ much significance on the
structure and function of professions as a systeraatity, thereby leaving meanings,
negotiations or interactions of professionals iargday work unsettled; yet he praises
the way in which Abbott’'s theme of jurisdictionettls to occupational divisions and
conflicts among professions. In recent sociologstatlies of the professions, jurisdiction
is often paired with the medicalization thesisth@ notion that increasingly more areas
of social life have become defined by medical pgsiens as medical problems (Conrad
2005, 1980; Clarke et al. 2010, 2003; Zola 197@)sdiction is used to refer not only to
the encroachment of one profession’s area of kniydeexpertise and intervention into
another but also to the process of taking contvel and/or erasing conceptual models
and practices previously used to understand orvete in a particular problem or
process (see Garry 2001). Thus a significant matkeoconcept of jurisdiction is the
focus on the relations between professions anafupational organizations and their
competition for control over the definitions, priaetand assessment of an area of work,

often referred to as jurisdictional disputes.
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Jurisdictional disputes occur over professionaliatauies of specific work
activities, including techniques and technologiest best accomplish said work. Abbott
(1988) discusses how the cultural work that manstair accomplishes distinct
professional activities and areas of expertisegagagsional boundary maintenance in
attempt to gain or maintain professional dominafcgther, jurisdictional boundaries are
perpetually in dispute. Abbott (1988) attendedht@¢ important sites of jurisdictional
struggle: the workplace, legislation and publicrogn and emphasized the importance of
understanding jurisdictional disputes within cotseof internal and external forces. Thus
following (Freidson 1970, 1986; Larson 1977; Joim$872 and Abbott 1988), medical
sociology of the professions began to recognizeexiagnine the ways in which
professional dominance and professional boundargesontested spheres of knowledge
and practice, and boundary maintenance requirésrabivork.

Technoscientific Knowledge-Practices: Biomedicalization and the Professions

The concepts of medicalization and biomedicalizatizave significantly reconfigured
what “technology” means, under what conditions, dadwhoni (Casper and Morrison
2010:S121). Medicalization refers to the ever-exiag jurisdiction of the medical
establishment, including the reframing of sociabrah or legal problems in medical
terms (Zola 1972). Much like what the term is usedescribe, the definition and
implications of medicalization have also expandedesthe social constructionist Sl
studies of American medical sociologists in thed®9énd 1970s. Early sociological
studies of medicalization focused largely on treaton of new medical categories and

the resulting expansion of medical jurisdiction (€ad 2005).
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Peter Conrad, one of the foremost American schollansedicalization theory,
argues that prior to the 1980s, three foci comgdrtke majority of medicalization
studies: (1) the power and authority of the meducafession; (2) how medicalization
occurred through the activities of social movemems interest groups; and (3) the
concrete inter- and intra-professional activitip{essionalization) (Conrad 2005).
Thus, before the 1980s, the primary agents of naéidation were the powerful medical
professions, social movements and interest gromipsteas other agents such as the
media, consumers, the pharmaceutical and insu@rpanies, remained secondary
(Conrad 2005; Conrad and Leiter 2004).

Changes within the organization of medicine anavbeh the establishment and
the political economy in the early to mid 1980ansformed the character of
medicalization. Within the institution of medicirtbere was an erosion of medical
authority (Star 1982), and the aforementioned sgagnactors (pharmaceutical and
insurance companies) entered front and centerciskey what Light (1993) theorized as
countervailing powers against the sway of medicalgssionals and professional
organizations. As a sociological concept, countervailing poweraas confined to
buyers and sellers; it includes a handful of majolitical, social, and other economic
groups that contend with each other for legitimgmgstige and power, as well as for
markets and mongyight 2009:241). The sociology of the professiargk today starts
from the assumption that a profession is one ofis\countervailing powers in society
invested and interested in health care. In additbathe awareness of multiple interested
stakeholders, contemporary analyses attend to hesetrelations change in response to

social, political and economic values and priositie
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Conrad (2005) argues that by the 1990s, chang®e iarganization of health
care, medical knowledges and marketing had shiftedicalization in a systemic way.
He examines how major changes in medical knowl@ageorganization created a shift
towards biotechnology, consumers and managed s&weyadrivers of medicalization:

“In a culture of increasingly market-driven mediginensumers, biotechnological
corporations and medical services interact in camplays that affect social norms in
changing definitions of behaviors and interventiofise relationships between normative
changes and medicalization run in both directio€bnrad 2005:11). Following these
shifts in the agents of medicalization and the gngveountervailing powers in the
political economy, Conrad (2005) urges medical@ogists to go beyond social
constructivist analyses of medicalization by in@hgdpolitical economic perspectives.

One such group of medical sociologists has beemigag what they see largely
as technoscientific changes in biomedicine sinearid 1980s (Clarke et al 2010, 2003).
If medicalization was the first major transformatiof the organization and properties of
health care in the U.S. (Bauer 1998; Clarke and@&®ie.999; Conrad 1992, 2007),
biomedicalization is the second major transformmafi®larke et al 2010, 2003).

Biomedicalization is our term for the increasingbmplex, multisited, multidirectional
processes of medicalization that today are beitly &xtended and reconstituted through
the emergent social forms and practices of a hightyincreasingly technoscientific
biomedicine. We signal with the “bio-" in biomediization the transformations of both
the human and nonhuman made possible by techn@&ciemovations such as
molecular biology, biotechnologies, genomizatioansplant medicine, and new medical
technologies. That is, medicalization is intensifyibut in new and complex, usually
technoscientifically enmeshed ways. (Clarke e0dl247)

The designation of this transformation alludesordy to technoscientific
innovations of molecular biology and biotechnolagieut to Foucauldian theories of

biopower and biopolitics (Clarke et al 2010). Biomo and biopolitics refers to the
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emergence of political knowledges, techniques anbdrtologies that enable analysis of
processes and forms of life, and thus also, heathillness. For Foucault (1977),
biopower and biopolitics signaled a major histdrlm&ak in the ideas and practices of
politics, leading to the reformulation of politicedvereignty through the emergence of
new forms of political knowledge. Prior to the”flﬁ’entury, a sovereign repressive control
over death reigned, whereas contemporary formgwep now make regulative
calculations to maximize life and the surplus vatygoduces or will produce for the
economy** Thus, biopolitics refers to the ideas and prastizegovernment and state
institutions that attempt to administer and reguldé processes.

Thomas Lemke (2011) follows Foucault’'s oeuvre arappses a relational and
historical notion of biopolitics as an analytic $efior understanding how new disciplinary
knowledges and techniques are applied to life. Leediktinguishes between three
different uses of biopolitics in Foucault’s work) biopolitics as a rupture in political
thinking and practice that reformulated sovereigwer; (2) the role of biopolitical
mechanisms in the rise of modern racism and; (3naargent art of government focused
on regulating both the individual and social bodgrike 2011:34). Foucauldian theories
of biopower and biopolitics have been taken upradyéics that reveal relationships

among government and state institutions, powemeages and individual subjectivity

3 For detailed theoretical and empirical studies of the contemporary bioeconomy and human life as
surplus value, see Cooper 2008; Franklin 2006; Harrington et al. 2006; Rajan 2006; Waldby and Mitchell
2006. Although life emerged as a focus of politics in the 17" century, the life of a social body, or
population, and its economic value — or the political economy of life, emerged later in the 18" century
(see Foucault 1973; Lemke 2011:45; Rajan 2006:13).
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and collective well-being. Foucault uses the teropower to refer to two types of power
over life (and by extension, health and illnes$):g power that disciplines individual
bodies, and (2) a regulatory control over the papoh (Foucault 1977; Lemke 2011).
Foucault demonstrates how history is rooted in foahpower and emergent forms of
disciplinary power operate through social discosiia®ed practices in acting on
individuals and populations (Foucault 197 Nlichel Foucault’s notion of biopolitics is
an account of the ways in which, through technicpfesormalization, standardization,
visualization, and enumeration, populations getuded, and thereby accounted for,
within “state rationality” in its broadest senséRajan 2006:99). Thus, Foucault’s
theoretical constructs of the disciplines, discigfy society, the life sciences, biopower,
the individual and social body (population), andmalization, produce a theoretical
frame from which social theorists examine how neghhoscientific knowledges
intervene in processes of life such as health meks.

In hopes that biomedicalization theory will be ussdan analytic framework for
future studies, Clarke et al. (2010, 2003) deliedae key interactive processes of this
major transformation in American medicine. (1) Tingt interactive process describes
the biopolitical economy of health and illness.sThrocess encompasses how the health
care organization is increasingly profit orientedrporatized, and how new biomedical
knowledges, technologies, services and capitat@@nstituted. Biocapital is the study
of the systems of exchange and circulation invoingde contemporary workings of the
life sciences, but is also the study of thoseslifences as they become increasingly
foundational epistemologies for our titn@®&ajan 2006:12). In his seminal book titled

Biocapital: The Constitution of Postgenomic L(#06), Kaushik Sunder Rajan argues
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that epistemic and technological assemblages sugkraomics (and therefore
biomedicine and neuropsychiatry) are impossiblenderstand without attending to the
political and economic frameworks within which thewyerge (Rajan 2006:280).

Following Foucault’'s concept of the biopoliticahine, the manner in which
Rajan (2006) explicates it in his analysis and l@dimalization theory, my study
considers how youth populations are accountedrfdrgmverned through techniques of
normalization and standardization (Foucault 1974jaR 2006:99). | employ the
biopolitical economy of health and iliness as aalwit lens in the fifth chapter where |
examine how the larger assemblage of managedtbar®SM and state governance
structures the organization of mental health cayekw

(2) Clarke et al's (2010) second interactive pssas the intensified focus on
health in addition to illness and disease. An ingoarconsequence associated with an
increased focus on health is the elaboration &fa@dculations of and surveillance over
individuals, target groups and populations. Stdwpstein (2007) examined the ways in
which the biopolitical paradigm is built into contporary medical and nation-state
research, policies and practices. He defines aobt@al paradigm as a framework of
ideas, standards, formal procedures and unartemilatderstandings that structure how
concerns about health, medicine, the body and pkosm are made a focus of medical
and state research and practice (Epstein 2007¢ckly relevant to the increasing
elaboration of risk calculations and surveillangerandividuals, target groups and
populations, is Epstein’s concept of niche standatmn. Niche standardization is a type
of categorization that is concerned with sociaug®as opposed to the individual on the

one hand, or the standard/universal human, onttiex.cEpstein examines how the
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categorization of groups based on social differersteh as gender, race and age
contribute to the conflation of social with biologl differences. In my study, adolescents
constitute a niche standardization that shapesdbietal and clinical definitions and
responses to their mental, emotional and behawttistdrbances. While no one specific
chapter is devoted entirely to adolescents asialsggroup, the analysis in chapter three
speaks to how practitioners’ negotiations, workdaits and cribbing processes are all
heavily shaped by the unique aspects of caringdotescent as opposed to childhood or
adult disturbances. Further, | build on what myrerdata analysis has to say about
adolescents as a niche target group in my theatetmclusion.

(3) The third interactive process of biomedicalimats the technoscientization of
biomedical practices, which describes how increggjrmedical interventions are reliant
on new sciences and technologies and how therapentiedies themselves are
increasingly technosicentific applications (Clagteal 2010; 2003). The
technoscientization of biomedical practices is @b my empirical analysis because in
chapter four | analyze the DSM as a key scientgahnology that shapes mental health
care diagnosis and treatment.

(4) The fourth biomedicalization process describhescontinual transformation of
knowledges, including constantly changing inforrmatmanagement, distribution and
consumption needs. In chapter four | demonstratealsignificant aspect of negotiating
social processes of diagnosis depends on collektivevledge building or crib sheets that
guide mental health professionals in passing imag@ompany utilization of DSM
diagnoses in their reimbursement and treatmentydéioies. Further, in connection to

the constant transformation of knowledges and mé&dion management, my study
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reveals important connections across organizatieetiihgs and the types of information
technologies or computer software programs usedifmnosis and documentation.
While not a central focus of this analysis, emetgemputer software programs such as
Shrinkrapt and Therascribe used by practitionetbeir everyday clinical work is
revealed as a primary focus for future researcimt@nactions between the
technoscientization of biomedical practices andjomg transformation of knowledges
within mental health care work settings.

(5) Finally, the fifth interactive biomedicalizatigprocess is the transformation of
bodies and selves. New individual and collectiventities are formed, such as those on
the basis of normalizing biopolitical risk groups.my analysis of the social processes of
diagnosis, | found mental health practitioners weamfully aware of the material
consequences of labeling adolescents with mergatdirs. Several diagnostic work-
arounds were employed by mental health practit®meorder to acquire authorization
from insurers to provide psychotherapeutic serweigsout having to severely label an
adolescent with depression or anxiety. Adjustmésdrders were the go-to disorders and
the fact that V codes (relationship and social emmental problems) are not recognized
as legitimate diagnoses were found to be a cooemissue for contemporary
psychotherapists. It is clear that the transforomatif adolescent selves through DSM
diagnostic labels, and the degree to which adotgs@lopt technoscientific identities
based on DSM disorder labels is an important ave&uture work, although an area for
which an IRB approval may prove to be near unadtam (are you still awake)?

These five biomedicalization processes occur atiplellevels of the social and

are taken up in multiple ways across practicessatithgs, often accompanied by

88



ambivalences, negotiations and countertrends (€larlal 2010). | employ
biomedicalization theory in my analysis and exantiveways in which these processes
are actively negotiated, resisted and/or transfdrmealifferent ways through mental
health practitioners’ theoretical orientations apgroaches to treatment (chapter three);
negotiate diagnostic processes, biomedical ancaharatic standardization (chapter
four), and are governed by assemblages of insuramtatate power (chapter five).
Contemporary biopolitics and biomedicalizationessitate scholarship which
examines concrete practices and sites of actidmmaituated political and economic
contexts (Clarke et al 2010; Haraway 2004; RamahTartton 2010). Raman and Tutton
(2010) challenge Rabinow and Rose’s body of workiopolitics and the assumption
that in interactions of medical technoscience awiesy, biopower operates only through
the life sciences and at the molecular level (Rawig002, 1996; Rabinow and Rose
2004; Rose 2001). Further, they critique the notiat contemporary biosocieties and
their discursive practices of life, health andelis, are post-disciplinary (Raman and
Tutton 2010). While citizens of U.S. society insealy participate in individual self-
techniques to optimize, enhance and self-goverin oln health, they also continue to
be shaped by institutional authorities and disogoly knowledges. State population and
subpopulation categories, statistics and intereastiniche standardizations as well as
self-identified sociopolitical categories; continiaebe crucial to contemporary biopower
and biomedical knowledge production. Finally, Raraad Tutton (2010) importantly
critigue how too many analyses of biopolitics haymeored the issue of resource
allocation and potential uneven access to the dppistic self-enhancement and

optimization envisioned by Rose (2001).
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Contemporary studies of the biopolitical economg #re medical professions
have begun to demonstrate the ways that biomedjeaktic and neurological
technologies serve to further stratify health cait@in the United States and globally
between wealthy and poor nations (Clarke et al 28t@eper-Hughes 2004; Shim 2010,
2005, 2002). Following Casper and Morrison (200&rk et al (2010), Raman and
Tutton (2010) and other key Science and Technofigdies (STS) scholars (Braun et al
2010; Fujimura, Duster and Rajagopalan 2008; Harb@05; Rosoff 2010), | investigate
concrete sites of action situated within the coqerary adolescent mental health care
arena in order to reveal the contours of contenrgdrimpower and biomedicalization in-
practice.

Following the theory/methods that have been reviktlies far, this study bridges
the gulf between STS of medical practices and dtlceokgy of mental health and illness.
Since the beginning of my graduate education, eH@een interested in studying the
social aspects of mental health and illness, bwu h@und social constructivist Sl
approaches to be marginalized in this field, at.desgue STS theory/methods such as
grounded theory, and the empirical work on the wedirofessions and medical
practices has much to contribute to understandiaglebates within the sociology of
mental health and illness, especially regardindetféition and measurement. In the final
section of this chapter, | review these debates.

THE SOCIOLOGY OF MENTAL HEALTH AND ILLNESS
Sociologists who examine mental health and illfesas on social circumstances, how
the organization of society and the medical esthbiient shapes the proportion of the

population who suffer from mental illness, and he&as how societies define and react
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to mental illness (Horwitz 2010). In studying ség@eocesses of everyday life,
sociological studies of mental health and illnesghtnexamine (1) how social processes
influence the definition of mental illness or tHassificatory boundaries of what
constitutes mental illness or mental health; (2)rtble social processes play in the
aetiology or causation of mental iliness; and/Qrtk@ social processes of mental health
practice such as diagnosis and therapeutic intéore(Busfield 2001, 2000).

While there are several sociological perspectivearantal health and illness and
the field is inherently interdisciplinary, sociologl studies are generally focused on
examining mental health and illness from the standghat social arrangements and
processes are integral to understanding both theesaof mental illness and its
consequences (Aneshensel and Phelan 1999).

This assertion rests first and foremost on a fotiodaf empirical research
demonstrating repeatedly and convincingly that desisorders are not randomly
distributed throughout society, but tend to clustere densely within some social strata
than others . . . a person’s chance of developidgnaaintaining a healthy mental state
throughout the life course is influenced by hiser social status, for example, by
gender, race or ethnicity, and socioeconomic s{@k&S). These characteristics also
influence the ways in which disorder is likely te éxperienced and expressed.
(Aneshensel and Phelan 1999:4)

Further, the social circumstances of a persores iifcluding his/her social status
characteristics, influence interactions with mehelth professionals including the
likelihood of particular diagnoses or treatmenparticular settings (Aneshensel and
Phelan 1999). The theoretical and empirical lessdtise sociology of mental health and
illness have much to contribute to this study,ibwddition to the basic assumptions and
empirical lessons just described, | particularlydon the critical debates over the
definition and measurement of mental illness.

Defining “It”: Mental Health, Disorder and Distress
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Sociologists’ attention to definitional issues summding mental health and iliness is
important in that popular, practitioner and/or stigc understandings of what “it” is
socially shapes how we talk about, experiencerwene and respond to “it”. Several
sociological scholars working in the sociology aémtal health and iliness subfield have
weighed in on the debate over whether or not mdinaks is better conceptualized as
distress or disorder. For instance, there have tve@ispecial journal issues in which
researchers were invited to grapple specificaliywhe question of how best to define
and measure mental illne§heJournal of Health and Social Behavior (2002:43)d
health: An Interdisciplinary Journal for the Socfatudy of Health, lliness and Medicine
(2007:11).Each demonstrated the integral role the definiitbmental health and illness
plays in this arena of sociological scholarshime@ood place to start is the social stress
paradigm.

The stress process paradigm has dominated thd@pgeiof mental health for the
past 30 years (Aneshensel 2005; Horwitz 2007b;liRek®89). The paradigm
investigates how social arrangements and resouoresbute to mental illnesé.Stress
process researchers have investigated a varielijfefent social sources or conditions of
mental illness, but over time, three key contextBindamental causes have been

demonstrated: (1) inequalities in income, poweranprestige, (2) loss of or absence of

“ While Allan Horwitz (2007b) views the stress paradigm as investigating the ways in which social
arrangements and social resources are major determinants of generalized states of psychological distress,
Schwartz (2007) argues this is only one (and perhaps a narrow) view of stress process research.
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close attachments (i.e., divorce, death of a lawes| social isolation), and (3) the
inability to attain important life goals (Horwit0@7b)*°

While sociologists generally focus on the conseqasrsocial structures or social
arrangements have on mental health and illnesspBlschwartz critiques the tendency
for scholars to reduce sociological phenomenapstahological constructs such as
mastery and self-esteem (Schwartz 2002:224). Tihigus that sociologists of mental
health and illness too often measure mental illa¢s$se level of the individual largely
holds today, although there are a growing numbeixoéptions (see Scheid 2004, 2003,
2000). Schwartz (2002) argues sociologists shaesdt $0 understand the variety of
consequences of social organization rather thaettbhlegy of specific disordersWe
should examine whatever outcomes fit with our tlesasf how the social world impacts
our minds and bodiégSchwartz 2002:233).

John Mirowsky and Catherine Ross (2002) also awggishould study a broader
range of symptoms, especially the material conoestbetween how our epistemological
constructs (distress or disorder) align with paittc kinds of understandings and
experiences of mental health and illness. Theyrcthat mental illness scholars should
be more mindful of how our measurements shape eftett how people actually

experience mental iliness (Mirowsky and Ross 200@asuring mental illness as

 Horwitz claims that similar to social stress research, evolutionary psychology research demonstrates
that humans become distressed in contexts of subordination, attachment loss and inability to achieve
valued goals, and thus both of these fields of research lead to the conclusion that distress is a natural
response to stressful situations (2007b). Thus, Horwitz (2007b) argues that both the sociology of stress
and evolutionary psychology research demonstrate that distress is a natural response to social
circumstances that are stressful.
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discrete diagnostic categories rather than asaderaange of symptoms makes it more
difficult to understand the problem because itaids important information (or fails to
consider social context) (Mirowsky and Ross 2062):

Psychological problems are not discrete. Diagnastiegories do not reflect the reality
of psychological problems. Indexes are scientifycaliperior to diagnostic categories,
but continuums are not as useful in convincingpthielic, other physicians, insurance
companies, or government agencies that psychiapiglems are real, serious problems
that deserve insurance coverage and funding (Wil8&3). (Mirowsky and Ross
2002:160)

Expanding upon Schwartz’s (2002) call for sociostgito examine a broader
range of social rather than psychological varighde®shensel (2005) demonstrates
empirically that mental health effects of sociajamization are nonspecific. She
differentiates a social etiology from a social campsences model of research; for her,
social etiology identifies social antecedents of particular disorder whereas the social
consequences model is concerned with overall méetdth consequences of social
arrangements (Aneshensel 2005). In showing theipteilvays that we can examine the
social consequences of social institutions anchgaments (including families, schools,
relationships and social status characteristiceigsihensel reiterates that social conditions
frequently affect more than one domain of functigniWhen sociologists examine
specific disorders rather than a broad array oasconsequences, the impact of social

conditions is underestimated (Aneshensel 2005).a8dges that sociological methods of

'® Mental illness can be defined and measured in both discrete (presence/absence) and continuous (a
range — minor to major, low to high number or low to high intensity, of symptoms). See Aneshensel 2002,
2005; Kessler 2002, Mirowsky and Ross; Wheaton 2001 for more discussion of the discrete versus
continua debate.
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research should reveal the broad impact of socgrozation on health outcomes, not
conceal it.

Horwitz (2007a) argues that social arrangementdym® two different types of
psychological outcomes — mental disorders and rhdigtaess, and that its important to
distinguish between the two. For both Horwitz (280@nd Wakefield (1992), the
difference is that a mental disorder exists whesyaehological mechanism is broken
down, regardless of whether its cause was so@gthwlogical or biological. Horwitz
argues that distress occurs as the result of &ifescumstances; and sociologists can
tell it is distress and not disorder because wherstressor disappears, the distress
subsides. The definitional distinction is that @ist is a normal human emotion and a
reaction to social circumstance whereas disordeotigHorwitz 2007a).

Horwitz (2007a) argues that sociologists do momenhhan good when they
assume that stressors necessarily produce mestatidrs, rather than distinguishing
between the outcomes of distress and disordepfteat, kinds of social circumstances
might give rise to. He claims this does not mea thstress is less severe or a more
transient version of disorder, since stressfuluciistances can lead to very serious but
non-disordered and long-lasting distressing sympttimat are not disorders (see Turner
et al 1995). Thus, it is not the severity of psyolgacal symptoms that distinguishes
distress from disorder, but rather the presen@dsence of social stressors, i.e. when the
stressors are removed and the psychological syngptomtinue, then its disorder, if they
get better, its distress:

Finally, when both levels of stressfulness and dgmg stay high over time, the issue of
whether conditions are distressed or disordere@iresinresolved. Longstanding
symptoms in the face of chronic stressors coulitatd that the stressors have produced
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a disorder; alternatively, persistent symptoms d@oeflect a natural response to the
continuing stressfulness of social circumstandésrWitz 2007a:283)

Horwitz’s (2007a) analysis challenges sociologdisteeconceptualize mental
illness by developing clear definitions and measwaets for both distress and disorder,
including the kinds of factors most likely to letmdeach. He believes that by labeling
outcome variables as distress rather than disosdemlogists can help resist the
inappropriate medicalization of human emotions l#adcconditions (see Conrad 2005;
Horwitz 2007a)-’

In response, Schwartz (2007) claims that Horwi2®07a) definition of mental
disorder is based on Jerome Wakefield's ‘harmfigfdiction’ criterion. She notes that
disorder as individual dysfunction is the key craa that distinguishes Horwitz’'s
(2007a) definition of disorder from distress. le tiheory of the harmful dysfunction
model, dysfunction refers to an organ or mecharnisnhis not performing its intended
function, as can be inferred from evolutionary gsjogy (Wakefield 1992). Following
this notion of functionality of bodily organs andental processes as they have evolved
across time, Wakefield (1992) defines a mentalrdisoas a condition that arises when
an internal mechanism fails to perform its intendethatural’ function, and causes some

harm to the person.

7 In the field of psychiatry as well as in the pharmaceutical industry, there is currently a recognition that
any intense emotion as mental disorder. Medicalization justifies social policies that define and allocate
resources to conditions that are viewed as pathologies of individuals rather than stressful social
arrangements (Conrad 2005; Horwitz 2007a). Social policies that improve child and elder care, family
leave, unemployment benefits, health care coverage, etc should provide better solutions for preventing
and dealing with distress (Horwitz 2007a).
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Schwartz (2007) takes issue with the ambiguityhefdysfunction criterion when
it comes to determining the intended or naturatfioms of cognitive, linguistic, affective
or motivational mechanisms. Further, she argudssthantific advances have rebuked
simple one gene, one neurotransmitter models byisigahat most evidence
demonstrates that mental disorders arise from aexnpteractions at multiple levels of
organization (Schwartz 2007). Her critique is ttit harmful dysfunction criterion
presupposes that minds operate like the biolodyodfes — that they have natural mental
functions first and when they dysfunction, theméy be sociabr internal (biological):
“While thisnotion of dysfunction may eventually prove usef@dparating disorder from
non-disorder, as a conceptual framework for theegatization of any particular
condition it is a hypothesis to be tested” (Schwa®07:294).

Schwartz (2007) critiques the definition of merdelorder, and thus the
distinction Horwitz (2007a) makes between disoated distress, on the basis of the
dysfunction criterion because of (1) a lack of stifec consensus on what mental
functions are and therefore, when they are dysiomat and (2) the value criterion — i.e.
that symptoms are expectable or not is based oalgodgment and thus strips the
concept of dysfunction from its objective character

Schwartz (2007) also questions the feasibility mérationalizing internal
dysfunction (i.e. expectability of psychologicahsgtoms) in sociological studies. While
Horwitz (2007a) suggests we rate responses in pliopdo their context to determine
normality or pathology (normality indicated wher theverity and duration of symptoms
are proportionate to the stressor), Schwartz (280%®s that the establishment of levels

of symptoms that are proportionate to circumstameadd require a reliance on
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statistical averages, that require local defingioh symptom severity. Also, the duration
of symptoms or response to a stressor will be oeted based on social norms of
expectable response to a given social circumst@amvartz 2007). Further, she argues:

But the most fundamental problem is the assumpgtiahan outcome that

substantially outlasts the stressor or is dispribmual in severity is a sign of an

internal dysfunction that says something is brok&hy do we assume the body
works in a way that things are broken or not? Tineay be weaknesses,
inefficiencies and liabilities that interact witbrtexts large and small to

determine responses. (Schwartz 2007:296)

Yet, Schwartz (2007) leaves open the possibiliag the expectability of
symptom response may be a conceptual and operangoi@vement over current
discrete disorder measurements in which symptomsa@npletely decontextualized
from the social environment. Horwitz (2007a) argtied sociologists of mental health
and illness in general, and social stress reseangarticular, have failed to distinguish
between distress and disorder, and further, tisatedis, not disorder, is the proper
outcome for social stress research focusing orakagiangements such as life events,
chronic strains and conflicting roles (see PedriB9; Aneshensel 2005). Schwartz
(2007) on the other hand, argues that the socedsparadigm is more general and is
focused on examining all of the consequences aéksituctures; if Horwitz (2007a) is
right, then empirical inquiry will, demonstrateestsful events to be highly associated
with distress and less associated with disordertHisiremains an empirical question.

Wheaton (2007) argues that the distinction Hon{2z07a) makes between
distress and disorder defines distress as transiepéctable, natural and less

consequential for outcomes compared to disordeilé/@hly some of this is true—

Horwitz goes out of his way to say that distressasalways transient and can be chronic
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and lead to internal dysfunctions or disorder -0f20— Wheaton's (2007) problem with
this binary definition is that it positions the gmogy of mental illness or distress
research as less important and excludes majosetgeas key social causes, thereby
privileging biological explanations of mental diders. Wheaton (2007) focuses on how
the two definitions and measures overlap, and vdrathnot distress and disorder are
indicators of a single underlying construct, legdia his own definition.

Wheaton (2007) defines distress as an affect-bageairment in social
functioning. This is a more specific definitiondiktress in that it is tied to two forms of
disorder (depression and anxiety). In comparisamhrBnwend et al. (1980) define
distress independently from disorder as a non-8pdorm of demoralization and
Mirowsky and Ross (1989) define it in terms of ®abively uncomfortable states. In
contrast to Horwitz’s definition of distress, Whas (2007) is not transient, moderate
or normal (Wheaton 2007). He critiques Horwitz’'8@Za) assumption that distress is an
expectable or proportionate response to stresgmiaigthat research on stress doesn’t
show a clear pattern of normative or expectablpaese (Wheaton 2007). While
Horwitz (2007a) draws on the work of Wakefield (29@nd his harmful dysfunction
model in his definitional criteria, Wheaton drawstbe history of stress research and
Kessler’s (1979) differential vulnerability model.

The history of stress research and the differemtidlerability model both focus
on the wide variability in individual responseghe same social stressors (Kessler 1979;
Thoits 1995; Wheaton 1999, 2007). Wheaton (20030es that to be an expectable
response, it should be not just the average bytrinalent response. Further, he argues

that while there has been a tendency in the liteeab assume that distress is a transient
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response to stress, the empirical evidence showsnder of life events that produce
chronic strains (e.g., divorce) (Eccles 2005; Swgeand Horwitz 2001; Wheaton 1990;
2007). Third, he rebukes the common assumptiandibarder (but not distress)
produces impaired functioning, arguing that distriesmore stable than is widely
assumed and has patterns of life consequencesnittat the evidence of redirection in
life trajectories reported in studies of disordétheaton 2007). Finally, he argues that the
DSM-1V definition of disorder similarly sets up tliess and not disorder as related to
social causation. Wheaton claims that this is golaltic because these are theoretic
models, no internal dysfunction has been locatehimvindividuals with mental disorder
and the manifestation of dysfunction is heterogeseRather than continuing to use
distress as a screening device and consideringddisas closer to the gold standard
(which doesn’t exist yet for mental illness diags@she suggests scholars take a less
bounded approach that might lead to a better utatetisg of the correspondence
between distress and disorder (Wheaton 2007).rmmsry, Wheaton (2007) argues that
when talking about stress, variability is the raeg distress demonstrates many of the

same characteristics of what is known in the lasgezntific literature as disorder.
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DSM and ICD Classification Systems’ Definitions and Criteria of Mental lliness

Sociology is not the only field grappling with hdareach consensus about how
best to define and measure mental illness. Conteampolassification systems such as
the DSM and ICD strongly shape mental health dndsk practice and research, but
even such seemingly coherent systems resist carategparity about the definition and
diagnostic criterion of mental illness.

Unlike many sociologists who critique the DSM défon of mental illness,
Allan Horwitz argues that the DSM’s definition ofermtal disorder appropriately
distinguishes between disordered and nondisordemeditions that are the result of
social stressors (Horwitz 2007b; Horwitz and Waddelfi2007). However, in their book
The Loss of Sadness: How Psychiatry TransformedisloBorrow Into Depressive
Disorder (2007), Horwitz and Wakefield carefully demonstrdtat several sets of
criterion for DSM disorders contradict its own dhéfion (Horwitz 2007b; Horwitz and
Wakefield 2007). The problem, they argue, begah tie DSM-1Il when the APA set
out to erase theoretical, especially psychodynaasisymptions from the manual
(Horwitz 2007b; Horwitz and Wakefield 2007). Withet publication of the DSM-III, the
field of psychiatry tried to purge all theoreti@asumptions of etiology from the manual
and adopt symptom based definitions. In doing sg Hiso took out terms such as
“excessive.” This led to all symptoms, whether ‘mat and proportionate” responses to
social stressors or “inappropriate and pathologsighs of dysfunction, to become
treated as indicators of mental illness (Horwit®28; Horwitz and Wakefield 2007).
Thus, Horwitz and Wakefield (2007) critique the D®d inconsistent disorder diagnosis

criterion and for going too far in ridding (sombgoretical language from the taxonomy.
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In response, they provide their own definitionsatder as pathological internal
dysfunction, distress as normal sadness.

Rather than critique the DSM’s definition and aie@ of mental disorder,
Michael Phillips (2009) examines the operationalaraof distress both within and
across the dominant classification systems. Heemrthat despite being vague and
unclearly defined, the concept of distress is wideded in both the DSM and to some
extent, the ICD systems of classification (Phillgi¥9). Phillips (2009) questions
whether distress is a symptom of mental disorgensarker of functional impairment, or
both, and examines what he notes as substantietefites and inconsistencies both
across and within the two diagnostic systems’ dshksiress:

... both diagnostic systems use distress asd-siane symptom, as a qualifier of other
symptoms and as a general measure of severityeiier the DSM-IV nor the ICD-10
provides a definition of the term, so there cambéde range of interpretations of the
corresponding diagnostic criteria. The frequentafsearious qualifiers for distress in the
diagnostic criteria (clinically significant, markegixcessive, etc) suggests that distress is
construed as a dimensional construct that is eumgated to be employed as a
categorical diagnostic criterion, but the diagnostistems do not assess the degree of
distress and do not provide further clarificatidaoat the cut off between distress that is
and is not diagnostically important. (Phillips 2088

Given the lack of consensus in the literature @ndéfinition of distress, Phillips (2009)
argues that the makers of both diagnostic classifin systems have two options. First, if
they can't find a suitable operational definitiar tlistress, then it should be dropped
entirely from the diagnostic criteria and from tssessment of functional impairment.
Otherwise, if it is possible to develop an operaicdefinition of distress, it should be

used as one of the dimensional components of tingifinal impairment assessment for
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all disorders, and be considered as a symptonofoesspecific disorders (Phillips
2009:92)'
Multiple Models and Measurements of Mental Illiness
In response to this ongoing source of conflictia $ociology of mental health and
illness, Andrew Payton (2009) empirically assese=e competing frameworks
regarding the relationships between the conceptgahéisorder, mental distress and
mental health. First, he tests what he terms theamgerspective, the historical tendency
of mental health researchers to view mental illrsdisorder as the larger concept and
assume mental health exists in the absence of mimeas (Payton 2009). In contrast to
this modal perspective, the positive psychologgpective argues that mental health is
not the same thing as absence of mental disordemétead, is its own concept. In fact,
Marie Jahoda’s (1958) classic piece demonstrateaehessity of specificity and
distinction with regards to the differential coritéetween negative and positive affect.
Yet, the norm in studies of health and illness setadbe to focus on mental iliness at the
expense of mental health as a unique conceptalf. its

Second, Payton (2009) tests what he calls the Mikgvand Ross (1989, 2002)
perspective which treats distress as the largereifalconcept and defines it as negative
emotional affect, commonly manifested as depressi@nxiety. Third, he tests the
positive psychology perspective that mental healthseparate and unique construct that

is not simply the presence or absence of mentatdis (Payton 2009). The results of his

'® Related to the debate surrounding the definition and measurement of mental illness as disorder or
distress, is whether mental illness is better conceptualized and measured as continuous or discrete (see
Aneshensel 2002; Horwitz 2002; Kessler 2002; Mirowsky and Ross 1989, 2002; Wheaton 2001 for in-depth
discussion of these issues).
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analyses demonstrate that mental disorder, distireg$iealth are all distinct concepts
and should be studied both separately and in ictiera His results provide support for
the positive psychology perspective because maetdth and disorder do not appear to
exist on a continuum, yet this perspective anddsts neglect the relationship between
mental distress and mental health. Payton (20@Rjesrthat his results suggest we think
of mental health, distress and disorder througiseodtinuous lens — that while these
concepts may be correlated, they do not undedenanuum. fn fact, the moderate-to-
strong correlations among the concepts suggesttltieasubstantive relationships among
the concepts are likely more important than theeract that they are conceptually
distinct phenomerigPayton 2009:223).
Social Meanings of Health and lliness

In theorizing the potential relationships betwedss inique constructs of mental
health, distress and disorder, Payton statess likely that how the individual, her or his
significant others, professionals, and corporatiorewv these phenomena plays a part in
how these phenomena relate to one another in thebexperience of thenfPayton
2009:225). Thus, social meanings of health anéskr— epistemological knowledges
of— shape their materiality (social practices démention, individual and collective
experiences, etc.). In this last section, | focush® consequences of the contemporary
dominant definition of mental illness as mentabdier.

As a result of the third revision of the DSM in D9®iological psychiatry
undergirds the dominant contemporary definition anderstanding of mental iliness.
The biological revolution in thinking has displacsatial, environmental and

dimensional models of illness. One way of takiracktof these changes is to examine
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the consequences the contemporary dominant pengpéeis for larger societal
understandings and responses to mental illness.

Since the third edition, the DSM fails to distingluisymptoms that are responses
to stressful circumstances from those that areviddal pathology and represent true
mental disorders (Horwitz 2007b; Horwitz and Wa&kfi2007). Horwitz and Wakefield
(2007) argue that while the conflation of normaisus pathological symptoms can easily
be corrected in clinical practice settings whemcptioners use their own judgment, three
other major consequences have resulted: (1) iofiaif rates of mental illness in
community populations, (2) public policy towardsnta illness focused on unmet need
for treatment and (3) shifting societal norms sunaing mental iliness, mainly,
expanding the social space of pathology (Horwit@72) Horwitz and Wakefield 2007).

Horwitz and Wakefield, among others, argue thaffild of psychiatry created
the atheoretical DSM-III to enhance their scientsitatus as a profession, but once the
APA’s DSM-III popularized symptom based definitipsgveral groups such as the
pharmaceutical and insurance industries, found bieeyefited from them (Horwitz
2007b; Horwitz and Wakefield 2007). That a numteramstituencies benefit from the
atheoretical symptom based definitions popularizgthe DSM-III is the reason why
they haven't changed (Horwitz and Wakefield 20B6th the profession of medicine in
general and the profession of psychiatry in paldiGguare rewarded with the primary
claim to jurisdiction over an expanding range afditions that are redefined as medical
problems (Horwitz and Wakefield 2007).

Symptom-based conceptions of medical disorder ¢lipand the range of conditions that
can be the legitimate objects of psychiatric mansege. Piggybacked on justifiable
exercises of psychiatric power aimed at mentalrdesg normal human emotions, once
they have been classified as disorders, are génstddjected to technologies such as
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psychotropic medications or psychotherapy. Thesen@ogies have spread from the
mental hospital or psychiatric clinic to the do&&mffice, the school classroom, and the
Internet self-help site. (Horwitz and Wakefield ZQ21 3)

However, psychiatrists are not the only mental thgaiofessionals who benefit from
symptom-based definitions of mental disorder. Sympbased definitions of mental
disorders help clinicians receive insurance reirséoment for rendering therapeutic
services, largely because insurance companiepaylfor conditions for which treatment
is medically necessary but not for “problems oing’ (Horwitz and Wakefield 2007).
Further, researchers, public policy, governmentfandly organizations all benefit from
symptom-based definitions in that their researdaiser, less expensive, better funded,
estimates of the social and economic costs of rmgimtass are bigger, and mental iliness
becomes less stigmatized as larger percentagbs pbpulation are recognized as
afflicted (Horwitz and Wakefield 2007). Researchding has facilitated biological,
neurological and genetic understandings of melitalss, impacting all scientific
disciplines that take mental health and/or metitadss as their object of study. It is no
surprise that pharmaceutical companies reap enamaidits from their reliance on
symptom based definitions of disorders in theiraatisements (Horwitz and Wakefield
2007).

While Horwitz and Wakefield (2007) adeptly coviee range of consequences of
the medicalization of unpleasant emotions, Schw@@®7) questions why their critique
only pertains to distress and not disorder. Shetpaiut that there are several physical
disorders for which a wide variety of treatmentimegns exist that include behavioral,
social and pharmaceutical solutions (Schwartz 20031 example, diabetes may be
treated and prevented from behavioral or lifestylanges or the use of blood glucose
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monitors and insulin (Schwartz 2007). The assumgtidHorwitz and Wakefield’s

(2007) argument is that medicine is appropriatieeat dysfunctions but not for treating
distress, yet Schwartz argues that there are caaeegs or side effects of any
intervention and questions whether it is necegsardre fruitful to treat disorder rather
than serious chronic distress with medication. lertHorwitz (2007b) claims that by
distinguishing distress from disorder, sociologisda help redress the hyperfocus on the
individual as the site for intervention becausérdss, since it is clearly caused by social
stressors, should be solved by social policy. geirg Schwartz (2007) questions why
this would be true for distress but not disordet artes evidence from the field of social
epidemiology that has repeatedly demonstrated loavalspolicies are often the most or
only effective way of preventing or amelioratingeiase and or dysfunctions.

Dysfunctions while located within the body are abthe body alone. In the effort to
demarcate dysfunction from normal response, thadanes are translated into gaps that
are far too wide. The body and its functions ansfatyctions cannot be separated from
the social and physical environments in whichsides. Ultimately, these considerations
make me hesitant about this approach to our outa@mables. My fear is that attempts
to make sharp distinctions between disorders astdedis, between the normal and the
abnormal, may lead to more harm than benefit. it d@harm to our understanding of
disease formation if the conceptualization of dgstion does not reflect our physiology.
It may do harm to the hard-fought movement to adersihe role of the social in both the
cause and the cure of frank medical conditionsdy deflect the recognition that our
bodies are socialized bodies that have no existewlependent of the social context in
which we carry out our biologic functions. The dider/distress boundary may be
inherently fuzzy and value laden. | am not yet ¢ooed that an objective dysfunction
criterion can provide a distinct or useful marK&chwartz 2007:298)

Horwitz (2007b) urges sociologists to focus onress rather than disorder
because he believes distress but not disordeusedaby social arrangements. The
problem with this distinction is that it leaves ¢l role of social conditions and
stressors in causing, mediating or alleviating raledisorders. However, it is now
considered common knowledge that the brain anagyodf bodies interact with the
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social environment and are changed by it. Conteargayenetic diathesis models and
findings about brain plasticity bear witness to@mmore intricate interaction between
our biological and social mechanisms. As argue8&diywartz (2002, 2007), sociologists
who study mental health and illness should be @&mwiisg theoretical models of our
minds and bodies as interconnected. Sociologistsenital health and illness should
explore the relationships between the social aabbdical, distress and disorder and
health, and not just mental or physical health,tbattoo often ignored relationship
between them.
ORGANIZATION OF THE STUDY

Chapter three examines how adolescent mental @isoedte defined and
approached within and across psychotherapeutic conties of practice, or social
worlds. | examine how psychotherapy is underst@draart and a science through a set
of knowledge-practice tensions that are saliembimemporary mental health care
practice. Chapter four examines the social prosestdiagnosis, including practitioner
negotiations of the Diagnostic and Statistical MAr{DSM) and the ways in which the
DSM as a biomedical technology shapes the diagravssherapeutic interventions
adolescents receive. Chapter five examines therdangcro political economy of the
adolescent mental health field and the meso |eatitutional forces shaping the
conditions under which screening, diagnosis aratitnent of adolescent disturbances
occur. For instance, in out-patient expert mengallh professional settings, managed
care is a major social force that shapes the eagrgdre work of practitioners. Finally, in
chapter six, | theorize what the empirical data andlysis from this study suggest about

adolescent mental health and illness in contempdde®. society.
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Chapter 3: The Art of Psychotherapy:
Therapeutic Eclecticism, Interdisciplinarity & Clinical Expertise

The clinical professions that take adolescent mieligarders as a key object of
study and or intervention are diverse in their lggokind disciplinary training,
professional socialization, theoretical orientasi@md approaches to therapeutic
intervention. This chapter examines how adolescenttal illnesses are defined and
approached within and across multiple psychothertapsocial worlds. | examine these
relationships through the following three knowlegyactice tensions that are salient in
contemporary mental health care practice: (1) Bioadization vs. eclectic theoretical
orientations to mental health and illness; (2) éasing specialization and
interdisciplinarity; and (3) a simultaneous pushdtandardization (Evidence Based
Practices) and individualized treatment plans aréd.c

First, | examine how practitioners negotiate thewdedge-practice tensions
between the dominant biomedical model and their theoretical orientations and
approaches to treatment. Building on Luhrmann’@@&oncept of models of illness
and Scheid’s (2004) concept of treatment ideolqdideploy the concept of theoretical
orientation to understand how contemporary psyaragpeutic clinicians define and
intervene in adolescent mental illness. Theorebdantation refers to how their
epistemology of mental health and iliness, thescihlinary and professional
socialization, and their current institutional wadttings all influence their
understandings and approaches to psychotherapgpnilysis reveals three ways that
MHPs resist the biomedical model of iliness andiead, embrace eclectic and more

holistic theoretical orientations and approachesdatment. First, MHPs situate their
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theoretical orientations as eclectic and/or in i to the biomedical paradigm.
Second, their theoretical orientations and appresith treatment focus on the strengths
of adolescents and their families with a turn tadgaconstructivism. Third, their
theoretical orientations value the social aspectsental health and iliness, including the
central role of relationships and understandingctiraplex personhood of adolescents in
approaching psychotherapy interventions.

Second, | explore the knowledge-practice tensidwden the increasing
specialization within the mental health professiand growing interdisciplinarity of
psychotherapeutic social worlds. | examine thescastl benefits of the diversification of
the field of mental health care from the standpofrisychotherapeutic social worlds.
Does it matter that mental health professionalereherapeutic practice from a diverse
set of disciplines, specialties (i.e. social woyRdsly analysis reveals that the
interdisciplinarity of the mental health professdras become black-boxed, or a taken
for granted aspect of mental health care. MHPsgpeazdhe interdisciplinarity of the field
as necessary to fulfill different types of healéineccoverage needs. Interdisciplinarity at
its best is described as facilitating professi@mudiaboration and more comprehensive
care and at its worst, encouraging jurisdictiongpdtes and the devaluing of some of the
professions’ perspectives and contributions.

Third, | examine how practitioners negotiate thestens between the
simultaneous push for standardization and persmethlinedicine. To what extent do
mental health practitioners embrace Evidence Bitsticine (EBM) and Evidence
Based Practices (EBPs) in their every day clinimalk and to what extent do they focus

more on tailoring their treatment plans (or Indiatized Educational Plans IEPS) to their
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patients (students)? Largely in response to coscaout variability, EBPs have
developed and are defined as an integration dbéiseresearch evidence, clinical
expertise and patient values (IOM 2001). My analysveals that psychotherapeutic
social worlds value EBPs as a good place to stdhair treatment plans, but claim it is
important to maintain clinical freedom (professibaatonomy) and flexibility with
regards to theoretical orientations and treatmesfirtiques. MHPs critique the way in
which EBPs privilege scientific evidence over patigubjectivity, social context and the
therapeutic relationship. Further, MHPs take issiik the way managed care policies
have implemented EBPs in ways that have shiftedi¢te of mental health care from
psychodynamic towards more Cognitive Behavioralifeal theoretical orientations and
therapies. At the heart of this criticism is a tensover how best to define and measure
mental health and illness. MHPs struggle with tB&EBtandardization and how it
privileges discrete, quantitative understanding medsurement of emotional well-being.
CONTEMPORARY KNOWLEDGE-PRACTICE TENSIONS OF MENTAL HEALTH CARE

While biological psychiatry has reigned as the dwant paradigm of mental
health and illness in the U.S since the 1980s, bthoalization isn’t a hegemonic
process. Biological psychiatry is entrenched iestfic, legal, and popular discourses
and clinical practices of mental health and illngss there are also on-going active

negotiations, resistances and countertrends todslamime'® Contemporary knowledge-

19 As discussed in the literature review in chapter one and the theoretical review in chapter two,
biomedicalization refers to the increasingly complex, multi-sited, multidirectional and interactive
processes of emergent and transforming technoscience within medical and mental health care (see Clarke
et al 2010, 2003).
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practices of health and illness in U.S. societyehla@en characterized as suffering from
competing paradigms (Gergen 1997) and problematigcactions between two kinds of
medical knowledge—experiential and experimentaly{Migal 2005). Kenneth Gergen
(1997) points out that at the crux of the contreyesver definitions and orientations
toward treatment of mental iliness lies incommeaBbl& conceptualizations of
personhood. He, like Saul Feldman (2003) call§Herdemocratization of the mental
health project— for the healthcare institution tova beyond silos of distinct professions
and practitioners, and the totalitarian logic afrbedicine (Gergen 1997). Gergen argues
that multiple worlds of clinical practice are doijugt that — that there is adpidly

growing movement of therapists, social workersnseiors and other professionals who
reject the essentializing and objectifying predileas of both the psychological and
biological professions. They are deeply cognizdrthe socially constructed character of
these realities(Gergen 1997:26). Within several disciplinary grdfessional worlds,

the biomedical approach to mental health has beggued for its epistemological
assumptions of universal truths, objectivity, raibty and moral principles (Gergen,
Lightfoot & Sydow 2004). These challenges can leated in multiple disciplines and
professional social worlds.

In a study on the technological changes and saolsitio medicine, May et. al
(2005) demonstrate that there is a fundamentaidegetween two different kinds of
medical knowledge that are actively negotiatechenhieterogeneity of clinical encounters
(for specific study exemplars, see Clarke et ad®ranklin 2001; Nettleton 2004;
Waldby 2000). These two kinds of knowledge emergmfdifferent ways of organizing

ideas about and goals of clinical practice. Tersmecur between patient-centered
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medicine (or individualized treatment plans) anel plash for statistical evidence about
large populations, i.e. Evidence Based MedicineMEEBr Evidence Based Practices
(EBPs). These kinds of knowledges can be charaetkas (1) experiential qualitative
knowledge rooted in clinical experience and workatlin the everyday encounter versus
the (2) experimental quantitative knowledge derifredch population studies,
Randomized Control Trials (RCTs), and meta-anal{8kg/ et al. 2005). Thus multiple
kinds of medical knowledges coexist and inform &ptaalizations of health and iliness,
patient personhood and orientations toward thettappractice. While contemporary
assemblages of scientific research funding, insieramd pharmaceutical companies,
media and popular sentiment favor a biomedical oéwealth and iliness; the
interdisciplinary arena of the health professioesidcratizes and diversifies theoretical
orientation and approaches to therapeutic intermenThus, there exists a simultaneous
push for EBM/EBPs and individualized treatment pldor objective scientific
guidelines and professional expertise and disaretar professional specialization and
interdisciplinarity. All of these technoscientikoowledge tensions are at work in
contemporary clinical practices.

In what follows, | examine the relationships betw#sese different social worlds
of psychotherapeutic practice and their definitiand approaches to adolescent mental
illness through three knowledge-practice tensi@ifigst in contemporary mental health
care practice. First, | examine how practitionexgatiate the knowledge-practice
tensions between the dominant biomedical modellagid own theoretical orientations
to treatment. Second, | explore the costs and lisrdfthe diversification (simultaneous

specialization and interdisciplinarity) of mentadith care. Does it matter that mental
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health professionals enter therapeutic practiom faadiverse set of disciplines and
specialties? Third, | examine how practitionersatiede the tensions between the
simultaneous push for standardization and persmethlinedicine. To what extent do
mental health practitioners embrace Evidence Bi&sticine (EBM) and Evidence
Based Practices (EBPSs) in their every day clinimalk and to what extent do they focus
more on tailoring their treatment plans (or Indiatized Educational Plans IEPS) to their
patients (students)?
CONTEMPORARY SOCIAL WORLDS OF PSYCHOTHERAPEUTIC PRACTICE

Social worlds are defined by their collective megsi shared activities and
ideological commitments. A recent study descrilesdifficulty of distinguishing each
mental health profession as a unique and distia@ntity:

The heterogeneity of disciplines’ training programsctitioners, clinical emphases,
scope of practice, professional organizations,leegry mechanisms, and other factors
within and between disciplines confound comparisameng them. . . Their respective
scopes of practice are overlapping and complemgrdppearing to be increasingly fluid
in response to changes in the healthcare systeshi{& 2006:606)

Thus, we cannot assume that all mental health gsafeals with a social work
background will define or approach adolescent mdliiass completely differently than
professionals with counseling or psychology edaceti backgrounds. The mental health
professionals that comprised the multiple sociallégin my study, while coming from
multiple disciplinary backgrounds, having varioosniis of formal and informal training
and working across diverse contexts of care, aundkd as they all advocate for youth
mental health and practice psychotherapy.

While United States federal law only recognizesalagorkers, psychologists,

psychiatrists and psychiatric nurses as comprigiagore mental health professions
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(AAMFT 2012), current analyses demonstrate thatroamty counselors, marriage and
family therapists, educational specialists traiimetkaching children and adolescents with
Emotional and Behavioral Disturbances EBDs (psydhoators), primary care and
pediatric physicians contribute significantly t@ttieliverance of mental health services
(lvey 1998; Walter 2006; (BLS) 2010-2011; BLS 2@t 1)%°

The mental health professions encompass a divag @ disciplinary and
professional training socialization processes.h&sMental Health Workforce operates in
an increasingly complex and competitive health retaik has become more important to
understand the total universe of MHPs and how treawledges and practices,
experience and expertise shape their increasintgydisciplinary professional activities
(Robiner 2006). Analyses of the mental health sesszdemonstrate a multiplicity of
existing theoretical or epistemological models audrall fragmentation of services
(Robiner 2006).

The assemblage of the mental health professionso@s to expand and
diversify, as do the contexts of care in which tdeliver their services. A growing
number of youth receive mental health serviceslosl and primary care (pediatrician
and family doctor) settings. Social workers, colmseand psychologists increasingly

work in and are specially trained for, school sejst*

% A recent study that examined the six mental health professions of psychiatric nurses, licensed
professional counselors, marriage and family therapists, psychiatrists, psychologists and social workers
calculated that there were 353,398 clinically active providers (Ellis, Konrad et al. 2009). A different study
using broader parameters estimated that 537,857 persons comprise the core Mental Health Professionals
(MHPs) (Duffy 2004).

2L A specialist degree or its equivalent is required in most states for professionals to work as school
psychologists although some states credential school psychologists with master’s degrees. An Education
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FRAMEWORKS: MODELS, IDEOLOGIES AND THEORETICAL ORIENTATIONS

Medical Anthropologist T. M. Luhrmann (2000) argtleat each mental health
practitioner has a personal model of illness, eirtbwn epistemology of or answer to the
guestion of why a patient is sick, disturbed ouggling. She argues that each
professional’s answer to that question shapes dpgiroach to treatment, their goals of
treatment, their interactions with the patient, #melculture of the work place.

Like the interpretive patterns that lead psychstdrivho are thinking therapeutically or
biomedically to evaluate patients in different waysl to anticipate different kinds of
emotional responsibilities and responses to theenpsychotherapeutic interaction model
of illness has a different impact on the life df@spital unit than the biomedical disease
model of illness. Working with these different mtsdehanges the way staff joke, the
way doctors relate to nurses, and even the sertbe ohit’'s ultimate goal. Ultimately
these differences help to produce different magakibilities about mental illness.
(Luhrmann 2000:119)

T. M. Luhrmann’s (2000) ethnography of psychiatasidents in training illustrates how
professional models of illness develop from disognly and professional socialization.
She examined how psychodynamic and biomedical petises and training led to
different therapeutic and pharmacological approsemel tools of intervention

(Luhrmann 2000¥* Yet, medical sociologist Teresa Scheid (2004pébthat mental

Specialist (EdS) degree in school psychology requires a minimum of two years of full time graduate study
and a one year internship during the third year. The training for EdS requires coursework in both
education and psychology since their professional practice addresses both educational and mental health
components of students’ development.

*? Biomedical and pharmaceutical approaches tend to be more heavily relied upon in in-patient settings,
whereas various forms of psychotherapy are more prevalent in out-patient settings. The majority of
adolescents who receive some form of intervention for mental, emotional and behavioral disturbances
are seen in out-patient clinical care and/or school settings. This chapter focuses on interviews with mental
health care providers who work in out-patient and/or school settings.
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health practitioners leave their disciplinary atidical training behind to some extent in
their switch from the institution of schooling teat of the workplace.

Scheid’s (2004; 1998) work has largely investigdted institutional
environments and professionally generated normgesimeractions and approaches to
treatment and care at the collective level. Shaesgdhat occupational identification is
more important to understanding the work experisrdgroviders than their unique
disciplinary backgrounds (Scheid 1998). That ig atgues that the types of
organizational work places that mental health gters practice in matter just as much as
their disciplinary and professional socializatiarshaping their everyday work practices.
Rather than investigating individual professionatiedels of illness, Scheid analyzed
treatment ideologies; defined by her as the compdédof beliefs providers hold about
mental illness and treatment (Scheid 2004, 199%4.&8gues that treatment ideologies
convey the individual theories providers hold abetiglogy, the way they view the
provider-client relationship and what they consither “best” treatment or approach
(Scheid 2004). Rather than examining professiomatlszidual models of iliness and
how they were shaped by their disciplinary trainamgl socialization, Scheid examined
treatment ideologies and argued that they arisa acombination of their past training
and on-going work experiences.

Following the work of Luhrmann (2000) and Scheid(2), | analyze
practitioner’s theoretical orientations — a comhbwaof their individual models of and
beliefs about etiology, as well as their treatmdablogies — or the complex set of
orientations toward treatment that have been foribyedoth their past professional

training and their current collective work arrangats. In examining the theoretical
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orientations of mental health practitioners, | destoate that while biological psychiatry
is the contemporary dominant paradigm, alternatiestal health professionals, i.e. those
who are not biological psychiatrists, resist biomalization of mental health and illness.
The diverse interdisciplinary field of alternatineental health professionals did not
ascribe to biomedicine or biological psychiatrytlasir acting theoretical orientation or
the collective ideology of their workplace. Instepdactitioners articulated numerous
ways that their own theoretical orientations angrapches were alternative to and/or
actively resisted the biomedical paradigm.
DATA FINDINGS: THEORETICAL ORIENTATIONS IN CONTEMPORARY PSYCHOTHERAPY
While biological psychiatry continues to be the dioamt model of health and
illness in U.S. society and the managed care ozgdon of the mental health field, none
of my practitioners identified it as their theocai orientatiorf> Several models of illness
and therapeutic approaches were presented as ampafternatives to the biomedical
paradigm, but often practitioners were resistamaime just one that was the most
important and more often described the multiple el®they used and how their
therapeutic approach is eclectic. Theoretical daions that were described most often
include family systems, strength based, Cognitieed@ioral Therapy (CBT),
biopsychosocial, psychoeducational, psychoanalyscdution focused, constructivism

and relationship based. Rather than describe tlys imavhich their orientation, approach

> One mental health practitioner | interviewed did identify the medical model as the collective treatment
approach of her organization, but clarified that this was only because they had restructured their
treatment plans and practice to fall more in-line with the biomedical DSM and the bureaucratic
requirements of managed care (each of these issues will be discussed in detail in the next chapter). While
her organization had brought their diagnoses and treatment plans into correspondence with the
biomedical paradigm, it was clear she herself did not ascribe to it as her own theoretical orientation or
treatment approach.

118



or goals of treatment built on or contributed te thomedical model, practitioners
frequently located their therapeutic approach veaafrom it. Practitioners discussed
aspects of psychotherapy, diagnosis and treatrhahhave not been valued and/or
legitimated by the psychiatric profession’s DSMsurance companies and the majority
of mental health care research funding. My analysisaled practitioners resisted the
biomedical model of illness in the following threays: (1) by describing their
theoretical orientation and approach as eclecticlifferent from, or actively in
opposition to, the biomedical model, (2) by (re)fsimg on strengths of adolescents and
their families and possible positive linguistic stmictions of them and their futures
rather than pathologizing them with labels, negalanguage, or focusing on their
weaknesses or bad behaviors, and (3) by valuingitpertance of the social aspects of
mental health including relationships, the famitglaeaching an understanding of the
adolescent as a whole complex person.

Resistance toward the Dominant Biomedical Model

While the majority of the mental health practitionéinterviewed were hesitant to
identify with just one theoretical model or apprioaseveral identified biopsychosocial,
family systems and psychoeducational orientati@iseaing a significant influence on
how they saw patients and developed therapeutis.gbaese orientations are eclectic in
and of themselves in that they pull from diverseoties and modes of thinking about
health, illness and personhood. For example, thesmng practitioner, who holds an
MSW and works full time in a school setting, ackhedges all components of the
biopsychosocial modetWith a lot of the work | do here, I'm bound to b®re crisis

management, putting out fires, but, I've always twmmthe basis of looking at the whole
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person, the biopsychosocial aspects. You knowgdaally, what's going on, socially,
what’s going on, mentally, what’'s going on, andnittkénd of just pulling pieces. It's more
eclectic.” A counseling psychologist who works in a large-patient group practice
gave a similar definition. She rejects the biomaldparadigm by characterizing her

approach as holistic:

I'm pretty eclectic. I'm holistic in my approachmdédefinitely always respectful of
culture. I believe it's very important to see whathen a client comes in and presents
with concerns-- its ‘What are these concerns @HNiou? What needs are not being met in
this client’s life to where this solution, adaptetiof behaviors has now become a
problem, a problem in their daily functioning?. These children may have special gifts
but they are so different then what we see as ridirawe pathologize their behaviors
because we can’t control those. They are not wieadee as normal so we reject them.
That is something that | think a lot about in myrlwaith adolescents and children.

While some practitioners defined their theoretma&kntation and approach as
opposite from or in resistance to the medical maitid Licensed Mental Health
Practitioner (LMHP), with a Psychology backgrouattributes some of her theoretical

orientation to her current institutional care sejti

I never think of it as a model. That seems so farkivhen | think of model | always want
to put the term medical in front of it. | would bBbnost the opposite end of that. | don't,
in outpatient therapy, there’s very little majornted iliness. | don’'t have to do a lot of
medical model stuff. A lot of people come in witthat would be considered adjustment
disorders. Most of what | would work with are kiofldepressive or anxiety symptoms,
things that would also be on the V codes--the syststuff: family, relationships, those
kinds of things. That term, model, mine would bechiess medical than maybe
somebody who was in an acute care facility likthatregional center they would
probably have to function much more along thoseslin know even at RTC [Residential
Treatment Center] we did. Now | feel like its muebs medical model based. | don't
spend so much time thinking about the diagnostitespand what symptoms I’'m going
to be able to pick out to justify them being thénmean really kind of meeting that
model’s needs; outpatient therapy is gloriouslyoeed from that. As far as my
interventions or approaches | suppose it would generally lean towards the cognitive
behavioral, | suppose I'm eclectic although wheeally think about it most of what |
come from is really more cognitive behavioral aimel $ystemic approach, family systems
theories, all those kinds of things.
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The LMHP quoted above described how her currenpatient setting enabled her to
practice psychotherapy from an orientation thanigh further away from a medically
focused model. This finding shores up Scheid’s 2@gument that treatment
ideologies of mental health professionals are teahiaped by the characteristics of their
institutional work setting.

In comparison, the following licensed Marriage &aanily Therapist (MFT)
owns her own out-patient practice, accepts mixech$oof insurance, and resists the
medical model not because her work setting fatélgahis type of orientation, but
because she has found that taking a broad viehegbatient and his/her presenting
issues is more effective than working from a narroedical model perspective.

My roots are in the family systems model. I'm ntiehed to that but | usually start with
that and it gives me a frame of reference for ustdeding a presenting problem. It's
really important to me to develop a hypothesis adaine presenting problem so that |
can have a relevant treatment plan. That doesranrtigat | bring the family in for every
session but | tend to look at the presenting praldlem a family systems point of view.
| actually resist medical models and operate mana fa strength based model, especially
working with adolescents; | get a lot further fastith them when | go from a strength
based model.
In other words, her theoretical orientation is gthmuch more heavily on the
epistemological models of her disciplinary trainifkgllowing the findings of both
Luhrmann (2000) and Scheid (2004), both of thes#agureveal that disciplinary
training, professional socialization and instita@bwork setting all impact theoretical
orientation and approach to treatment. | followpdoy asking how her definition and
approach to adolescent mental disorders was différ@m other mental health
professionals she has worked with to get a sendsof@ her disciplinary background and
current practice setting might intersect:

Well, again | think it is probably distinctly mofeom a family perspective, and

121



regarding that, | just want to pause on this begatisink it's really important to
understand presenting problems, and to keep it epengh to give it a broad
hypothesis. | think sometimes other clinicians rhigimnel vision it a little more
and have a narrower perspective. Maybe they’lliséas successful in treating
the adolescent. | think there can be good outcdroasthat as well, but, | think
my training brings perhaps a broader perspectio¢ oNly developing a
hypothesis but of course, treatment goals andvetgions.
Thus for this seasoned professional, her appraapbytchotherapy is heavily shaped by
her theoretical orientation, one shaped heaviljdrybackground training in family
systems theory and practices. She locates herdfigadrorientation as distinct from the
medical model because family systems theory fatég a broader view of what is
happening in a youth’s life.

Several mental health care practitioners identifigti multiple models yet also
named models and approaches that influenced thetiy@ay clinical work with
adolescents. Their theoretical orientations pravidkernative ways of defining and
intervening in adolescent mental health and illnakBough they are currently not part of
the dominant biomedical view, the DSM and healfumance companies’ forms and
requirements. The importance of both language a@damily system is noted by this

Marriage and Family Therapist:

| studied a lot of structural strategic. | alseegrated that with constructivism. . . | think
the biggest thing is the heavy influence the familgtem has on adolescent behavior, but
there is an emphasis, still, in the field on thaéividual approach. You approach an
adolescent who may not have a good grasp on theirdevelopment, on what they

want, on the pay offs they get for misbehaving,thah you put the onus of change on
that child or person who is still not 18 years d¢hity are a child, with a body that’s going
waaarghuh,. . That's the thing, being able to gattme attention of extremely defensive,
mortified parents. | think any therapist that donesknow how to do that will not get

very far with treating adolescents.

Thus, the MFT above is eclectic in his theoretarantation because he integrates
epistemological frameworks of structural stratetaomily systems and constructivism in

his work with adolescents and their families. Aysimilar sentiment about the
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importance of language, narrative and building hiop@ew possible futures was echoed
by a different MFT who worked in the same city bua different out-patient practice:

| do a combination of solution focused and nareatherapies. Both are very language
centered, future focused. | definitely ask questiabout the past, but its more, what did
we learn from that? Okay, that was a problem, vgkiitcan we use kind of a thing, |
don’t have people lay on my couch or anything tikat. It's definitely about the
language they use and looking at the times wheasn't a problem. Just the other day
someone was saying, well sometimes | think aboungdihese really evil things, and
sometimes | do them. So | go, so sometimes youtdéftiat is different about the times
it isn’t a problem? A lot of hope and strength dinty. Some of my girls like to play the
game mash. I've had to teach them. Are you famalign it? You list 5 guys, 5 jobs, and
then you figure out who you’re going to marry, wlgou’re going to live and we’ll end
with that sometimes. A lot of the girls here, theorld is so small. Where do you want to
work? Wal-Mart, burger king, McDonalds, you knove, 8m a fortune teller and its like
you’ll move to New York city, you'll be a teachéet’s look at a map of the world, so
expand these kids worlds. You don't have to stgghiis town] and have the same life
you've always had.

These descriptions of theoretical orientationscarestructivist. They reflect an
epistemological standpoint about the language adetds use to talk about and
understand their situations, the terms in whicly thénk of themselves and their futures,
their problems and their diagnoses. The followingtg comes from the lead special
educator and liaison between a well known gradpaigram in a large East coast
metropolitan area that trains psychoeducators dndrastrators that serve special
education students. When asked if the special ¢éidncar ED students she serves are
similar to youth treated in out-patient clinics faental and emotional illness, she
emphasized that the important thing to understaneho the student person is, not what
their mental disorder or ED label is:

If we're looking at people as individuals, we'reigg to build a program [treatment or
education plan] for them based on their needs. frersonal experience, a lot of my
time even though I'm a special education teackarally spent in general education,
helping individual students through a school dalyether it's academically, emotionally
or behaviorally. . . The sociological piece, thenamistic piece, the biomedical piece, the
emotional piece, behavioral piece, it's definitalpiece. They're all equally important
when we’'re looking at our students. | think the timat impacts them the most is the
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environmental piece. . . All of those componen&s\ary important from a
psychoeducational perspective. It really is indisitd From an educational point of view,
it's really important to understand who the studsr@nd what the impact of that label,
that illness, what that means to them during tiheaskday.

While this professional works with emotionally amdbehaviorally disturbed children in

the school setting rather than in an out-patienialshe approaches psychoeducation

from a constructivist lens that emphasizes the mapoe of language, who the students

are, and takes a broader view of the adolescdnisiher context(s). As a comparison, a

clinical psychologist who works in a nearby privatactice but sees adolescents who

tend to be from more economically advantaged fasiilalso discusses how larger trends

in society, the dominant biomedical paradigm ofitmeand illness, and the social context

of her patients’ and her own practice setting, shtagr approach to intervention:

Because of managed care, and the general trengiatys people want a quick fix, they
want answers and everything is cognitive behavidsafortunately people eat up the
media and their understanding of what mental heweditk is, is quite superficial. We live
in an era where, while we know as much as we databental health, everything is very
medication oriented and very quick fix. People dl@ome in to sit on the couch and be
analyzed or really transform the way they thinkem or relate to people. You kind of
end up staying on the surface a little bit mot@ink we refer out for medication more
than we would if people were devoted to working I think a lot in terms of the culture
we live in, the sort of macro picture, the farmalyd then | think about the internal
workings of the kid. And they are probably equalph’t think of one as bigger than the
other. This area is a real pressure cooker acadéynieverybody has to be advanced
placement. I'm all about the values that tricklevdaonto the youth, their families and
family dynamics. Also, their internal workings, theesilience, how fragile they seem
and their strengths and weaknesses. | think I'ittla bit community psychologist or
social psych, a little bit psychodynamic and fansijygtems is big for me, looking at the
whole system.

This clinical psychologist describes her theoreticgentation as eclectic and subtly

rebukes the dominance of the biomedical model awdihhas shaped larger public

definitions of mental iliness and perceptions oivtto fix the problem. However, she

also, like some of the other therapists, acknowdsdgat the social environment that

adolescents come from and live in makes a differém¢he presenting problems as well
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as the treatment approach. Thus the social enveohmas discussed as important in
several different ways, including how it shapesdb@nitions and responses to mental
iliness, as well as the experiences of both pragidad patients and their therapeutic
interactions. Her theoretical orientation is respoa to the culture of mental health care
in the U.S.

In the following description, a mental health gitganer offers a different view of
how the social environment is important for her diveoretical orientation toward
psychotherapy:

| take more of a relationship approach. | thinlatiehships or lack thereof can be a huge
cause of or have a great impact on client issuss.absence of a father, that lacking
relationship or maybe a mother that is in the pectat is so busy she doesn'’t have time
to give. The different dynamics of relationships khdot to do with client issues, so |
focus a lot on relationships. That’s kind of thatef where things come from.
Unfortunately the program | am in right now, we ddrave a lot of family participation.

It takes place in the schools so, they are prettgipe and don't feel like they have to be
a part of it. We certainly encourage it, so in ttede it's more of a, you can't change
them but what can you change about yourself to cope effectively with that
relationship?

While the social environment was discussed as itapbhere, she focuses on how the
social aspects of the self, relational being ceripersonal relationships strongly influence
person’s emotional well-being, and therefore, heotetical orientation.

Another way that mental health practitioners déssad the social environment is
how their background disciplinary training and eutrinstitutional features of their
workplace shape their own as well as their colleagapproach to intervention. A
licensed nurse practitioner discusses how her gsafaal training in the nursing field,
and the majority of institutional environments ihieh she has worked have all been
shaped by the biomedical model, yet her own thaaledrientation is much more

holistic in its approach.
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When | worked at [local hospital] they always shighent too much time with my
patients because | look at everything holisticathywhen | go in and have a patient who
is different than the day before I'm actually domgre pursuing, | told them I'm sorry
I’'m a psych nurse, | see change in behavior, | hafid out why, and I think it helps
with how they are doing physically or why they agt doing well physically, so I think
that’s one thing. | really push that holistic apgeb to mental health. We need to look at
patients, not just a disease, but the whole picture

In response to the stark contrast between her bagkd professional training, her work
contexts (both of which are dominated by the méditadel) and her own holistic
theoretical orientation, | asked her to elaborateamon these differences:

It's very medical model, very focused on the digedtss the hip in 214, so we’re going
to deal with the hip. We have the spinal cord is thom; we’re going to deal with all the
aspects of a spinal cord injury. We don't deal wiith whole individual. Say the person
with the amputee-- okay do they have some body énpgblems going on? Is that why
they are so resistant to therapy because in thehagyactually have to look at the
missing limb? As nurses we are going to get tigahkaled and walking and they can
deal with all of the other issues when they get édinshouldn’t be that way, but that is
the dominant approach. On the flip side | find ¢hare mental health nurses that never
want to go beyond the mental health part of it,Jmut really have to look at the patient
holistically, you have to understand the whole gyati

In the above analysis, | demonstrated that MHHAstrége biomedical model of
illness and instead, embrace eclectic and morstiwtheoretical orientations and
approaches to treatment. First, MHPs situate thewretical orientations as eclectic
and/or in opposition to the biomedical paradigncddel, their theoretical orientations
and approaches to treatment focus on the strenfjidolescents and their families with
a turn towards constructivism. Third, their thematorientations value the social aspects
of mental health and illness, including the centoéé of relationships and understanding
the complex personhood of adolescents in approggsychotherapy interventions.

Best and Worst Models and Treatment Ideologies: Eclectic Theoretical Orientations

Another way practitioners located their own théiges orientations and eclectic
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approaches to mental health and iliness was byntpamd describing models of illness
with which they disagree. There was a noticeabigeaeof discomfort when | asked

about this.

| think they all have their strengths as well asirtlimitations. | struggle with CBT
because it doesn’t focus on the relationship aagtwer of the relationship between the
therapist and the client but this is where | becewlectic because in my work with some
of the youth and even specifically in bipolar dider;, | utilize a lot of CBT techniques
that are about changing behavior, but | always tlateemphasis on the relationship. |
think that makes the CBT technigues more effedieeause of our relationship. |
couldn’t say that there are any [theoretical oaéons] that | just disagree with, that |
wouldn't utilize. | think that as a therapist, ybave to be open to what best meets the
needs of the client and if | was only to provideTCBat might not be effective for
certain populations.

Practitioners clearly value the authority and wisdaf other practitioners and eclecticism
in their fields, and even go at lengths to disameg openness to multiple models and
approaches is better than being too fixed to somaperspective or only one approach to
intervention. The following quotation offers yetaner example of how practitioners’
repeatedly valued therapeutic eclecticism rathan tdherence to any one model or

treatment approach:

| definitely am more along the lines of pulling tnadifferent approaches and what'’s
going to be best for each kid. What we call it hiere psychoeducational approach. We
look at cognitive theory, behavioral theory, ecatady humanistic, and pull from them
equally. You give them all consideration thougipessally when dealing with kids with
such big issues. If you don’t make those considsratyou could be completely
overlooking something and if you miss that then’yeuiost your chance at least in that
moment. Nothing has stood out for me oh I'm notregeing to consider that theory
because you just don’t know it might work for someo

Similarly, the following therapist emphasizes ttadue of multiple models and

approaches over one dominant (especially biomé@dicatiel:

I think the biggest danger is when any model igoa ¥ any model doesn’t respect
interdisciplinary models, then | have a concerralige the main thing is developing
some kind of working perception, hopefully evidehased, so you can gather a
hypothesis about the presenting problem. As longnashas a framework, which is
hopefully evidence based, so that you can get &imghypothesis and have a plan of
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attack so to speak. | strongly believe in collabiogawith a client to produce a treatment
plan, hopefully in the client’s words, so that thient sees what'’s in it for them. You
know some medical models are, | don’t want to @esreralize, but let's say there is a
psychiatrist out there that doesn’t have psychaihetraining or background so they see
depression purely as something that one needsnweb&ated and they don't see the
power of relationship affecting that or other stig@s in the client’s life. If they have no
appreciation for the interdisciplinary need to agdran issue then that would be an
example of a model that | wouldn't respect.

Another example illustrates the extent to whichghgchotherapists | interviewed valued
eclectic theoretical orientations and approachasetiment intervention:

| find that while in the schools | primarily workdéidm a CBT perspective because it was
more solution focused and more in the moment \Jlike could get kids back into
classroom. Kid has crisis, remove kid from classrpprocess and get them back as soon
as possible-- CBT is best model or way to go aloirg that and doesn't tap a deep
psyche. But when | was doing individual therapypeesally with those older adolescents,
I think it has its place, but that's not my go ltavould have a problem with someone who
relies solely on one perspective and particularig strict behaviorist. Its not 100%
effective, it doesn’t reach every child, no apptoaan. | think about what translates, a
behavioral approach, works in that moment with teatard, but it's important to have
things that translate outside of certain settiggsgle minded approaches, I'm not so
fond of.

Thus, therapists emphasized the way the social@maent of a patient’s life,
including their social and economic differencesvati as the context of treatment
setting, all shaped the approach to interventioraddition to consistently expressing
respect for therapeutic eclecticism, when askedaimodels they disagreed with or
found difficult to embrace, practitioners frequgrtoblematized the biomedical and
behavioral models and approaches. Clearly, thesedh are all interrelated as one of the
key problems practitioners have with biomedical batavioral treatment ideologies are
how they leave out important social aspects oftheaid iliness. Biomedical and
behavioral approaches to therapeutic interventiereyproblematized for their focus on
symptoms, diagnosis, disorder and surface levpbreses rather than being concerned

with social contexts, relationships and personhafdtie patient and his/her life.
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I will tell you which one the toughest and thaPisychiatry. It is rampant; they do a lot of
talking and not very much listening. Just the wagwgchiatrist may look at and talk
about a child, they can sometimes misdiagnose®utally good to have them when
major mental iliness diagnoses come along anddheyight because medication is
really important for some adolescents, you knowttedt abnormal psych stuff. We need
the psychiatrists around for that but sometimey wié try and grab the therapy space
and be the therapist and if they don’t even chedet what we were working on, that
can unravel things. They really sell the idea fid are magic bullets for all of these
problems that they don't even help in my opiniosyéhiatry that model of illness you
have a chemical imbalance that started here ahdrgopop a pill.

| followed up by asking, so biological psychiatrpwd be the model of illness or

approach you disagree with mo$teah, biomedical as opposed to biopsychosocial.”

Practitioners often pointed out that they weregdiast the use of medication or

psychiatry, and recognized each had a proper jptac@ntemporary mental health care.

Yet, they also frequently critiqued the biomediaatl behavioral paradigms for how they

privilege disorders, diagnoses and medicationrreat over understanding patient

personhood. For example, the following school dae@ker discusses her disagreement

with models or approaches that focus on diagnabenrthan understanding the child or

adolescent as a person.

Primarily thinking about kids in terms of their draoses, | have a hard time with that.
Diagnoses help you understand the child but the chso much more than their
diagnostic label. | think everybody has some chgks in some area but we start to put a
name, the labeling thing with kids, | think we ne¢ede very careful with that. Throwing
around labels, diagnoses are given out pretty Iyeddie medication piece also, | see a
lot of our kids benefit from medication when iterte very thoughtfully. Some of our

kids are put on a lot of medication and it's nohewery thoughtfully, and they have a lot
of side effects. . . | would hope we could underdterhy he’s behaving, there’s so much
more to why he’s depressed.

Several practitioners discussed how the behavappatoach has become popular

in therapeutic interventions but they disagreedh\tias being the primary or only

therapeutic goal (fixing behaviors)t’$ hard for me to say theoretically but | thinrse

of the behavioral approaches tend to be somewhaitipe because adolescents in
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particular will come in and it's the behaviors thae upsetting everybody. If you're just
trying to stop the behaviors without looking at wttee underlying cause is, | have a
problem with that.”Similarly, a psychoeducational trainer and thetagiscussed how
she values relationships with her student-patien¢s taking a behavioral approach to
their immediate behaviors.

I’'m not opposed to using the behavioral approagbistidon't think it changes behavior. |
call it the yokya approach, and it’'s everywhere gmbesn’t work. It's these big men,
who yoke these kids out of their seat or situathord does it work? Yeah for the
moment, but what's the underlying problem? | coitldo that in my classroom. They
can challenge me. | build relationships with kids.

Finally, | offer one more example of how psycho#pautic practitioners problematized
theoretical orientations that focus on behaviorsusface symptoms rather than deeper
social relational issues in the youth’s life:

The behavioral, the strictly behavioral, I've stgleg with that. With the school setting,
they focus mainly on the behavior and how to fi thild. It's not about that. There’s a
whole bigger complex way below the surface but vthay [teachers or parents] want is
the behaviors to stop. That's putting a Band-Aidtua gaping wound. We don't address
what’s going on with the family, what'’s in the basterest of the child | don't think is
always necessarily taken into consideration.

Thus, while the mental health practitioners |iniewed valued multidisciplinary
models and an eclectic approach to adolescent imiméas intervention, they also
critigued biomedical and behavioral models/appreadbr being too focused on the
diagnosis, behaviors and surface level symptonherdhan on the deeper social
relational issues in adolescents’ everyday liveacttioners privileged theoretical
orientations that considered multiple perspectaras approaches, and a more holistic
framework that considered the biopsychosocial atational as opposed to only the
biomedical and behavioral aspects of adolescentahkeealth and iliness.

My data suggests that adolescent mental healtlilagds as a scientific and
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clinical object of study and intervention has beeamore interdisciplinary in both
practice and theory and rather than subscribireg“taodel of the moment” as many
mental health practitioners called it, practitianaratch what they believe is the most
appropriate approach for each individual youth kiséher social environmental
circumstances.
DIVERSIFICATION AND INTERDISCIPLINARITY OF MENTAL HEALTH CARE

In this section | discuss the knowledge-practicesian between the increasing
specialization and interdisciplinarity of psychatiygeutic mental health professionals. |
asked practitioners what they perceive to be tis¢ésaand benefits of the
interdisciplinarity of the field, including whatféerence, if at all, it makes that mental
health professionals enter therapeutic practiom fadiverse set of disciplines, specialties
and treatment ideologies. My analysis revealstti@interdisciplinarity of the mental
health professions has become black-boxed, oremtimk granted aspect of mental health
care. MHPs perceive the interdisciplinarity of fledd as necessary to fulfill different
types of health care coverage needs. Interdiseiptinat its best is described as
facilitating professional collaboration and morengyehensive care, and at its worst,
encouraging jurisdictional disputes and the dewvaglwaf some of the professions’
perspectives and contributions.
Interdisciplinarity as a Taken-For-Granted Fact of Mental Health Care

In their initial reactions, practitioners discudseterdisciplinarity as though it is
just a fact of life. It quickly became clear, afs&veral interviews, that interdisciplinarity
has become black boxed, or a taken for grantecctspeontemporary mental health

care:

131



Clearly there have been different fields that ha@eome involved in mental health work,
social work, psychology, medicine. | think theyladéive something to contribute. | don't
think it's good or bad it's a fact of life. Do masycial workers do something very
different than many psychologists do? Yes, thewoeking at a different kind of agency,
they're dealing with often times delinquency, otkierds of issues, if they didn’t do that
there wouldn’t be anyone to do it. There would@tdmough psychologists to go around
and there aren’'t enough psychiatrists at presesb it's not like they are all making a
unique contribution but they are creating levels@ferage that wouldn't exist otherwise.

Similarly, another practitioner thought about theerdisciplinarity of the field in terms of

providing a wider continuum of coverage:

Let me talk about continuity of care. You have trestical continuity of care, like the
most intense care all the way down to least résteicare, is one way to look at it and
then you have, at least a second dimension of tasdhroad spectrum of correctional
and legal, social work, nursing, spiritual, psydgital. Without it, | don't think we
would be doing a decent service to the clients.

Therefore, both of these practitioners acceptedntieedisciplinarity of the field as a
matter of fact, and articulated that it servesithgortant function of providing different
types and levels of mental health care. Relatessiges of interdisciplinarity and levels

of mental health care coverage, multiple practégisndiscussed there being a shortage of
psychiatrists in their area of practice. For sohweais discussed as an overall shortage of
psychiatrists, for others, as a shortage of what ttonsidered to be good psychiatrists,
and for others, it was a shortage of psychiattiss will diagnose and treat children and
adolescents. In my review of the interdisciplinbigrature on the mental health
professions, the psychiatrist shortage was a Ipi¢.t&or the mental health practitioners
who worked in the rural Midwest; this was an acfuablem for providing all levels of
coverage for their patients. This finding revedleat research debates about psychiatrist
shortages accurately reflect rural and Midwestemtexts of mental health care. Some
MHPs commented how at times their patients woulceha drive up to two hours away

for their adolescent to see a psychiatrist.
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Overall there are more advantages than disadvantabere are different needs to be
met and it would be tough for one profession or diseipline to do all of that especially
with psychiatry and medication. I've been fortunat®ugh to have the experience that
working with professionals from other disciplinesstusually gone really well and there’s
openness to that around here. | think even withrawgments or technology just ways to
communicate quickly like sending records back amthfhas been pretty efficient. It's
rare for me but occasionally someone who's not dperommunicating or doesn’t
respond if | send a release, that can be frustyatin

Again, interdisciplinarity is the norm, it fulfilla function. Yet collaboration is pointed
out as an integral aspect of how interdiscipliryagiets played out through work
activities. Different types of professionals areught to fulfill different needs that no one
profession could fulfill alone but this also reagsrinter and intra disciplinary
professional communication. Regarding the wideioomim of coverage and different
needs of the population, one psychologist discubsadone of the primary benefits of
interdisciplinarity is the options it provides tatents. YWhat's good is obviously people
have access to what works for them. There are afltsterapists out there that have
different ideas and different models. | thinkitsredibly beneficial."The MHPs |
interviewed recognized that the interdisciplinaofythe field allowed for an expansive
continuum of coverage and array of theoreticalrdagons and approaches, offering
patient-consumers choices about their care. Intiaddo recognizing the importance of
interdisciplinarity for comprehensive coverage reegveral MHPs discussed the ways
in which the interdisciplinarity of the field fattttes professional communication and
collaboration.

Interdisciplinarity: Professional Collaboration and Jurisdictional Disputes

I think the benefits are you have the chance te ¥iéngs from so many different ways.
We come from so many different places in termsusfazhooling, and not that one is
right or wrong but we approach them from a difféqgerspective so it opens up for more
dialogue. In terms of the costs or the downfall,dee't always see things the same way
but you have to have some compromise there too.
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Thus both a benefit and cost of the interdiscipltgaf the mental health field is that
practitioners are offered new or different wayspproaching the same problem and
opportunities to grapple with more opposing oretiint views. Several practitioners
articulated that this kind of collaboration is fdeal benefit of interdisciplinarity. The
following practitioner is an out-patient therapigirking from within a Physician Clinic
in a large metropolitan area in a Midwestern state.

What's interesting about where | work is that tihggicians who make the referral are
very hands off. They don't really want to get invedl in mental health care issues . . .
They're not interested in sitting down and talkingdications. These are physicians who
want to do long term medication management. If evéatking about somebody who is
going to be on something as basic as an antidepreks a year, they don't want to
manage that. They'll write the first three montisd then they want them to be referred
off. 1 don't feel like | have much of a multidisdipary team, which was a very weird
thing for me going from RTC to outpatient. That vaae thing | feel like RTC got right.
That was one thing they did well, that whole mustaiplinary approach-- having
everyone meet to discuss cases, coming to thetabd¢k about what we're all seeing.

Thus, she compared how interdisciplinarity is eaddh different ways in different types
of care settings. In comparison to the in-patieesgiBential Treatment Center (RTC) that
she had previously worked at, the level of collaltion across the different types and of
professionals was very different at her currentdrhign’s office. Similarly, a therapist
who works inside a school that is connected tcsalemtial treatment center, discusses
how working in a setting where there are differtgpes of professionals that all see the
adolescent allows for a broader picture of whaiaigpening in the adolescent’s life.

I think the benefits are that you really do get $yastems approach within a smaller
microcosm of society. If you're a therapist outsid¢heir office, if | was by myself
outside [this organization/school/treatment netydriwvouldn’t get this whole picture,
you know what'’s going on in school, what's goingwith psychiatrists, what's going on
with the home environment. I'm here interactinghntite teachers; I'm interacting with
the behavior support staff. That's certainly a hbggefit. In terms of the costs, | would
say, we’'re trained differently.
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Discussing how interdisciplinarity plays out in ti&y-to-day work activities at her non-
profit mental health organization, one therapistasbed how different types of care
providers learn and perhaps even value, differg@otmation about the adolescent and
their illness.

We have two psychiatrists on site that our cliems. We communicate with them. | think
both of them are terrific and I'm very glad theyhrere but they only see them [clients]
for like 15 minutes every two months. | always knawot more about families than
anybody at the school I've talked to ever doesngbady at CPS ever does, you know |
do have a lot of contact with different schools &fidd that | just have a deeper
knowledge of the client but | have that opportundtyget it you know the teacher has 30
kids in her classroom. I'm one-on-one with themeaownveek kind of thing. | don’'t know
if that’s part of my training as a family therapistjust part of the set up here but | always
know a lot more and I'm really bringing in that péeinto it, well yeah but there was a
baby brother born. That's one of the problems Wabal insurance company that
manages care including Medicaid] is they want tlhgmbsis, the goals and | would say
well at the same time we’ve changed schools, os ¢lest come back in the picture or
mom has just been put in the hospital for someslinkinds of things, so I'm looking a
lot more at those environmental things and | thitiler people are like . . diagnosis,
treatment plan, goals, medication, that’s all wedh® know.

For this practitioner, the interdisciplinarity ¢fet mental health field encourages health
care professionals to learn and prioritize diffétgpes of information about the
adolescent’s life. Practitioners | interviewed gethout that while interdisciplinary
teamwork has the ability to provide more comprehensare for youth than any one type
of provider, sometimes the disciplinary differene@sl lack of time for real collaboration
ends up being a downside of interdisciplinarity.
Sometimes the collaboration isn’'t good. I'm noticiting the effort, I'm criticizing the
result. People want to do what's best; it has ttemial to work the very best for a child,
to have everybody in the same room at the same talsing. The problem is when
everyone has their own agenda. There's so muctapsg so much working across, it's
gotten so mired in paperwork. The interdisciplinakga is brilliant, there would not be a
better situation than a caseworker, a therapgsyahiatrist, a psychologist, you know, all
in one room, saying, what do you see? That's biehufiloes it work? It works great
when the focus is on the child. It has the potéttigolve a lot of problems. It's when

everybody has their own agendas that things doorkwery well.

The psychotherapist quoted above notes that wiiidedisciplinarity has the capacity of
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improving care by enabling professional collabamaind dialogue; sometimes it falls

short of those goals.

| work a lot with different social work people, apdgychiatrists and psychologists and
medical doctors. | think everybody wants, generayerybody has the eye on the big
picture, and they want to reduce the concerns théltpatient. . . | think the hardest thing
is for all of us to get a hold of each other, aimaple level, everyone has people booked,
booked, booked.

Again, the benefits of the interdisciplinary fiedlmental health care is that it allows for
a more comprehensive understanding of the cliamtslifficulties may arise from
different perspectives, goals, increased papenandktime spent on communicating and
collaborating with other mental health professisn&inding the time for collaboration
and networking with other health professionals afasmportant but challenging aspect
of daily psychotherapeutic practices.

| think it's great in the sense that the more supadiddo can have, the more progress or
the more successful they will be. That means allgssionals have to be talking non-stop
so they’re not pulling the kid in different direatis, or one person is promising that they
can do something or get this service for a kidibueality they haven't talked to that
provider and it's not going to happen. It can breally good thing to have as much
support as possible, collaboration of servicesgaredo a lot better. There is a lot of
room for improvement. | don'’t think we correspombegh.

Interdisciplinarity is a matter of fact in the centporary adolescent mental health field.
Yet the way it is negotiated in daily work pracsoearies based on the type of care
setting and the extent to which professionals viileanput from and collaboration with
other professionals involved in their patientsebv At its best, interdisciplinarity enables
collaboration across different types of professigmad approaches that result in more
comprehensive care. At its worst, interdisciplitaencourages jurisdictional disputes,
with some professionals devaluing each other’'sgeetsves and contributions.

While interdisciplinarity has become a taken-fostged or black boxed aspect of
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adolescent mental health care, it has evolved deraibly over the past few decades. For
instance, this well respected mental health prangt who owns and manages a large
out-patient clinic in a rural Midwestern state,alisses how mental health practice has

changed across her more than 20 years of practice.

My treatment plans have become more interdisciplina. We're really trying to get
involved with the primary care physician much margularly. Not that that always at all
means medication, based on the fact that usuallizypgthesis is around family systems
kinds of things, | don’t immediately refer for medtion. But | think the physician needs
to be aware of emotional issues that are goind'mmuch more assertive about
communicating with the PCP then | have been irptst, than when | started twenty
some years ago. | think I'm also more careful ®eas what’s going on with them, for
instance at school, probably more interdisciplinaith that when need be. Cultural
issues, especially in this community, have charagled in the last twenty some years, so
the culture of the family is considered more iratmneent planning than it was in the past.

| asked if she thought the increased involvememtrihary care physicians had to do
with trends of increased medication.

I think it's really for other reasons, because altyut’s kind of weird that I'll have an
adolescent on medication, but | think as I've grpliwe become more aware of the role
they play. Also | think our training in continuirgglucation, the physician has influence,
and especially if there’s sexual issues going od,far the total health of the adolescent |
just feel like it's really important to bridge thewmmunication so when they are in to see
their physician so the physician is aware of whed & on the plate.

The field of adolescent mental health care has beerdisciplinary since it's ascendance
in the 1980s and 1990s as an object of scientifidysand clinical intervention. The
knowledge-practice tensions of a growing interdliboary yet specialized field of
professionals and researchers has been discusseghing a more fragmented mental
health care system. Yet the benefit of this knogéegdractice tension is that mental
health professionals currently value multiple msdetlectic approaches and
collaboration with their dissimilar professionalleagues. All of this suggests that
adolescent mental health care is moving away fleerdbminant biomedical paradigm

and towards a holistic health care approach.
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THE STANDARDIZATION MOVEMENT: EBPs IN MENTAL HEALTH CARE

Evidence Based Medicine (EBM) and Evidence Baseadtlees (EBPs) are part of a
larger movement to standardize more aspects ofamedand health care practice. The
standardization movement has grown, in part, ipaase to shifts within the health care
system from primary physicians as sole providemiterse teams of health specialists,
each playing their own role in patient care. Axdssed in chapter one, the second half
of the 28" century can be characterized by a rise in medjpetialization and diverse
board specialty and sub-specialty certificationgparallel to the diversification of health
care specialties has been an exponential risealthheare costs and expenditures. The
standardization movement has been one of the pyifoans of response to both of these
trends across the past few decades (Norcross,eBemit Levant 2006; Timmermans and
Berg 2003). While the standardization movemenh@early and middle of the %0
century focused mostly on particular tools, skaltel infrastructure necessary to perform
work, with the reemergence of standardization e1880s and 1990s via EBM and
EBPs, attempts to redirect or prescribe the wajttheare practitioners carried out their
work became center stage (Timmermans and Berg 2003)

One reason why EBM and EBPs have become so syradgpted is because the
American public and policy makers believe thatth8. health care system suffers from
fragmented and uninformed practitioners (Reed 2606;Tannenbaum 2003:294). In the
face of rising health care expenditures that digield better care, policy makers and the
public were galvanized by strong rhetoric suggestitat uninformed and fragmented
practice was the problem. As a result, in the 19B@%s gained currency as a public idea

(Reed 2006; see Tannenbaum 2003:294).
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There is widespread agreement that standardsasu€EBPs provide order by
streamlining medical practices of diagnosis andttnent while alleviating concerns
about variability among health care providers @teht disciplinary backgrounds,
training and theoretical orientations). Howeveere remains significant disagreement
over the definition and measurement of scienti¥iclence used in the creation of EBPs
(Norcross, Beutler and Levant 2006; Reed, Kihlsteord Messer 2006; Timmermans
and Berg 2003).

In their analysis of what standards do in pra¢fléemermans and Berg (2003)
argue that standards are inherently political beedheir construction and application
changes the way health care practitioners carryhait everyday clinical work. They
divide standards into four types: design, termigaal (such as the DSM which |
analyze in the next chapter), performance, andgaho@l (such as EBPs discussed here).
Procedural standards such as EBPs refer to spelifical guidelines, policies or
protocols that are intended to shape how pracét®proceed in diagnosing and treating
patients (Timmermans and Berg 2003).

Although terminological, design, performance, amitpdural standards necessarily
intertwine; procedural standards are the main fofusir analysis because these
standards boost the stakes of standardizatiorethithest level and form the heart of
evidence-based medicine. Such standards atteraphteve the seemingly impossible:
prescribe the behavior of professionals. Theselatats bring people from different
disciplines and backgrounds together with a vaméiagnostic and therapeutic
techniques and instruments. They are simultaneahslynost difficult to achieve and the
most contested. As we will see in more detail |gieactice standards raise issues about
human autonomy, flexibility, creativity, collaboi@t, rationality, and objectivity. In

short, they reflect important cultural assumptiabsut how people live and work
together. (Timmermans and Berg 2003:26)

The most widely accepted and cited definitionEBPs is from an Institute of

Medicine (IOM) report entitle€rossing the Quality Chasm: A New Health Care 3yste
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for the 2£' Century(2001:147)“Evidence-based practice is the integration of best
research evidence with clinical expertise and patialues.”The three components
highlighted in this definition: research evidencknical expertise, and patient values; are
each included in the IOM'’s definition, but nonetleém are privileged as being more
important over the others, which is why this defon is considered to be the best and
most neutral. When it comes to the debates suringrEBPs though, it is the differences
in how health professionals, insurance companidalicy makers define and
distinguish among these three components that gpessithe basis of disagreement.
While some supporters of EBPs, such as the AmeRsghological Association (APA),
claim that EBP guidelines aren’t meant to be mamgatr definitive (are careful to leave
room and respect for professional autonomy anepiatiifference), other supporters of
EBPs privilege scientific research or the evidecm@ponent of EBPs over clinical
expertise and patient values (Norcross, Beutler.avant 2006; Reed, McLaughlin and
Newman 2002).

One of the major criticisms of EBPs is that tHermation relies on a hierarchy of
evidence that privileges Randomized ControlledIS(RCTs), and thus, therapeutic
orientations and interventions that are easieesbusing RCT methods (Reed 2006;
Sackett et al 2000; Tannenbaum 2005). While mosttah&ealth professionals agree that
research evidence is an important considerati@eiarmining a treatment approach,
some critique the way that EBPs and insurance coieparivilege evidence over
clinical expertise and patient values. They ardpa privileging evidence undermines the
therapeutic relationship and devalues a wide rafgeofessional knowledge (Reed

2006). In his overview of debates on EBPs in thatalehealth field, Reed (2006:21)
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finds that strict adherence to EBPs suggests thé¢ Wweatment approach and plans can
be determined based on calculated probabilitiesiofess, factors such as the patient, the
clinician, culture, context and the therapeutiatiehship are just as important.

Similarly, Messer (2006) argues thagfither an evidence-based DSM diagnosis
nor a manual-based EST (Empirically Supported Trestt) is sufficient to treat
psychotherapy patients. Diagnoses cannot captwaitiique qualities and concerns that
patients bring to the clinician nor the specifidstoe context in which their problems
emerged in the past and are taking place in thegm& (Messer 2006:32). The evidence
shows that non-diagnostic client characteristiesjast as useful in predicting
psychotherapy treatment plans and outcomes as&iveliased diagnoses because
diagnostic categories allow for too much heteroggne be valuable as predictors (See
Messer 2006:39; Clarkin and Levy 2004:214). 6ther words, it is frequently more
important to know what kind of patient has the diso than what kind of disorder the
patient has (Messer 2006:39).

Geoffrey M. Reed (2006) takes a similar positibme privileging of EBPs
ignores two of the most robust findings in the p®fogical literature: (1) that specific
treatment techniques account for little variancpsgchotherapy outcomes and (2) the
strongest and most consistent predictor of psy@nrafly outcomes are the characteristics
of the therapist and nature of the treatment mtatiip (Reed 2006:41-42). In response to
these position papers, Kihlstrom (2006) rebukeshbaloesn’t think placing scientific
research at the top of the hierarchy of evidendead to the deprofessionalization of
the mental health field. Rather, he argues thdepsions are defined based on

specialized knowledges and if clinical psycholognis to retain its status as a scientific
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profession, it needs more, not less research essed@€ihlstrom 2006:43-44).

As a final response to the debate and dialogussbtg2006) acknowledges that
he and Reed are closer to what might be calletrtimantic vision” which values
individuality, subjectivity and unique qualities lmfiman beings; whereas Kihlstrom’s
approach to psychotherapy views individual pati@ststerchangeable and their
personal values and subijectivity as impedimengssessing psychotherapy outcomes. In
discussing Kihlstrom’s medical metaphor approachssér states:

The approach valorizes mechanism, objectivity, tegtinical aspects of therapy over
artistry, client subjectivity, and quality of theetrapeutic relationship. . . To reiterate my
main point, there is no escape from the subjeygtifitthe patient whose preferences,
values and expectations the clinician must alwagpKirmly in mind. Nor is there any
escape from the valuative dimension of therapyctvineminds us that decisions about
the way we characterize peoples’ problems, conithecapy, and assess outcomes are not
determined by scientific criteria alone. (Messed@@5-46; see also Messer & Woolfolk
1998)

In response to these larger knowledge-tension dslathe field, | examine how
practitioners negotiate standardization-in-practice
Negotiating Standardization-in-Practice: Psychotherapy as an Art and a Science
Here | examine how practitioners negotiate theiterssbetween the simultaneous push
for standardization and personalized medicine.okotlg the work of Timmermans and
Berg (2003) and the debates laid out in the catiactdited by Norcross, Beutler and
Levant (2006), | investigate the politics of stambization-in-practice. This section sheds
light on how mental health practitioners define aedotiate the standardization
movement through EBPs in their everyday clinicatkvo

The mental health professionals | interviewed edhmany of the thoughts and
concerns raised in the above discussion about BBRen speaking about the

importance of EBPs in the field and the role thiaypn their everyday clinical work,
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MHPs emoted a tone of caution and reserved acoaptédnthe same way that several
were adamant that there isn't one best modelmésk or approach to treatment, they
were also quick to point out that therapists needdom to be creative and try unscripted
or non-evidence based techniques as well as EBR#. @veryday clinical work can be
understood as an art form as well as a science.

| think [EBPs are] a wonderful thing, for most peopt's a really good starting point. It
has given me lots of ideas of what to do, whemoatovhere to start. Its just after you
start, it's more of an art form than a science. [VMeerapy or?] Yes. | believe so. We
always start out with a well thought out treatmglian, lots of evidence based treatments
and interventions and goals and all of that butevstill dealing with a human being that
can change week to week. A really good exampleuag lady, 17 years old, drugs, got
kicked out of the senior high school here and wasgjto a private Lutheran college
here, used drugs in the bathroom. I'd seen herlemffiimes. She’s very oppositional,
she likes to sneak out. | had a plan for what | g@iag to do that day. | got half way
through the session and she told me her grandmdiger It was like, oh, throw my
treatment plan away, my assignment, everythingrautvindow. Let’s talk about that. |
might have an agenda but it only works after tientltells me where they're at. That's
the way I've operated ever since.

This quote is a good representation of the manmet@ne in which EBPs were described
by mental health practitioners. Most mental hepttrctitioners | interviewed

immediately recognized the value of EBPs, but dised them as a good place to start,
not the privileged determinant of their everydawichl work.

While I'm all about evidence based interventiond goals and treatment plans, it's

really important that you allow room for intervesris that you can’t exactly measure. |
think family therapy is one of those, because #tationships, when you work at healing
relationships and work on identity issues, throtgjationships, | can see growth and
reduction of symptoms, but I'm not sure | could sw@a that. Although on my treatment
plan, you know it does ask about reduction in sym®, and we can speak to those. But |
use a lot of narrative therapy. | am rather eateetien though family therapy is my

home. I think doing therapy is really an art. Ibécomes too quote “scientific” and
measurable it takes away the room for the art.

The speaker above is a seasoned licensed menlidd pedessional who runs a group
practice in a rural area of a large Midwesternest8he acknowledges the importance of

EBPs, yet also describes how the field must coetiouallow room for some types of
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treatment that aren’t currently considered EBPsnother interview with this
professional, she commented on using software pnogithat help guide the therapists in
her practice towards EBP interventions, languagkedatumentation. When we discussed
what had changed about the mental health fieldvasode, she brought up the related
shift between EBPs and theoretical orientationssamgjested this shift was the result of
third party payer influence.

| think there is more emphasis on evidence bagedvientions which | think is a
good thing. I think there is more accountabilityierhis also a good thing. On
the negative side | think we’re moving more towaaidaethod driven versus art
driven form of doing therapy because of those thihghink keeping the art in
therapy is going to be a challenge because | tihiska very creative process
and | worry we’re losing room for that creative pess to work, because there is
more charting, keeping demands from everyone, mirgtto do more with less
time. I'm not sure there is as much appreciatiarttie family systems model as
there was back in the 80s. Our field is shiftingy know more toward a medical
model rather than family systems. A large partat is driven by third party
payers, you have to show of course, make a casaddical necessity.

Thus, this practitioner values EBPs; she uses tienself in her everyday

clinical work, and has adopted a software progranhér entire practice that
organizes all of her therapists’ work in EBP langgiand recommendations for
interventions. Yet, while fully supportive of EBPe expressed her concerns
with how they might cause the field to lose roomtfeerapy as an art form, not
to mention particular theoretical orientations amédrventions that are not
considered evidence-based. Similarly, another psid@al who also directs her
own out-patient clinical practice, shared the vteat mental health professionals
needed the freedom to continue to use non-EBR1iszEs.

Well, it depends on your definition of evidencedégpractice. . . . The things that | use,
are they effective? | would say absolutely. Do/thave some evidence behind them?
Yes. Are they considered, under government staisda? No. They're not. Do | think
things like play therapy and art therapy, solufimcused type things, things that don't
have a quantity behind them, are they effective§olliely. But are things like behavior
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modification, which can be quantified, are thosmadffective? Absolutely. Different
things, different settings, with the right peoes always effective. But you have to be
able to have the freedom to be able to use diffehamgs.

Again, MHPs | interviewed emphasized that whileytiialue the scientific
aspects of psychotherapy, there continue to setreatments that have yet to be
validated as EBPs.

What I've figured out is you have to be well read &keep up with evidence
based practice reading and conferences and listsarp to date, but at the
same time I've also learned you have to have séemibility. If there's a
treatment protocol you can't always adhere torittty like you would in
research or training. It just doesn’t work that waliere has to be some
flexibility for being responsive to the individusitting in front of you.

In the above quote, the mental health practitiet&tes the importance of EBPs
in guiding her everyday work, but stresses the i@nae of being flexible in
enacting therapeutic treatment practices. Herenatiee individual patient is as
important in determining how a practitioner procead is the EBP.

Each child is so different just like each theragi& not like you're giving a
shot or you know, the medicine, you're bringingyour own personality, the
social environment, everything that is a factostaping emotional well-being.

Thus, MHPs emphasize that not only is the indivighadient’s
subjectivities and social environment important, mtoo, is the therapist’s own
personality, theoretical orientation and treatntenohniques. EBPs are valuable,
but cannot determine treatment plans without vd&uadput from all of these
other considerations. A mental health therapist whiks in an in-patient
treatment center where there is usually very lichiteany physical touching
between staff, therapists and patients, describessometimes therapeutic
progress depends on creative interventions raltiaer just EBPs.

I think they’re good. They definitely have theiape. It's nice to go to people

and say, in research this has been shown to warkieMer I’'m not so sure that
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if it hasn’t been proven as evidence based, tisatdmpletely discountable, it's
not to say it won’t work because there’s been othieigs that maybe research
hasn’'t shown yet but | found it to work really well

As a follow up, | asked if she could give me anmgke of something that works
well but that hasn’'t been included as an EBP:

There was one young man who had mom attachmemsisea family, never
got hugged or touched in the appropriate way. \&@eest doing yoga with him,
and the yoga allowed him to self-regulate, and alkaved for some
appropriate touching. After watching how we woutdtte poses or | would do
the poses he would mimic them and we would saynlgour arm, is it ok if |
touch your arm? Your arm needs to go here.’ | wiad &f doing that on
purpose because he had never had touch, to helfategh this is what normal
touch is. After we would do yoga, he would haveagaternoons.

This description illustrates the multifaceted isstleat therapists have with EBPs.

While EBPs are almost uniformly valued, practitimi@veryday clinical work
was just as much guided by individual patientsiy tidentity and social
circumstances. Further, several mental health dgseror problems do not have
corresponding EBPs because there haven't beerestaiher because that area
of mental illness or that therapeutic intervent®ioo difficult to study and
measure using RCTs.

Defining Mental lliness and Therapeutic Interventions through EBPs

In this section, my findings demonstrate how ptamsters struggle with the
definition and measurement of EBPs, including hbgvgcientific assumptions
and methods of EBPs define mental disorders andnphbod. The development
and implementation of treatment plans was chanaetas much grayer in
everyday clinical practices than the way that desgsm and treatment are framed
within EBP protocols such as those adopted by nethagre companies. One of

the key aspects of the way EBPs redefine mentedsfi that practitioners
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struggled with was the way that individual and abgroup diversity is
unaddressed. When interviewing mental health psadesals | asked them
guestions about what difference it makes that thatients are adolescents, male
or female, Hispanic immigrants, or in the processxploring their sexuality. In
other words, | wanted to know to what extent sdfieritnowledge at the level of
the population, and life experiences at the le¥slogial status characteristics—
what Steven Epstein (2007) has labeled niche gstanardization in
biomedical paradigms, matters for defining andriregraing in adolescent mental
health care. One of the areas of the interview e/hatividual patient differences
(both social group and individual subjectivity bdlsemerged was in the
discussions | had with professionals about EBPs.

No [not a best approach]. If best is evidence basactice or empirically based
thing, | think that’s a limitation of social sciemcesearch at this point, to have
more choices out there, so while | think it's imjamit to understand the research
and what is evidence based, | don’t put 100% sitmtcksomething that hasn’t
been, and studying for my comps I think it's imgmittto, if something is more
experimental or new, | think it's important to imfio the client that it's
something new. | think it's important ethicallyuse the most current and most
appropriate for your client, considering multicuétlfactors and being in DC
you can't ignore the multicultural diversity, fovery age, gender, disability
status, race, etc, thinking about evidence basattipes, what were the groups
that were studied? Especially when it comes toes@ints. What was group
that they are generalizing from compared to graupedividuals I'm working
with? Personality assessments are pretty much umetbsamples, but being
knowledgeable when interpreting those is important.

Similar to the mental health practitioner quotedway who discussed the
limitations of social science and EBPs literatathers discussed their concerns
with trying to quantify these differences in wakattare not only nonsensical,
but offensive.

I think they’re good but they're not applicablegigeryone and that’'s something
we have to accept. Unfortunately certain grantsireghat you use only
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evidence based practices. | don’t know if that wideg referred to as the cookie
cutter therapy but that's not how this field | thican be successful. | don’t think
that every concept can be quantified. Somethingl¥v&worked with that I've
been pretty vigilant about is having an identitgledor American Indians and
I've gone to cultural competency trainings wheserécommended that the
clinician use a scale to identify how Indian a aeriperson is and | am just
appalled that | would need to put my level of Imgliass on a 1 to 10 scale.
That's not something that can be measured and'l ttaly see the benefit of
me having to do that. There are certain conceptsl o not believe should be
measured. | think we as humans sometimes hav&tdsomplex to where we
want to control everything and put everything inminers so we can putitin a
formula, then we can predict behavior and we cantrobbehavior. I'm not in
favor of quantifying everything.

Many practitioners questioned the extent to whichanly psychotherapy, but
emotional well-being, is measureable, especialiythe gold standard of RCTs.

Well, I mean that’s the hard thing about this fieldhat it isn’t a problem that you can sit
down and figure out and come up with an exact nurtdothings. Sometimes you have to
be really creative with some of them, to get therhd measurable, and that is hard. You
know the whole, “are they better or are they ndtb®” On my plans | have, under my
objectives, | can list different levels of if itscompleted goal or if it's a regression on the
goal or if it's some progress and even that helpasure in some degree. You know, if
you're regressing then it's not getting good, olngiy, but | think it is hard to measure
sometimes. You have to be really creative.

The therapist above discusses the difficulty of sneag whether a patient’s
mental health is improving. Of course the reasow 8dientific researchers find

it so difficult to standardize the definition anctasurement of mental health and
illness in the literature is because of the shaeety in its presentation, severity
and circumstances.

For some mental health practitioners, the focuirating a way to measure or
guantify mental health and iliness and therapeaartigress are things in themselves that
they struggle with'l see the need for it [EBPs] yet | have a hard ¢iputting numbers
and measurements on human life. | think we’re nooraplicated than that. | think

progress isnt always shown in those evidence basgs.” In response to my question
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about EBPs, the following LMHP questions the extenwhich we can even measure
emotional well-being in day-to-day emotional heglin

Evidence based medicine and evidence based psziitere’s a time and a place for
that, | just don’t necessarily think that that listlaere is. I'm not sure that everything has
to be evidence based because | think there’'stadbt/ou’re never going to be able to
find evidence to substantiate, but | don’t thinttmeans that it's not important,
significant or that it shouldn’t be looked at. Eyleody wants to make it into black or
white, either or, and for me so often everythingigt so gray. As far as I'm concerned, as
somebody who is going to encourage clients to demshedication or certainly other
times with my son who is going to take medicatiomant that to be evidence based. If
we’'re talking about medicine or medical intervenipchemotherapy, cardiac surgery,
then that to me seems very scientific and that sdém it lends itself to evidence based
practices. If we're talking about somebody’s emagiovellbeing, | am not sure how to
measure that, how to quantify outcomes. Certainfgu’re talking about something like
a cutter, you want a cutter to become a non-chbtieeven if they become a non-cutter, is
their emotional wellbeing really improved or hakey just decided they're going to
torture themselves in some other way rather thtimg@ Do you know what | mean?
You can say your intervention is yielding the dediresults because they’re not cutting
but emotional well-being is so hard to quantify.rivi health therapy is all about
improving one’s emotional wellbeing.

Several mental health professionals voiced concasoat how the field
increasingly defines mental health and iliness disarete, objective or
“black/white” versus continuous, subjective “graganner. Debates over how
best to define and measure mental health and sllaeson-going in
contemporary clinical and research settings.

I think evidence based gives that baseline andsgivat standard, uniform
measurable outcome. But then is it the best tiwibest for every person? What
could be the best for every person? | think theeeadot of evidence based
practices that are very effective but | don't thitik black or white. | think it’s
gray a little bit.

Another way that mental health practitioners exgedseserved acceptance of
EBPs is by questioning the extent to which it wdidksall individuals. In the
IOM (2001) definition of EBPs, scientific evidenatinical expertise and patient

values were each important factors in determiniagribsis and therapeutic
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intervention. In a manner similar to Reed (2006) ®Bresser (2006), therapists
did not think evidence should be privileged ovenichl expertise or individual
patient values and circumstances. In oppositidfiliéstrom (2006), the mental
health practitioners | interviewed did not thinknide sense to define and
measure mental health and iliness in a way thatregthe subjectivity of
patients nor the social circumstances of theirslive

| love statistics. | took extra statistics courbasyou can lie so easily with
statistics. It can be so misleading. Okay, so (Bdgnitive Behavioral
Therapy] works great for ADHD kids. We did a stuggu know, it was 80%
effective, that's fantastic. Well that means ev@®ykids out of 100 that come in
here, that’s not going to be helpful for. It's dufely good to be aware that these
things tend to be more helpful than others, butr’'dlook at the diagnosis in
isolation. For those ADHD kids that went to a sdheith really small class
sizes, or the ADHD kids that got sent home fronmostlthree days a week and
spent the rest of the time at home watching TVlayipg video games because
they got kicked out of school, you know there arenany more environmental
things. | think its good to be aware, but | dahihk its good to be like okay, so
session one— we are going to do this and this.eBgien 12, you'll be perfect.

This therapist represents a position | heard fretiye that while it's helpful to
have EBPs as a starting point or as a guidelirgetare other social
environmental factors surrounding the patient #natequally important in
therapists’ day-to-day work of creating treatmdanp and carrying out
therapeutic interventions. Mental health profesai®mlso recognized how EBPs
were connected to the politics of their field — nigj their funding or payment
sources.

I think they have made a big push towards evidéased. Politics has a lot to do with it.
You've got to be able to stay alive-- in your fi@anight be publish or parish, we need
things like parity, and there’s nothing wrong withidence based therapy except it tends
to exclude certain approaches that would be effedtut that are difficult to measure and
study. If you don't have RCTs for this particulgpaoach then someone is ready to throw
it in the trash can and I'm not.

In addition to discussing his thoughts on EBPs it this therapist who works in a
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variety of out-patient therapy settings, and way ¥@eowledgeable about the debates in
the scientific literature, sided with the othersiia assessment that EBPs are good but
several other therapeutic approaches that hauv® Yt proven to be effective, should not
be excluded from clinical practice work. In a diffat interview with another extremely
knowledgeable mental health therapist who workeal community mental health center
in an east coast metropolitan area, EBM and EBR® ag as an important shift in the
larger mental health field.

I guess the one emphasis | see is there is a tatkobout this Evidence Based Practices
and | would say that when | was in school, it waserf a strong psychodynamic piece
was pretty strong. There were faculty that had toagnbehavioral or family approaches
but there was a fairly strong psychodynamic infeeen think that’s changed a little bit.
our ongoing training there’s all this talk aboutlvikere’s these evidence based practices
and manualized treatments which are definitely nadoag the cognitive behavioral
model.

| followed up by asking her what she thinks abbig shift from a psychodynamic to
EBP and CBT focused training in mental health tregrand the larger field.

There are some positives and negatives aboutétifiihg | don't like is there is
movement away from that relationship you have withclient. There’s research that
shows that's one of the things that accounts fangh, if you look at various modalities,
they all have equal effect and it's the relatiopghiat’s the key.

In her assessment, the field of mental health dx@ely shifted away from a
psychodynamic approach where relationships andyaystems are a key focus of
therapeutic training and intervention. She was eomed about this shift because she
obviously values the importance of the therapaediationship despite model of iliness
and type of approach, but is uncertain of the eéxtewhich EBPs devalue the
relationship. Yet, she recognized that there asitipe aspects of this larger shift (as did
others) — such as accountability and concrete pleertec goals. In addition to hearing

about how a push for EBPs has contributed to a raexsg/ from a focus on
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relationships, mental health professionals alsougised how it favors short term progress
over deeper change on an emotional level.

I think its great to a certain point but you knawlike, its just cumbersome
details that can get in the way in treatment.nkhis great to have good data,
and we need that, regarding our outcomes buterg gumbersome. In order to
get second order change you have to be able tt kinds of things to get
there. When | sit down with a client | don’t neaady know what approach I'll
take that day, but depending on what he or shgéup, well | might go to
okay we’re going to do a little bit of inner chiltbrk today or I'm going to send
this home for an assignment and that may be a shifiethat | might not have
planned on but it worked or was necessary forgarsicular client. | don’t think
about getting the evidence about the outcome wigowhat works for what
we’re dealing with in the moment. In the end | sae the outcome, we
complete treatment and lives change, but thattish@osame as what you're
looking for [via EBPs].

As a follow up, | asked: “But you believe your thpy is good despite that?” She
answered, I‘know it is” | asked, “So do you have to translate or prdweugh
treatment plans and measureable goals?” She chim@édo, | don't have to, but
that’s what they want. You're not going to get mggssions if you cant show
evidence based and improvement on the outcometheQuther hand if you show
too much you’re not going to get any sessions, sheyld just be dismissed,
discharged. It's just a ganie

This practitioner, as have many seasoned profeasidmas stopped
accepting Medicaid clients not because the paylevasr, but because she
couldn’t handle the way managed care changed avethiged her daily clinical
practices. Here she discusses how she does nothaneke sure that she only
uses EBPs or documents her therapeutic interventimBBP and managed care
approved language (measureable goals and outch@es)se she doesn’t have

managed care regulating her practice. She chaizeddahe relationship between
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managed care and mental health practitioners anpdreenents of EBP protocols
as a game. This dynamic was an important themeyimtarviews. The next
section offers a glimpse into how mental healticptianers describe actually
using EBPs in their daily work.

How EBPs change daily work practices of Mental Health Practitioners

When asked for more details about how EBPs playrotiteir daily work
practices, most mental health professionals disclide way their treatment
plans have changed to accommodate managed carsuoamce company
policies. The following explanation of the workcessary to implement EBPs
also focuses on treatment plans, but it presenét might be considered an

idealistic description.

It's very important that there’s some kind of measaible outcome and it can be
fairly broad in terms of how that's defined. | tkiit's important as professionals
that we're constantly evaluating the clients. Aremoving in the right
direction? Are we working on the things you thimk anportant? | don't tend to
do measurable outcomes in practice but | think¢batd be helpful. I think the
industry lends itself to that and that's exactlyibey measure things. That's
why | like to use that [software] program that eus help guide my treatment
plans, because it's all evidence based practicth&r goals. If you're ever
going to get audited by insurance companies, ybatter have evidence based
stuff to back up what you're doing and not just sssmoke and mirrors.
Obviously there are things that you deviate frometimes because something
happens. That's part of that flexibility.

| feature this description of implementing EBPstigo reasons. First, the mental health
professional quoted above does the majority of lpslpgical testing (assessments and
evaluations of new clients) for a large non-profganization in a Midwestern state.
While her appraisal of the benefits of EBPs is \aeficulated, after | heard from several
other mental health professionals, it seemed thiahbtion of implementing EBPs was

overly idealistic. Because she mostly spends he toing assessments rather than
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actively practicing as a psychotherapist, her ibEBPs is closer to that of a
researcher’s. Further, her therapeutic orientatias behaviorally focused, which more
easily lends itself to EBPs, compared to many adtfierapeutic orientations and
treatment approaches. The employment of EBPs egjtrisinslating therapeutic work
into something measureable (both goals and outgpinekiding practitioners’
documentation and treatment plans.

Practitioners also discussed how EBPs have bsgniicant feature in the way
the mental health field has changed across thedeastle. For example, the following
professional describes how the shift to relyings®Ps in their daily treatment plans has
happened over the course of her professional career

When I first entered as an intern, treatment ptids’'t have to be objective or
measureable. You could write a couple of wordsaalldt your goal. The next person
reading it wouldn’t have a clue what you were idlieg, so they were very vague. Now
writing treatment plans, every goal has to be mesdile. We also review our treatment
plans monthly and get feedback from the kid as afirom our team to make sure
everyone is going in the same path, so thereas mdre supervision, a lot more
accountability for the treatment goals and treatrpéans. | think the idea of measureable
goals is great, because if a kid is transferred samebody else for whatever reason, that
therapist has an idea, a very specific idea of whatwere working on. Reviewing them
monthly, ideally that's great because you alwaysvkmwhere everyone stands on the
goals. Time wise, it's challenging because you hav@l out a whole document for

every kid you see every single month and that edricgbe overwhelming at times.

Here, a mental health professional describes halwamine years that she’s been
practicing, treatment plans have changed from stilsggedescriptions of what the
therapist is working on to become more concreteraedsureable. She remarks that the
idea of measureable goals is good and helpfuhfi@rdisciplinary communication and
team-work, but has also increased the amount & pirofessionals spend on paperwork
in their daily work practices. Increases in papetnand time spent on paperwork were

frequently pointed out in interviews as one of tinelesirable aspects of how their daily
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clinical practices have shifted. However, EBPs hasteonly increased the amount of
paperwork required for contemporary EBP treatméarigpand insurance companies, but
the content of the paperwork.

| hate writing treatment plans. | absolutely despiriting them because sometimes it is
difficult to make something measureable becausaithore qualitative concept. |
understand the need to make it measureable, spbeasrdoes know what you're
working towards and that it's black and white | gsieso | do understand the need for
that. | guess the way | approach it is make a nreable goal but there are so many
things, | mean you've got three goals and you canompass so many things under
those, it’s kind of like reading between the lin@bere all that qualitative stuff can kind
of slip in. No I hope they never just make it evide based. | know Medicaid right now,
| don’t have any Medicaid clients, cross my fingdnst right now you're having to call,
everybody else is having to call and advocatetfeirtclients to say they need more
sessions, they need 12 more sessions, 12 indiyitiadamily, and Medicaid is deciding
yes or no, well [name of local insurance compasyjéciding yes or no based on black
and white. It's really difficult because peopletbe other side of the phone aren’t
necessarily therapists, they aren't necessarilg&eéd in that area so for you to get
across the message of all of those qualitativeeqats¢ no, they don't want to hear it, they
want black and white.

Insurance companies require mental health profealsdo not only use EBPs, but to
document their treatment progress and write thartrent plans in particular language of
EBPs. The mental health practitioner above dissibsw she has to be creative to find
ways to work on more qualitative or subjective aspef a patient’s mental health and
for those initiatives to be encompassed on hetrtreat plans under the proper language
(objective) and goals (measurable). This kind afstation work appeared to be more
difficult for professionals whose theoretical otigiions were from more family systems
and psychodynamic backgrounds than for behavioogitive or solution focused
practitioners. However, these orientations and @gghres are not mutually exclusive. In
fact, the practitioner quoted above is a licensadiage and family therapist who
describes her approach as constructivist and salficused. Yet, many practitioners,

like her, visibly struggled to translate their thetacal orientation into the language and
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content required by EBP protocols of managed camgpanies.

There is a new realm of information technologyhia tmental health field that is
largely addressing these concerns by structuriagény essence of treatment plans in
EBP and insurance company preferred tefi@s. | think that's been a huge enhancement
in the field, especially since I've started. Wed#vwat software called Therascribe, and it
helps us with evidence based interventions. Thaseesome resistance when we
purchased it a year ago, but now; people wereWwkat did we do before we had it?”

It has become popular if not almost critical, fgychotherapy practices to adopt
some type of computer software program to helpstede their diagnoses and treatment
goals into EBP language. Programs such as ShrinkRi@gPractice, Psychreport,
Therascribe and others help contemporary mentdthhei@actices and professionals
convert their everyday clinical work into the laage and content of EBP treatment
plans that are managed care approved. Althougle g@svare programs greatly reduce
threats of audits or other common headaches oindeaith insurance companies for
mental health professionals, they don't complegelyrid of the translation work required
by professionals.

It might start with a struggle to make somethingmfitative, to make it black and white,
so that’s the initial struggle. Then to convey timeissage to the powers that be that
decide how many sessions you get if you get arghtRiow more than anything though |
think | would definitely emphasize managed carariglering a lot of services, there is a
lot of frustration, a lot more documentation thaeg into a lot of behind the scenes work,
we’'re already filled with client caseload so we ddwave time for all of the

administrative side of it but it's in addition 0 that's one of the biggest frustrations.

Similar to the description in the previous sectidnout the difficulties of EBPs reframing
therapeutic progress in terms of objective, meddem@utcomes, the mental health

professional quoted above discusses the signiftcanslation work EBPs require. Before
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practitioners can even write a treatment plan &k guided or not), they must first
figure out how to translate the work they want éotd improve their client’s emotional
well-being into quantitative terms. Sometimes tia@slation work goes beyond just the
guantification of the client’s issues and treatnggdls.

We have a certified play therapist and anothertbags an art therapist and they
[insurance companies] don't like those to show mpnterventions anymore so we’ll still
do them because it's been found to be helpful hatever study they were looking at
says it wasn’t so we don't use that. We can'ttheeword maintain anymore in our
plans, so we have to find other ways to say it,itsngoing to say the exact same thing so
we just kind of always have to figure out, you kneeammunicate with each other, well |
just got denied because | said | did play ther§py.now don'’t say that and you can do it
because it's going to be helpful but don’t say tiratmore. So | think, we kind of have to
code what we’re doing in a way, you know, if wetjwsite helping kids, every single
time, that's what we do, we just help kids, eng@fitence but no, they want to see “as
measured by” and you know | start my progress nodésre they even come in, reported
functioning regarding, and then I fill in the goal has been impaired’ or ‘as
measured by’ . . . or ‘as evidenced by’ . . . aad know we kind of have to have those
specific words in there that they are looking féfe’ve always said those kinds of
information but now they want specific words soe st all roll our eyes and go to
meetings.

Here, a mental health professional discusses havetsimes it's not only the translation

of what a professional perceives to be a qualgaiontinuous or gray concept into
something quantitative, discrete or black/whitg, that their treatment plans and actual
work begin to take on front stage (treatment pthesnsurance companies see) and back
stage (the actual techniques used and the wayitppaets are viewing the problem)
characteristics. Given that diagnoses and treatplans, and increasingly, EBPs are all
connected and controlled by insurance companiesasingly every aspect of
therapeutic treatment, including diagnosis, mudtdmslated or recoded in a formulaic
manner to secure approval from the insurance commpan

Yeah, | mean, that’s what the push is, you seeatlifaucets, it has become
insurance driven. | don’t agree with that at althink there is value in, if a
therapist is trying different techniques or doiriffiedent techniques, they need to
figure out their own that works, you know it's ghat it has to come down to
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well, if I give you an adjustment disorder, you vitpyou know, they’ll only
cover services for so long, but if you have sonmgtlmore like anxiety, or
depression, then that's a more severe one andusmthe CBT to treat.

Due to this translation work now required by insum& companies, many mental health
practitioners such as the one quoted below, leasemunity or public health settings and
start their own practices or stop accepting puiolims of payment from their patients.

Largely | don't [use EBPs] because | don’t havelimgther over me in the form of
managed care, and frankly if managed care hadiveeh all about profit as a disguise
for mental health intervention, | would have beappy to do evidenced based practice.
I’'m a PhD psychologist, | would love to measurergfein terms of what we're doing in
here. It really should be happening, but not byitiserance companies. | would give up
the wealthy elite private practice world if | coudd back to the real nitty gritty world of
treating adolescents in a program with intelligeental health professionals who can
look at outcome and actually make an impact withdanumbers of teens. | don’t know
many people in my world who have professional Pivbe wouldn’t want the same
thing. What we were trained for we can't do anymore

Like many other mental health professionals | spekb, it isn’t EBPs in and of
themselves that professionals dislike, but the thayinsurance companies use them to
constrain or approve of services. EBP protocoletshifted not only the language of
psychotherapeutic practice, but in some casesdhl content. EBPs have been used
by managed care in a way that privileges some #tieat orientations and treatments
over others to the extent that many mental heatifepsionals really cannot perform
therapy the way they were trained (i.e. with a ®on deeper second order level of
change in the person). Instead, managed care coesgarefer what is labeled in the
field as band-aid treatments that focus on suri@eal symptoms rather than
understanding deeper relational or system levedlpros.
CONCLUSION

The mental health professions encompass a divets# disciplinary

professions, theoretical orientations and appraathé&eatment. While the dominant
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paradigm is biomedical or biological psychiatrye tinental health professionals who
practice psychotherapy largely ascribe to moreshioltheoretical orientations and
approaches to intervening in the mental, emotiandlbehavioral disturbances of youth.
For MHPs, the biomedical model leaves out muchalakiand necessary information.
While biomedicine contributes significantly to saiéic understanding of

epidemiological and course of iliness of variousodilers, mental disorders are defined in
much broader terms in everyday community psychagher~or most practitioners, it was
important to adhere to the specific needs and ptieggeproblems of each child and
adolescent.

The mental health practitioners | interviewed ovesimningly adopted
theoretical orientations that took a broader parspe of what causes mental health and
illness — i.e., they considered multiple aspectsaasal in the creation and alleviation of
mental disorders. Biomedicine, meaning the biolalgand genetic aspects of mental
illness as well as the potential for chemical inabpaks, is viewed as one aspect and thus
potential cause of a disturbance, as well as otenpal avenue for solution.
Contemporary mental health practitioners neitheboraced nor dismissed
pharmaceuticals or behavioral interventions bugrofaw them as one aspect of a larger
therapeutic treatment plan. In other words, wimlpopular culture, the social world
mental health practitioners with the most powey¢pgatry) and the larger medical
establishment, biomedicalization processes are aahgr dominate, it is far less
influential than these cultural markers would swgjg€he significant cultural turn toward
biomedical explanations and treatments is notzedlin psychotherapeutic practice.

Instead, it is actively resisted, negotiated antt bpon through eclectic theoretical
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orientations and a valuing of social context, refaghips and the complexity of
personhood.

The psychotherapists | interviewed recognized tiygortance of the
interdisciplinarity of the field and the need tornkdowards greater collaboration. It is a
sign of interdisciplinary professional maturatitwat each of the different disciplines both
understand and value interdisciplinary contribusitimat are moving the field toward
increased team-work and collaboration. With thedaevelopment of information
technologies, not only will documentation, diagiscand treatment planning be
performed electronically, but each of the variogses of health specialists and their
information will be more easily linked, with moremortunities for collaboration.

There has been considerable discussion about tbextent EBM and EBPs
deprofessionalize the health care field via attenmptredefine or heavily shape the
content and decisions of health providers. Timmesrand Berg (2003) argue that it
makes more sense to figure out how EBPs can beemmgited in ways that enhance
health professionals’ forms of expertise, and betb@nect different types of
professionals together for collaborative opporiesitWhile | agree with Timmermans
and Berg’s (2003) analysis and recommendatiorisplthaink that within the mental
health field, some professionals’ theoretical dia¢ions and therapeutic approaches to
treatment are valued more than others and sontesoftdirectly correlated to the
hierarchy of evidence discussed by Norcross 2G06). Mental health professionals are
just that — professionals who have gone througsyefaschooling and certification
exams and their clinical expertise as well as thgextivity and social circumstances of

their patients should be valued as much as theeere&produced from RCTs.

160



It is important to MHPs that psychotherapy contetebe valued as an art form
as well as a science. MHPs valued scientific exddeand proven techniques, but not to
the extent that they value the diagnosis or digamttwe than individual patient
subjectivity, background experiences, current \@lgencerns and social circumstances
of their patients seeking treatment. This debatelevbe easier to address if it occurred in
a context where profit motives and the power ofitisgirance companies was less
embedded in the way that EBPs and the DSM haveihsgtuted. Mental health
professionals’ clinical expertise has been calted question and deprofessionalized to
the extent that they are significantly less ablentaike decisions about the proper
theoretical orientation, diagnoses and treatmeafinigues in their clinical work with

patients.
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Chapter 4: Adolescent Mental Disorder Diagnosis:
Taming and Unleashing of the DSM-as-technology in practice

This chapter examines the social processes of d&gwith a focus on the ways the
Diagnostic and Statistical Manual (DSM) is itseleahnology that through the creation
of diagnostic categories shapes the everyday alimork of diagnosis and therapeutic
intervention. Two questions guide the analysisHa&)v do mental health practitioners
negotiate social processes of diagnosis? Andr(2yhat ways does the DSM, as a
technology, shape the everyday diagnostic andneratwork of mental health
practitioners? Addressing these questions begitistive assertion that diagnosis is a
sociotechnical process and what is referred talakeacent mental health care is shaped
by and through this process. In what follows, liegwtwo theoretical areas:

THE SOCIOLOGY OF DIAGNOSIS

Diagnostic processes reveal the ways medical utistits define and frame the meanings
of mental health and illness; that iglidgnosis captures what the medical institution
currently believes to be ‘the way things &dréJutel 2009:14). Diagnosis is a work
practice that hierarchically orders and organizegyswvof being (see Bowker and Star
1999). Sociologists have argued that the work pracf assigning a diagnosis have been
made invisible through processes of routinizati®autinization obscures areas of
disagreement over terms and meanings. Medical lsgesd Eliot Freidson (1970), for
example, examined the role diagnosis played ifesimg medical authority and has led
others to more recently analyze the ways diagngsticesses reproduce power relations

more generally and include the authority of inseeand pharmaceutical companies.
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The social aspects of diagnosis have received at gieal of attention in
sociology. In 1990, Phil Brown called for the sdogy of diagnosis to become a
recognized subfield of sociology due to the potntisight the subject matter can bring
to bear on how we define and understand healthlialeds as well as the social processes
that shape diagnostic knowledges and practicesM(Bd®90; Jutel 2009). Most recently,
the work of Annemarie Jutel (2011; 2009) and sdvetiaer sociologists (see Blaxter
2009; Gross 2009; Nettleton 2006; Sulik 2009; VajckD2005; Whooley 2010) have
revived Brown’s call through their work. Seminal bbigations, symposiums, class
syllabi, special journal editions and edited boakuwmes focused on the sociology of
diagnosis continue to assemble. Blaxter (1978)né@sfdiagnosis as both a prescribed set
of categories that indicate pathological conditiand the process of judgment whereby a
label is applied. Following Blaxter (1978) and Bawkand Star (1999), Jutel (2009)
argues that the arena of diagnosis — that is, dgigras both category and process is the
thing that organizes the clinical practices of mew but also is a site of contest.
Diagnoses and diagnostic processes are contestaddseof how different disciplinary,
scientific and social understandings, explanatigakjes, beliefs and goals intersect.

THE DSM AS A BIOMEDICAL TECHNOLOGY

This analysis starts with a conceptualization ef@ISM as an innovative
biomedical technology. Revolutionary techno-orgatianal innovations of one era have
been found to transform into the invisible infrastures of the next (Clarke 1988, 1991;
Clarke et al. 2010). This is to say that while ight appear obvious that the DSM is a
technology supported by disciplinary science, diee, the ways in which the

heterogeneity and historicity of the social are edded inside scientific, technological
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and medical assemblages such as the DSM and diagaften become indiscernible
(see biomedicalization processes, Clarke et al Ras, | examine the ways in which
the DSM is socially scripted and interpretivelyxilde, and how meanings of the DSM
emerge from practice (for other STS studies thad this approach, see Mamo 2007,
Oudshoorn 1996; Petryna 2002).

Within the mental health field, the profession syghiatry is the dominant
professional group with authority to codify diagtiogriteria and to transform a
distressed person, into a biomedical identity, dlgiothe application of its diagnostic
categories. The legally and socially institutionedl DSM, created by the American
Psychiatric Association, is a technological actaon-human actor) that shapes
processes of diagnosis. The DSM was initially depetl by the American Psychiatric
Association as a communication tool for practitiaaevith the goal of standardizing the
language used to speak about what were, in the 2@ticentury, considered issues of
mental hygiene. As discussed in Chapter One, thégation of the DSM Il in 1980 was
revolutionary in its forging of U.S. biopsychiatag a mass, global approach to mental
distress.

Sociologist Jackie Orr adeptly argues that the DBRBblidified power-
knowledge entanglements betwépnrychiatry, psychotherapy, medicine, the
pharmaceutical industry, the legal system, therasce industry, social and self identity
and popular discourse(Orr 2010:354; see also Kirk and Kutchins 1992ywked 995;
Wilson 1993). The DSM has been firmly groundechia tnedical model and biological
psychiatry since the DSM Il (the first two versgowere more psychoanalytical and

psychosocial), and Psychiatry has been legitimaseal medical discipline through these
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ongoing scientific efforts at operationalizatiordastandardization of mental disorder
diagnoses. The DSM Il accomplished the routin@af diagnosis itself as an
automated practitioner performance of systematicallecting certain information to
determine if standardized sets of criteria were, inetuding suggestions for treatment
for each discrete mental disorder. In part, thiel feé psychiatry accomplished this by
creating an informatics of diagnosis (Orr 2010)aatassification system with its own
language of codable symptoms and computerizalikriexi

Recognizing the tensions that have emerged aete of practice due to
psychiatry’s strategy to achieve scientificity thghhn DSM standardization, and the
organizational constraints external actors sudhsgance companies have imposed on
clinical practice, Owen Whooley (2010) interviewgsl/chiatrists in New York to find
out how they negotiate the DSM’s institutionalipatiand standardization. He argues that
psychiatrists develop strategies or work-aroundsfe with the ambivalence they feel
regarding DSM diagnosis and the loss of professianthority that results from
institutionalization of the DSM by outside ageniisls as insurance companies.

Following Whooley, | interviewed mental health prs$§ionals about the social
processes of diagnosis and how they negotiate M Bnd insurance company policies
in their everyday clinical practices. While Whool@p10) focused on psychiatrists who
themselves have been heavily trained in the DSkgribsis and the biomedical model, |
interviewed other mental health professionals whmseary theoretical orientations tend
to be much less biomedical and diagnostic and foeesed on biopsychosocial or

psychotherapeutic healing.
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In what follows, | take the feminist concern witludying the experiences and
voices of not only women, but groups in societyated in subjugated positions of power
seriously and examine the mental health profesdrons the view of those with the least
power hierarchically. The psychologists, social keos, marriage and family therapists,
counselors, nurses and paraprofessionals, wholyewdak activities are significantly
shaped by biological psychiatry and the DSM, bubséhuse of the DSM emerges from
their own material-semiotic meanings and locati@ne,the focus of this chapter.
FINDINGS: DSM AS A SOCIOTECHNOLOGY

| asked mental health professionals an extensivefspiestions about their
diagnostic practices and the role the DSM as testiantific actant plays in those
practices. In my interviews, professionals oftdkead about diagnosis and the DSM as
though they were the same thing. | would ask ad@gnostic practices and hear answers
about the DSM and insurance companies. Thus, ckiyubecame apparent that the DSM
as a biomedical technology functions as what irSh& literature is known as an
obligatory passage point—all initial patient-préomer diagnostic encounters must pass
through the DSM in order to accomplish diagnoss (flsage of obligatory passage point,
see Callon 1986).

| show how mental health therapists challenge ek $& undermine the cultural
authority of the DSM and downplay the significaitdeas for their everyday clinical
work thereby negotiating power relations among ipldtinstitutions, actors, and
technologies. | employ the sociology of diagnosi@dramework for analyzing
interviews with mental health professionals abbeirteveryday diagnostic work. Mental

disorder classifications, enacted through diagongstctices, hold together or reproduce
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sets of social arrangements in the mental headthaarAs an analytic framework, the
sociology of diagnosis facilitates the identificatiof the multiple interests and issues
shaping and shaped by the DSM and everything titatsthe diagnostic process. This
allows analysis of the complex interactions of gbeio-technical negotiations within the
work of mental health diagnostic and treatment fzes.
A Necessary Tool for Accomplishing Diagnosis

While the majority of MHPS’ narratives depict th&M as a simple tool that was
necessary but insignificant for their everydayiclhwork, some practitioners also
discussed how the DSM technology enhances diagndatity, interdisciplinary
communication, collaboration with other professisnand patient education. Before
turning to how the significance of the DSM was pédly undermined by practitioners
in my interviews, first | focus here on the ways tDSM enhanced everyday clinical
practices.

| value the DSM. | do. | value having some forntlihking about symptoms and
behaviors. | don't think it's a pure thing, bubélps me for example think about the
difference in anxiety versus ADHD which are oftemfused. It helps me think about
insecure attachment instead of ODD. Psychologistyery well trained in the DSM and
I think if the DSM is used very skillfully it's aemlly great discriminatory tool. It helps us
make discrepancies and pay attention to comorbiligtso helps educate families and
adults and even teens and it helps take the stagvas frankly. When people understand
that there is a disorder, they are very relieved.by

This clinical psychologist describes the DSM asughle in that it helps her think about
symptoms and behaviors, distinguish one disoraen fanother and address issues of
comorbidity. Further, she characterizes the DSM dsscriminatory tool that can be used
to educate families and the larger public abouttalelness.“It's helpful in that it gives

me a billing code, so the billing people are offlmagk. It can be helpful when I'm not

167



sure. When I'm just not sure what's going on i &&nd of open my eyes to ‘these are the
possibilities’ and at least give me a starter paitwhat | might be dealing with, so it can
be helpful in that aspectSimilarly, this MHP’s description depicts the DSl @ useful
tool that she can draw on for ideas of what mighth® problem or the disorder of a
particular patient, and thus gives her a goodiatafoint for her treatment plan. While
the extent to which the diagnostic process and®kl actually shaped treatment
practices was a contentious issue, multiple prangts noted how they draw on the
information the DSM and initial diagnosis provideswriting their treatment plans. Also,
the DSM is a helpful tool in that it gives pradiiters billing codes so they can get paid
for their work. This was frequently cited as thanary way the DSM helps practitioners
accomplish the bureaucratic aspects of their work.

Every time | try to come up with a diagnostic imgs®n | use it, every time. It refocuses
me. Is it perfect? Of course not. You always havese your clinical judgment. | keep
using it and | never feel like | know it very wellf's not a perfect source. It can’t answer
all questions because a person is very dimensyanaénd it is looking pretty
specifically at behavior. You know does he do ttiiss, this, and this, and if he does four
out of these six then it’s this. That's not a petfeandard because what if he does 3 of
those and then you can'’t technically use it, thegelot of clinical judgment mixed in.

Here the mental health professional offers a nagatf the DSM as a necessary and
useful tool in the accomplishment of diagnosis dadumentation of progress in
therapeutic treatment. Yet this professional alsesthe ways in which the DSM is less
than a perfect source or standard because humiagstarie multidimensional and do not
always align with the discrete symptom criteriadoe disorder category. This
professional uses the DSM technology as a tooélp perform her work but notes that
her clinical judgment is crucial in negotiating th&M in diagnostic and documentation

procedures.
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In addition to being described as a tool that enbamliagnostic clarity and helps
professionals get paid, some practitioners noted8M as helpful for interdisciplinary
communication and collaboration.

| would say [the DSM is] helpful when | work withé schools because it gives us a
common tool to look at, to explain some of the éssar limitations the client might be up
against. [People at the] schools [feel the] negoktaeive it as a bad behavior that the
child has control over, but if | can show themhe DSM, no, this is an actual diagnosis
and we’re up against this, | think that's a differgiew for some of the [professionals at
the] schools, and even for parents as well.

Just as the DSM legitimated biological psychiatng ¢he field of psychiatry as scientific
medicine, MHPs can draw on its cultural authorityhelp school professionals and
parents understand the complexity of mental, ematiand behavioral problems of
youth.“l do hundreds of mental health assessments a Jéwt's how | always open a
case up. Trying to be accurate with the diagnastiminology today. | want the other
interdisciplinary colleagues; | want to be ablettonk like them and use language that
they can understand so we agree about this perspmus, while this MHP adamantly
spoke out about the limitations of biological psgtty, in his assessment work he draws
on the cultural authority and terminology of theMd® help him with interdisciplinary
collaboration so all of the professionals in a teéfe agree on the goals and treatment

plan.

| use it as a teaching tool too, because | can apgnto, like with a parent, a concerned
mom let’s say, comes in and she doesn’'t know wieakid's dealing with, whether or not
medication might help and I'll pull that out andoghher the list of things, the criteria for
diagnosing let's say obsessive compulsive disotlletread them to her, she can picture
her kid in that situation, you know. Does Johnnyehthis, this, this and this? I'll use it
for that, and then I'll use it with the kids withpPositional defiant, I'll pull it out and say
this is what | diagnosed you with and say doesgbisd like you?
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Similarly, the professional above draws on the D@&bhnology and its cultural authority
as a tool to communicate with parents and pati@ntsit the symptoms they are
witnessing and experiencing to reach consensug éftmmost appropriate diagnosia.
diagnosis can be helpful because if you're workaiidp other professionals or if a case is
transferred they know what you saw to be the id8ueagain, that could be resolved,
just presenting the initial problems, and then jiahsferring that on.” This practitioner
(who works in both clinical out-patient and scheettings each week), points out how
the DSM helps with inter-professional communicatao collaboration. However, she
simultaneously questions the necessity of the D$Mtating that inter-professional
communication and collaboration could also be agid@ed by using presenting
symptoms as a guideline for communication. Her fngnand terminology of presenting
problems (rather than standardized symptom critaréhdisorder categories of the
DSM), demonstrates there is much more at stakedialsprocesses of diagnosis,
including how mental health and illness is defiaed measured, and even how we
intervene.

This narrative was a popular one; that the DSMrietdygy is a tool that can be
helpful and even necessary for diagnosis and gijllout that it's not really that important,
i.e. it doesn't really shape treatment plans, theusic approach or everyday clinical
work. As | will demonstrate, practitioners were cuto dismiss the significance of the
DSM, yet they simultaneously (sometimes reluctgmgognized its role in the
accomplishment of their work, especially the cudtw@authority it holds in the mental

health field and society.
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Underdetermined Significance of DSM

While some of the mental health professionals reizaegl the ways in which the DSM is
helpful in the accomplishment of their work (aswhabove), it was much more
common for my interviewees to be dismissive wheéedsbout the importance or value
of the DSM, and the role it plays in their everyddipical work.“. . . the DSM I really
only get out if | have to do billing paperwork. ®@ththan that, it's really not that big of a
deal to me.”Practitioners depicted the DSM as just a tool,ething that doesn’t impact
their treatment, as a means to an end, as thedfiltthe psychiatric profession but not
their own discipline, as mostly irrelevant when Wog with teens, and as simply helpful
for billing.

| pretty much divide that, | treat that as a paperk thing. The label, the diagnosis that
the insurance companies want to know to pay, dtstimy business paperwork aspect
more than really how | go about treating and wagkivith the adolescents. | use it [the
DSM] probably in every client, to diagnose themgiee that label that they need. It does
give me clarity on what I'm working with, but | diitet that influence or change the way
| work with them.

Thus practitioners often talked about the DSM asvple tool they use so they can get
paid, have the proper paperwork, and even gairtckvout the disorder of their client,
but they simultaneously discounted its significamcghaping their therapeutic treatment
plans and practices. In addition to minimizing iim@ortance of the DSM in treatment
practices, several practitioners also discussaghdiis itself as though it were an
unimportant aspect of their everyday work with agokents.

We need it in order to do diagnosis, but in oudfiespecially our work with adolescents,
we are constantly updating their diagnosis. Somauokids have had, no joke, seven
different diagnoses, and none of them really fitne try to find the best fit but that goes
back to why we don't, | don’t work with the diagmad work with the child. One kid
right now is pretty clearly borderline personatiigorder. However, he’s 15, so we don't’
have that as a diagnosis. | do keep that in thke bfamy head when doing treatment,
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because then | have to use certain techniques, ifike needs emotional regulation, he
needs a lot of different kinds of work than a kidheut borderline would have. One kid

has had some pre-schizophrenic stuff going onfihitiely considered that when working
with him but it didn’t drive my treatment.

Again, in their initial response to the role theND&chnology plays in their everyday
work, practitioners most frequently discussed idagcessary tool for diagnosis, but as
insignificant for the way they conceptualize theladcent and his or her illness and their
development of a treatment plan. Yet, you alsarsél@s quote that while she
emphasizes that she works with children, not diagapshe also discusses how the type
of disorder, as it is categorized in the DSM, asideration (at least in the back of her
mind) when carrying out therapeutic work. Thus ewéen MHPs point out the clear
influence disorder categories, and thus the DSMe lue their treatment plans, they
discuss the DSM in ways that attempt to underntmauthority over their own clinical
judgment and expertise.

| offer two more exemplars below of how practitiondiscussed the DSM and
diagnosis as insignificant in shaping their eveytiherapeutic work.

I’'m not sure it really shapes my approach. It'®source to help me confirm a diagnosis.
The majority of cases | see have already been dsegh so | can go back and see if that
is exactly what I'm seeing . . . With most practiters, you can’'t change a diagnosis but
you can change your treatment approach becaushsifpgoses [or the symptoms and life
problems] do tend to change.

When asked specific questions about how the DSMdaaghosis shape their treatment
practices, practitioners frequently dismissed tegjnificance:I'm trying to think of

how it would be, because I'm aware now, as if | wasient | would be aware | would
probably want to insert a should here[tlie DSM] probably should be more relevant in

my daily work than it is but it’s really not. | me&dont really use it. | don't look to it for
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any sort of intervention because it doesn' realfifigr intervention.”"Minimizing the
significance of the role the DSM technology playsihaping psychotherapy practice
emerged as a primary way that mental health priofiesls negotiate the bureaucratic and
biomedical ordering of out-patient clinical praetisettings.

The concept of negotiated order refers to the aapaof different actors to
protect their own interests and to achieve thealgwhile acknowledging and acceding
to others’ interests (Strauss 1978). Traditionddlg concept has been used in
interactionist sociology of health and illness s#sdo examine how meanings are created
and sustained through human interactions in orgéinizal settings such as hospitals.
Interestingly, in my study, mental health prachies create and sustain therapeutic
meaning not only in interaction with their patigragher providers and insurance
companies, but also in interaction with the DSMaawcially scripted, technoscientific
actant. Mental health practitioners have conflgtimterests and commitments in their
negotiations of diagnostic practices in generalthiedcultural and technoscientific
authority of the DSM in particular. While most ptiioners must operate under
diagnostic standardization, there is interpretlegibility within and across sites of
practice.

In his examination of the standardization of theMD8Vhooley (2010) utilized
Clarke and Casper’s (1996) concept of workarouadshow the strategies psychiatrists
employ that enable them to comply with the formaé¢s of insurance companies while
maintaining their own professional discretion antbaomy. He analyzes three
workarounds that were prevalent among the psyaststne interviewed in the state of

New York: (1) the employment of alternative typdksjtaxonomies, (2) fudging the
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numbers or codes on official documentation, andhéfjotiating diagnoses with patients.
Each of these workarounds was used by the menaéthharactitioners | interviewed.
Rather than illustrating that the mental healtlcptianers use these workarounds, |
demonstrate how these and other workarounds suChilaising are necessary for mental
health practitioners’ negotiations of biomedicatl &mureaucratic standardization
processes that are embedded in diagnosis.

Whooley (2010) found that psychiatrists employraléive taxonomies because
the diagnostic (theoretical) frameworks they applgractice diverge from the
standardized assessment of symptoms as laid ¢ iIDSM. Thus, in using this
workaround, mental health practitioners diagnosewting to their own understanding
of mental illness and then translate that into Di8hs after the fact (Whooley 2010).
This strategy demonstrates that even psychiathstaselves, who are heavily trained in
biological psychiatry and use of the DSM, critighe biomedical model, de-emphasize
the assessment of symptoms, and privilege profesisthscretion in their everyday work
with patients. Whooley (2010) argues that for psaicists this workaround isn’t
unethical because the DSM’s categories don't refidat they are seeing in their
patients, and thus it doesn't fully guide theiatraent plans.

The strategy of workarounds was also commonly byetie majority of mental
health practitioners | interviewed. Employing aftative taxonomies serves as more than
just a workaround that allows MHPs to keep facther own professional authority and
discretion while following bureaucratic policieshd alternative taxonomy workaround
enables psychologists, counselors and social wetkerontinue to view mental iliness

from their own eclectic, holistic, psychodynamiceotations.
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In the second workaround, fudging the numbers,tpi@eers disguise actual
practices while superficially complying with bureaatic and biomedical
standardization. The reason practitioners mighgyéutthe numbers or the diagnostic codes
is that they learn certain insurance companies havstory of denying particular
diagnoses and thus might have to work around tinegigh over-diagnosis. On the other
hand, | found practitioners to be painfully awaf@nd concerned about stigma
associated with diagnostic labels. When they cablkely punted low, or utilized a strategy
of under-diagnosis. The strategy of making diageaasgue or giving what are
sometimes called garbage can or waste-basket diagnbargue, is also a form of
resisting the biomedicalization and bureaucratratf the DSM. Insurance companies
have standardized diagnostic policies that demasatahillness reimbursement hinges
on proving medical necessity rather than sociatipslpgical suffering. However, the
majority of MHPs | interviewed didn’t define mentaalth and illness from a biomedical
or diagnostic theoretical framework.

With the third workaround, negotiating diagnosethwpiatients, mental health
practitioners undermine the biomedical model ensthed in the DSM and, instead,
privilege patient subjectivity and experienceslloiiss over objective clusters of
symptoms and DSM guidelines. | found that praatgics frequently draw upon the
cultural authority of the DSM in working with adslgent patients, their parents and other
care providers, but simultaneously undermine gaiicance in shaping their actual

theoretical orientations or therapeutic treatmeacttices.
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NEGOTIATING STANDARDIZATION

This data section focuses on the different waysglectitioners negotiate the orders of
biomedical and bureaucratic standardization inrbagjc practices. While the term
standardization implies uniform diagnostic procesfiee ways that insurance companies
and individual care organizations structure oriinfaliagnostic practices through
paperwork requirements and other policies are asdras the kinds of mental health
professionals who carry out this work, and theyaafgatients they setOf course
because of insurance you have to come up with gtagaosis. Typically you have to
make it vague. Medicaid doesn't cover anythingtezlao developmental disability or
autism—>basic developmental disorders— so evekid has that, you cant diagnose
him with that because it won't be covered.”

Bureaucratic standardization took on a differerarahbter or negotiated order
across different types of care settings. Thuspthetitioner above discusses how in his
out-patient practice setting, the insurance comphat/organizes Medicaid for this large
Midwestern state has repeatedly denied authorizafiar treating childhood or
adolescent patients whose primary diagnosis isvaldemental disorder. The counselor
above negotiates the insurance bureaucratizati@xperiences in his work Bynaking
it vague.” Whooley (2010:461) found psychiatrists make thegdosis vague in order
to disguise their actual practices of diagnosistarlotect their patients from harsher
diagnostic stigma while superficially complying Wibrganizational or bureaucratic
requirements.

As | conducted interviews across a Midwestern statka large metropolitan area

on the East coast and across different types efsettings, | struggled to find patterns in
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practitioners’ negotiations of types of disordeagtioses they knew to avoid. While some
disorder categories repeatedly came up as proherttaise that were often denied
seemed to shift without any rational reason. Wialtical shrinking of the DSM (using
way fewer diagnostic categories than those fulpreésented in the book) occurred as a
workaround strategy of mental health providergénviewed, it seemed to take on a bit
more of a forced character when employed by mér&alth practitioners who are not
psychiatrists. Whooley (2010) describes how psyakta often drastically reduce the
number of categories they use to a few codes aawhi@es all of the motivations for
doing so. While some of these motivations suchsasgudifferent theoretical orientation
or logic of diagnosis in which broad classes ofgrds are created — those with more
serious disorders and others to be shielded frenD®M, were heavily used, mental
health practitioners | interviewed talked just ascimabout the ways in which health
insurance company histories of denial created laaole knowledge about which codes
to/not to use. Therefore, the shrinking of the DBisly exist as a workaround for mental
health practitioners to abide by policies while ig@g under their own interpretations of
mental illness and best treatment approachest blsa serves as a workaround for the
insurance companies to restrict payment or typesua to types of patients and
disorders.

Well it's the bible for insurance companies. Agajiau have to give a diagnosis to be
reimbursed; they will only reimburse certain diage®. Like United Behavioral Health,
which is one of the most annoying ones, they haigehuge long list of codes they won't
reimburse, like they won't reimburse, ADHD, ODD,dact disorder, behavior disorder,
they'll reimburse this sort of nebulous term, whikklisorder of infancy, childhood or
adolescence. 313.9.

All mental health practitioners that work in an anigational setting that accepts public
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forms of insurance have to make these negotiatlaresach care setting, practitioners
talk about their experiences of case authorizatmusdenials. These on-going
negotiations create a collective knowledge thapshduture negotiations. | label this
process “Cribbing,” because it signifies the cdilexknowledge-building and translation
work required for MHPs to learn the correct ansvegrsodes that will allow them to
receive authorization so they may provide therapyeir clients. Further, the term
cribbing represents the way in which MHPs’ profesal expertise is treated as infantile
compared to the reimbursement policies of insukéosvever, the success of cribbing
varied. Sometimes, even in the settings where ificastrs learned from each other’s
experiences, the rationale for insurance compathoaaation or denial remained a
mystery.

I have no clue what they’re thinking. All that Iduv is that they denied my request for
authorization and said that they will review it base; well . . . that particular diagnosis
is not covered according to them. It's coveredditrers [insurers] so | don’t understand.
And then they will review it. They don't give youtiane frame, so | don’t know what's
going on with it.

This practitioner discussed how she had recentilyahaequest for authorization (for new
services) denied and was frustrated by the numdrouss she had spent making phone
calls and filling out paperwork that requestedaaw of their denial. Although insurance
companies often have standardized policies thategthieir authorization decisions, there
are multiple insurance providers and differentwdlial agents who make these
determinations. What are designed to be ratiotehdardized decision rules about
mental health care are experienced by providensa®nal, at best, and incongruent
with how they conceptualize and intervene in meititedss, at worst. This is why

cribbing negotiations are practically mandatoryd develop out of on-going interactions
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with insurance companies over therapeutic servitieasizations and denials. Cribbing
processes are on-going in diagnostic work of thetaldealth professionals and help not
only with bureaucratic standardization as demotedrabove, but with the biomedical
standardization of mental health and iliness.

In order to see me they have to have a diagnokerd a DSM. | use it for every client.
We all do. For all the managed care purposes, goa to. You can’t see a client if you
can't prove they have an illness of some kind. Sones it's a matter of looking into
grey areas to come up with a diagnosis. Like, bldhis client has issues and concerns
they need to work on but putting your finger orpadfic diagnosis can be difficult, but
you're forced to. Sometimes | really hate givindiant a label, for the purposes of
getting refunded for the service, because it migititoe completely descriptive of that
individual, but you have to.

This mental health professional described diagresisthe DSM as a routine part of her
everyday clinical practice, i.e. a bureaucratiauregment. She doesn’t describe the DSM
or diagnosis as a meaningful aspect of her thetapeork but frames it as necessary
tool for getting reimbursed for services. Not odbes she question the significance the
DSM and diagnosis hold for her therapeutic work,dhe also rejects the idea that a
diagnostic (biomedical) label is capable of desoglan individual patient. In other
words, she subverts the value of the diagnostiel lap positioning personhood as the
more meaningful aspect of her everyday clinicalkweith patients. This subversion acts
as resistance to the biomedical model by reasgeatiralternative taxonomy.

Rejecting the DSM and its role in diagnostic preesson the grounds that the
categories didn’'t seem to fit or fully describeiindual patients was a common response
to the biomedicalization and bureaucratization ehtal illness. The invisible translation
work of cribbing, i.e. translating professionalilcgyand valued knowledge about a

patient and his/her complex personhood into bion&diategories is an important social
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aspect of diagnostic processes and the ways the &SMMsociotechnical actant shapes
those processedt’s hard to categorize anybody so there’s, | gads just going through
the process of diagnosing and putting a persongatagory and that's kind of a
hindrance but its not huge. I've learned to separnafrom the person.”"Sometimes it
was the very process of diagnostic categorizatorrénslation work) itself that mental
health practitioners struggled with, as represemtélde quote by the mental health
practitioner above. Other times, practitionersggtad not with the process of diagnosis,

but with the result of diagnosis, the label.

[The DSM is] a hindrance because lets say | giigekid depression [diagnosis], but his
depression might look different than the next kitEpression. This kid might act out in
anger because he’s depressed and this other kit bega recluse and hide himself
because he’s depressed. He has the same diagab#ie Bymptoms are different. Just
because they have the same diagnosis doesn't meaneat them the same. | think that
can be a hindrance. People just expect them totltemkame.

While labeling stands out as an obvious resultiafaostic processes, mental health
practitioners were painfully aware of the matecahsequences labeling can have for
youth and frequently cited it as a concern thapstahow they performed diagnosis.
Thus, some practitioners struggled with the wayshich diagnostic categories come to
represent something about the adolescent persgratbdreating (see Hacking 2001). In
this way, mental health professionals engage iriptelworkaround strategies
simultaneously. MHPs might fudge the numbers toimize the consequences of
labeling while they also negotiate diagnoses baseghtient concerns rather than simply
relying on standardized sets of symptom critetig daut in the DSM. Diagnostic

processes and labels strategically become burdauereans to providing therapy.
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It feels like unless you meet the letter of theetid, then you're kind out of luck. Then
you're stuck trying to figure out where to put agm. They don’t meet the criteria for
major depression, so you feel like it's not quitdepressive disorder, they don't have five
[symptoms of the criteria set],so what do you dthweomeone who has four, then you
give them depressive disorder NOS [Not OtherwisecBjed]. But what if while they’re
short [four instead of five symptoms], they stiive frequent suicidal ideation? That to
me seems like a major depression, but they don# fige, so that's when it [the DSM]
feels like a hindrance. It's so black and whitesr¢his no real room for gray. Sometimes |
feel like it misses out on people

The difficulties of characterizing new clients aheir presenting problems in the
language and categories of the DSM was a reocguttigme in practitioners’ responses
to the ways in which the DSM technology and diagioagandardization hindered their
work.

The point of standardizing biomedical categoriemehtal disorder in the DSM is
to give all social worlds a uniform language andenstanding of what they are dealing
with. However, as described by the practitioner@quotes above, sometimes
depression looks differently on one kid than angtbesome kids might have only three
or four of the five symptoms from the checklisigiealify for a given diagnosis. Problems
of fit have to do with heterogeneities in patieatgpnhood and experiences of mental
iliness. For some practitioners, the process dhfjta person and their symptoms into a
diagnostic category is uncomfortable for theseamasbut for others, the process of
diagnosis and the categories of iliness representda DSM are in conflict with their
theoretical orientation to mental illness and tpetdic approach to healing.

“I hate giving diagnoses. | hate them a lot. | jusally dont feel that they are

appropriate. | would rather someone sit down arlld ta me for an hour about a client
than just five minutes and a diagnosis. I'll gia my time if | feel like its going to be
effective, but you are just kind of a hindrancen® because it's another phone call | have
to make and | know the information you're gettiagtigoing to be helpful”
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Thus, for this practitioner, the process and camédiagnosis is an aspect of her clinical
work that she despises. While she might not détesprocess of coming to some
conclusions about the presenting problems of pitishe dislikes having to fit clients
and their problems into biomedical categories. lkeritshe devalues the information that
DSM diagnoses collect and offer to insurance prengcind others through the medical
record. She resists the biomedicalization of memalth and illness by reasserting the
importance of patient personhood and informatidindet of the framework of
contemporary standardized mental health practiseséeral mental health practitioners’
descriptions of diagnosis and the DSM have revegledtitioners resisted the
biomedical model embedded in the DSM and bureauagraticies by working from
alternative taxonomies.

ALTERNATIVE PARADIGMS OF MENTAL HEALTH AND ILLNESS IN DIAGNOSIS

Mental health practitioners struggled with the laweratization and biomedicalization of
their work that the DSM and insurance companietiti@ed in a number of ways. At the
heart of many of these struggles were knowledgsites or alternative paradigms in
conceptualizing and intervening in mental illness.

No, it's, you have problems communicating, so wgo@ng to work on communication
skills today, not, why can'’t you control your enats? Or, we're going to do skill
building so you can control your emotions. In somags its like yeah, don'’t get to the
root cause, just put the band aid on and do itkijuend that will save the entire system
money. If you make these people better, make thettertsfast. . . | feel like we're really
doing good work, important work, and then you kafdhit up against the DSM wall of
the, you can have 1 of 6 diagnoses and all of goafs will come straight from the
DSM.

In the quote above, a psychologist who works forixéed (public and private

insurance) practice in a large metropolitan aretherEast Coast, critiques how the
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biomedical model of the DSM and insurance companligies value and encourage
practitioners to work on surface level symptombeathan deeper communication or
emotional issues. This was often a primary way theital health professionals
problematized the influence insurance companiestam@iiomedical perspective
ingrained in the DSM had over their everyday chhigractices.

Several MHPs critiqued how insurance company renmsgaaent policies limited
their work. For example, insurance companies woulg reimburse for some disorder
diagnoses but not for others, and required treatplans and goals be written in the
biomedical and behavioral language of the DSM. Thtibbing isn’t just about learning
what diagnoses are likely to be covered or der@ethbing also describes the collective
knowledge building that goes into MHPs’ translatwaork; they must translate their
everyday clinical goals, practices and outcomes i preferred language of
psychiatrists and insurers.

It's constrained not by the DSM but by the insugnompanies. | think it's interesting
because the DSM has changed so much in the p&l €ars. It used to be that
homosexuality was considered a mental disordernamdPMS has a variation and is
considered a disorder, which has caused quite@asy. You know it's a manual for the
profession, but it's put out by the American Psgtfic Association, not the American
Psychological Association. That's a different applo It's a medical model.

Again, the mental health practitioner above is toted over whether to discuss her work
as being constrained by the DSM or by insurancepeones. She starts out discussing
how it’s the insurance companies rather than thBl Bt constrains her work, but then
goes on to point out how the DSM itself is a manpudlout by the Psychiatric rather than
Psychological Association. Psychiatrists have destrated diagnostic ambivalence due

to the way in which insurance companies have taigethe DSM in ways that constrain
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their own professional autonomy and expertise {8aeoley 2010). Thus, psychiatrists
themselves built the DSM and are heavily trainetisimsage and the biomedical
paradigm, but experience diagnostic ambivalenceaaltiee countervailing forces of
insurance companies and their policies of reimbuesd. In contrast, MHPs |
interviewed experienced ambivalence about the @llauthority of the DSM. As
demonstrated in the previous data sections, MH&s dn the cultural authority of the
DSM to enhance communication and collaboration #ighr patients and other
providers. However, they also resist and underrthieecultural authority of the DSM and
the ways it further legitimizes a biomedical pextpe of mental health and iliness,
thereby minimizing their own eclectic and psychaaiyic perspectives.

Mental health practitioners struggled in negotigtine biomedical and
bureaucratic order established by the union ofx8& technology and insurance
companies’ policies because of their cultural, legal scientific authority, and because
the biomedical paradigm that authority legitimades dissimilar from their own. None of
the mental health practitioners | interviewed sulbgd to a medical model as their
theoretical orientation or approach to psychothgrggt the majority of MHPs are forced
to negotiate their work practices within biomediaatl bureaucratic order$.probably
under-utilize it. You know if I had good trainimgit | might more fully appreciate it. My
trainer from child guidance, | asked him for traagion it and he just poo poohed it. He
was Minuchin trained in family systems, which leahte room for the need of a DSM
when you're looking at things from a family systgresspective.”

Mental health practitioners also frequently expedshat they thought maybe if

they were trained better they might find more wsedr value in, the DSM. Yet, they
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often simultaneously described that they wereainh&d on it as much because it never fit
with their theoretical framework. Instead, the D&M the contemporary form of
diagnosis that insurance companies impose arequsit as an alternative rather than
hegemonic framework.

The only time it hinders my work is [when] you kngau get a patient that a psychiatrist
or another practitioner has taken the DSMIV and koow it's pretty vague but they

tried to make it very specific to the illness. Ygay ‘that’s not what I'm seeing,” and they
go, ‘but the DSMIV says. . .” We only see one aspépart of that disorder diagnosis
rarely, and they will say yeah but it's there, dnel DSM IV says that if it's there then

it's this. It's hard because . . . we say it's bible but another practitioner might really
believe that.

In the quote above, a psychiatric nurse practiticigcusses how sometimes the
authority of the DSM is taken too seriously by etpeactitioners and how that is when
the DSM hinders her work. Mental health practitienereferred to discuss the DSM as a
tool they utilize, and as demonstrated in preveertions, undermined its significance in
shaping their work and in ways, resented its caltauthority. As demonstrated in the
passage above, the majority of MHPs valued clinicdgment and an in-depth
understanding of the patient over the categoriesymiptom criteria in the biomedical
DSM, or the diagnostic label that results from pnecesses of diagnosis.

We don't treat a diagnosis, we treat the persoerfone has their own story. Everyone
has their own caveats, ways of thinking and peropptof the world. Getting to know
that person, | found to be the most valuable pareatment. When someone really feels
like you know them and understand them, whetheragree with them or not isn't the
issue. It’s just getting to where they're at, anelrt they’re going to be more open to
learning where to go next, or open to suggestionepen to change. No one wants to
change when they’re on the defensive.

Thus, mental health professionals valued cliniedgment and understanding the patient

over the DSM disorder diagnosis because they atgiainderstanding the patient
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allows therapeutic change, not understanding tberder diagnosis. Guided by the kind
of patient that has the disorder, or patient hgfeneity and complexity over disorder
categories, the MHPs | interviewed often reiteratdat Messer said about balancing
EBPs and clinical expertiselrt‘other words, it is frequently more importantimow

what kind of patient has the disorder than whatkaf disorder the patient hagViesser
2006:39). The criticism that disorder categoriehenDSM fail to account for the
complexity of patient experiences of mental illness at the heart of MHPS’ resistance
to standardization.

I think it would definitely be more helpful and neovalid to be able to include V codes
because often that's how | see the world, | meah ebnician, that's why it's so
subjective, each clinician sees the world throtnglirtiens of training, but V codes are
often how | see, how | understand the client befoeg and it's really hard, and | think
part of my disdain for using the DSM is that | daeally be honest in my viewpoint
when I'm billing, because you might have to saytlmdre’s an adjustment disorder, with
depression, when it’'s really a parent-child comflic

Practitioners undermined the significance of the&vD&#&cause how they viewed the

world and mental illness wasn’t adequately represseim the DSM, but even more so
because the relevant parts of the DSM weren't neized by their clients’ insurance
providers. This is one of many therapists | intewed who discussed the need to provide
counseling to patients who have undergone or grerencing specific, stressful, life
events, which the DSM labels “V-Codes.” V-Codereb things like neglect or abuse of
a child or adolescent, relational problems suclittsa sibling or parent, school
problems, bereavement or other social environmeitragsors. The DSM specifies that V
codes may be given as diagnoses when an indivislgalfering from one of these
problems but has no behavioral health conditionvéleer, insurers do not recognize V

codes as valid Axis | (reimburseable) diagnosesodées were discussed as more closely
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representing the views of MHPs | interviewed, it ability to work as a successful
workaround was limited.

Practitioners negotiated the DSM and diagnostictaras in ways that opened up
alternative meanings of mental health and illnessallowed them to continue seeing
and treating patients the way they understood rhéimiass, patienthood and the world.
While the biomedical model of iliness remains tloenchant paradigm in society, MHPs
resist biomedical and bureaucratic standardizatigheir everyday clinical work. In
order to continue to conceptualize and intervenaental illness and emotional healing
in ways more closely aligned with their own thematorientations, workarounds and
cribbing processes were almost necessary for mektdv

| hate the DSM. It's a tool | have to use becafdhird-party payers. It limits and
doesn't begin to define the complexity of what ¢ & the room with me. It also labels,
and | hate doing that. | heard a psychiatristpaisie is Bessel Van Der Koch, from
Boston, (Harvard). He was on the committee forldise DSM and the one before that. He
said ‘it was only meant to be a tool for discussaaamngst clinicians, so you could have
language to describe a cluster of symptoms, antiana to describe the same thing over
and over again when you try to coordinate care. Newwecome this labeling machine
that becomes a self-fulfilling prophecy, at leaghvadolescents, if they're given a label.’
| have a young adult now who was labeled as bardewhen she was 13, on an Axis |l
and she’s locked into the belief that she’s a bdirdepersonality disorder when I'm
really not seeing it, but, she believes it. It®al, but it's only a tool.

Again, mental health practitioners resist the bidicaization of their work, and
challenge its significance for guiding treatmend aapturing patient personhood
complexity. By treating the DSM as a bureaucratial,tor a means to a necessary end,
practitioners are able to continue to do the wheytlove while adhering to formal
regulations. These patterns of negotiation dematgsthe ways in which technologies
have unintended consequences. As the practitidieeresstated, psychiatrists intended

for the DSM to be a communication device, but tiglobureaucratic standardization
187



processes, it has taken on its own form and culpaoaer. Practitioners repeatedly
expressed their concerns over the material consegaddSM labels have for their
patients. Thus, practitioners undermined the sicgniice of the DSM not just as a form of
resistance in the name of their own professiontdraamy, but in the name of what is in
the best interest of their patients. In the follogvdata section on mental health
practitioners’ negotiations of diagnostic processéscus on demonstrating the ways in
which practitioners ‘fudge the numbers,’ or stredidignosis to enable them to perform
the work they really value— providing psychotherapyatients.

Adjusting Disorders: Bureaucratic Means to Therapeutic Ends

Mental health practitioners regularly stretch diaggs on paperwork in order to
accomplish their therapeutic goals while complyivith bureaucratic policies of
insurance companies that shape contemporary diesghdkile less frequently discussed
by the practitioners | interviewed, one way praatiers may have to stretch the numbers
is through the practice of over-diagnosis. Thiatsqyy is depicted as a last resort for
practitioners to be afforded authorization for pdivg important patient services.

We cannot as a primary diagnosis, give anythinggtbe Autism spectrum, because
managed care will not reimburse, because theytliaéis a disability issue. There have
been times that we will pull diagnoses that reafly encompassed by an autism diagnosis
like intermittent explosion disorders, impulse ¢ohtdisorders or ADHD and we’ll make
those the primary diagnosis. | have a kid right wawo is classic PDD [Pervasive
Developmental Disorder], but | cannot make thatnisiary diagnosis. So his
secondary diagnosis is PDD, but he’s intermittempla@sive and he’s ADHD, and that
comes into the managed care issue, because otbexiviss services will be denied.
Even if you put them on as secondary, you'll getielé the first time and you'll have to
go through the review process a second time. Whiich because it's an appropriate
diagnosis. I'm not going to just leave it off.

Thus, practitioners only stretch diagnosis in tledion of over-diagnosis when

absolutely necessary for insurance purposes. Artftangractitioners | interviewed, the
188



much more common direction of stretching a diaghoss toward under-diagnosiBm
of the practice where | like to, if you want tolagldiagnose low.”As this example
shows, when possible, practitioners often try i@dhe least severe disorder
classification possible that will garner their ati services.

The most popular form of diagnosing or punting laagording to the mental
health practitioners | interviewed, was to assigrea adolescent client with an
adjustment disorderl fove adjustment disorder. It's more benign. Yatehto sock up
major depressive diagnosis on someone, and | wawddrthat if they didn’t have the
symptoms.’Thus, whenever warranted, mental health practit®ag on the side of
under-diagnosis because of their concerns oventiterial consequences of labeling
youth with more severe disorders like major depoess

More recently, the adjustment disorders, they giile us six months, which | think is
appropriate, but there are a lot of clinicians wdant to see clients longer than six
months but they don't have the need to give theme mba diagnosis, but managed care
expects that if you're going to treat longer theainsonths that they need a little more
than an adjustment disorder. We do have kids tieainafoster care, that are adjusting to
new situations constantly, and so we have to befudawith adjustment disorders and we
usually have to find something more, which, we teant to label kids. You might start

with adjustment disorder but then we have to fimohething else. We have to give them a

more severe label, which we don't want to do. Bafigavith kids in foster care, it's just
an adjustment disorder. They're adjusting to ngwasons. But M [name of insurance
company] doesn'’t see it that way.

Again, practitioners stretch diagnosis in favod@gnosing low in order to avoid
labeling youth with more severe disorder diagnobsy practitioners didn’t feel this
was lying or cheating the system because they gelyuiecognized the social
circumstances of the youth’s lives and how theyewadjusting to new situations.” This
is a good example of Cribbing because practitiohax® to translate their own

understandings of the circumstances of their ctidives into the shifting bureaucratic
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regulations of insurance companies. Due to recmgnihat social environmental
circumstances shape the mental problems of yooththe response of insurance
companies to V codes, adjustment disorders argdtie diagnosis for many
practitioners working with youtlfAdjustment disorder is the one specifically I'm
thinking of, because ‘the DSM'’ says adjustmentrdesoshould go away in 6 months.
Well then managed care, says, you cant diagnose thith that now because it's 6 and
%2 months later.”This practitioner was discussing what was problemait only about
the DSM, but about the way insurance companies im@greted the DSM literally and
use it in order to deny authorizations.

While it is common for practitioners to diagnoserlm the form of adjustment
disorders, there are discrepancies across insupaoeelers about how adjustment
disorders are interpreted and how long providezsaathorized to treat adjustment
disorders. Commonly, insurance companies give ipi@etrs six months of treatment
authorization for an adjustment disorder, but samed they give less. As the practitioner
below describes, the insurance companies that eedrsr patients frequently only
authorize three months of coverage for adjustmesatrders, and with the insurance
provider for Medicaid in this particular state, th@vas increasingly a push to not
authorize treatment for adjustment disorders atlatan justify a lot under adjustment
disorder, that's kind of a global diagnosis. Excaptv with Medicaid, well, in all
insurance, you can't hold that very long. You neeshow after three months if there is
movement from that or not. Medicaid has a big postot use it at all. So you're forced
to hang a heavy duty label on a kidhis is another good example of the cribbing work

required by practitioners. MHPs become savvy ating collective knowledge or crib
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sheets that help them negotiate which insurersoaathservices for three or six months
for Adjustment Disorder Diagnoses, and which onehsas the company in this area that
covers Medicaid patients, are pushing to make Anjaat Disorders illegitimate
diagnoses. Adjustment disorders became the gaatindsis not only because
practitioners were concerned about the consequeafdaiseling but also because for
many, it was an accurate representation of thebkokccumstances in patients’ lives that
influenced their social psychological disturbancesymptoms.

Also, practitioners discussed using adjustmentrdess as a common initial
diagnosis because it allowed them more time tda@khow patients and thus more time
to make a more accurate diagnosis for somethin@ s®rere. Some practitioners felt the
insurance requirement that they diagnose in tisé $gssion, or in the first hour of
meeting a patient, was unethical and underminethtpertance of building rapport with
a patient upon the first meeting. Thus, stretcluiagnosis by giving patients adjustment
disorders was a bureaucratic means to a therapndidut one with several
justifications following professional expertise.

| don’t necessarily look at it as though I'm befiogced to lie if | can't bill out a V code
when | give an adjustment disorder. It's been myesence that those kids generally
present with some pretty significant depressioarxiety or, they've got enough chaos
or drama in their life to need a v code. Genertfiit's going to impact them enough
emotionally, so | can justify giving them a diagiso®r [Axis | or primary disorder].
Although what I think is problematic about thatrihe the kid is the one again who walks
around wearing the label. They're the one that@réssed. That's what this is all about
rather than, no they’re depressed because thdireéseother stuff going on. The v code
can help account for all that other stuff whereAk#s | code, you know the adjustment
disorder, the major depression, anxiety disordmrdact disorder, those only apply to one
person.

In addition to commonly diagnosing youth with atjuent disorders when their
social circumstances heavily contribute to whay tteperience, several practitioners

discussed how they wished V codes were legitimiggndses. V codes refer to social or
191



situational problems such as relational, sibling@arent problems or abuse. V codes
frequently came up during my interviews with merehlth practitioners because they
are not considered legitimate diagnoses. V code®uly be used as secondary
diagnoses to help give more specificity or contexheir primary or Axis | diagnoses,
which are required for billing purposes. The quoben the practitioner above details
how she views adjustment disorders and v codesgighate and the problematic thing
about only being able to give v codes as a secgrdiagnosis is that mental health
professionals are forced to label a kid even whéenhis or her social environment —
family, siblings, or relationships, that are thes@ of psychological conflict or mental
suffering.

Thus, similar to the psychiatrists in Whooley’s 129 study, the mental health
practitioners | interviewed used several workaraumdorder to comply with
bureaucratic requirements and biomedical languatfeedSM while opening up spaces
for resisting biomedical psychiatry and the comrfiodiion of health. However, rather
than having ambivalence about the DSM similar & tf psychiatrists who desired
professional autonomy as much as the scientifititegcy the DSM bestows upon their
profession, other mental health practitioners sagcpsychologists, marriage and family
therapists and social workers had to negotiate m@tieus tensions in their diagnostic
work. None of the practitioners | interviewed idéat with a biomedical model as their
theoretical orientation to diagnosis or treatment.

The unintended consequences the American Psychesociations’ biomedical
DSM has created for psychiatrists that led to thigration of sociological ambivalence

(Merton 1976; Whooley 2010) take on a very differgmaracter for non-psychiatrist
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MHPs. Sociological ambivalence arises froaténsion experienced by psychiatrists as a
member of a profession and as an individual psatewl, from the tension between
capturing professional authority in a system of takhealth professions and tldesire
to exercise individual professional autonomy ingtiee, free of external meddlihg
(Whooley 2010:455). Psychiatrists experience sogichl ambivalence out of their
simultaneous respect and repugnance for the DSMhéxr wanting to have their
legitimate scientific authority as psychiatric pe$ionals, but not have the tool that
bestows them this hierarchical authority — the D&b&d against themlt‘cuts to the
heart of the identity of psychiatrists as the DSNdath a guarantor of psychiatry’s
position in the mental health field and a tool wied against individual psychiatrists to
monitor their practice (Whooley 2010:456). However, the tensions fon+psychiatrist
mental health professionals are much more compiax those between the collective
membership in a profession and their own individiegire for professional autonomy.
While not all psychiatrists subscribe wholly to tiemedical paradigm, it is
dominant, the focus of their training and of theND8assification system. For other
mental health practitioners focused on psychothetapir ambivalence is much more
complex and based on the ways in which the culautiority of the DSM helps their
diagnostic work while the biomedical model it l@giates and the operationalization of it
by insurers, hinders it. Psychodynamic MHPs tenldaice more repulsion than respect
for the biomedical model of the DSM technology #sdinintended consequences.
Alternative mental health professionals, or all qp@ychiatrist professionals, experience
what | call diagnostic dissonance, which is differgom what Whooley (2010) describes

as diagnostic ambivalence.
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Any classification system valorizes some pointiefwand leaves another
unvalued, unrecognized, or even erased from tradeClinical, scientific evidence that
guides psychotherapy is not at the heart of the PEbUreaucratic standardization. The
diagnostic dissonance non-psychiatric mental hgakHhbtitioners experience evolves out
of a conflict between their own theoretical origmas to health and iliness and the
biomedical model enshrouded in the DSM technologyiasurance company policies.
The power, knowledge and experiences of alternatiestal health professionals, in
comparison to those of psychiatrists, are margiedlby the assemblage of the DSM and
insurance company policies.

DIAGNOSTIC DISSONANCE: MARGINALIZED KNOWLEDGES, ERASING THE SOCIAL

In this analysis section, | focus on how mentalthearactitioners experience diagnostic
dissonance. The MHPs | interviewed enact workareurad simply out of a simultaneous
respect and repulsion regarding the DSM and itwi@lland scientific authority, but
because their theoretical orientations and backgtalisciplines are marginalized by the
assemblage of biomedical and bureaucratic starmdrin. In addition to discussing the
ways they negotiate diagnostic practices to faline with biomedical and bureaucratic
standards, practitioners also share their frustmativith how standardization minimizes
the importance of the social environment in shapmegtal suffering of their adolescent
patients.

[V codes] are not recognized by any non-clinicigkrsyone who does not work directly
with clients doesn’t need them, but this is thepatient hallway, and we’ll have a lot of
conversations in this hallway. I've said it moranhonce and | know other people have
said it. If V codes could just be recognized. Tikithe problem. This is what we’re going
to form the treatment plan around. It's going tcspecific to the diagnosis, because the
diagnosis is actually appropriate in this situatiddjustment disorder unspecified. These
are so much more appropriate and they say so mooé about what is going on. They
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can be part of another diagnosis. If | read adjestrdisorder | have no idea what that
means for that client, whereas if | see they halfe @roblem | have a better sense of
what’s going on. You have to look at page 736 nd those.

In the above description, the practitioner bewtdiét V codes, as opposed to adjustment
disorders, are unrecognized by insurance companiesher words, V codes are found
in the DSM (although in the back), but are not cdered legitimate diagnoses by
insurance companies. Insurance companies willgiothurse for using V codes as a
primary, or Axis | diagnosis. Yet, for practitiosethe information they bestow is
incredibly valuable to clinicians. This discusspints to how the DSM is guided by
diagnostic rather than clinical concerns. Most oftN America’s mental health
professionals being non-psychiatrists are not gaettly for the work they are trained to
do. That is, they have to translate their clinmahcerns into diagnostic (biomedical and
behavioral) termsThus, the DSM actant and the way the insurers eafits usage as a
biomedical information technology, focuses on issokclassification rather than
therapy. In this way, the DSM technology is reictx as an obligatory passage point in
diagnostic processes by the external actors ofanse companies.

In the following exchange, | had asked the mengalth practitioner about the
relevance the DSM holds for her everyday diagnasgtik. In her response, she
demonstrates diagnostic dissonance over this &mslwork. She notes how
unfortunately, it is very relevant for her dailyngtal work; while at the same time notes
she doesn’t look at it very often and goes ontaules all of its inadequacies.

A lot, unfortunately, a lot. It doesn’t make it dfffe shelf much. We have to give a
diagnosis the first session. Even for non-Medi¢aid we have to do that, and
unfortunately, V codes don'’t count for anythingeevhough that's what's actually
appropriate. We will joke you know that most pedpdee will just get an adjustment
disorder. | have a paperclip on that page becdais809.something. | hate to brand
people with something, and seeing one client wipression looks completely different
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than seeing another client with depression. | ttedee commercials for depression
medications because they show people in the grewntssuits and they are lying like this
and that’s not what it always looks like. | usup#igpecially with adolescents, I'll tell
them, ‘I'm going to have to give you a diagnosisnfi what I've heard so far, it sounds
like this kind of thing is going on.” Sometimesd ive dysthymic disorder or adjustment
disorder. This is what that means. It comes fraisitbbok. This is why I'm giving it to
you. This does not mean you're crazy or anythikg that. This just means you have
some rough stuff going on in your life and you'ss/ing a hard time dealing with it. And
that’s okay. So | approach this as a necessanagdill try to have that transparency with
my clients. I'm going to have to write this dowtis igoing to maybe show up on billing
paperwork at some point. | want you to know whét ik so you don'’t freak out and

think that I'm saying you need to be institutiozatlil. | think a lot of times people are like
oh if I get a diagnosis that must be really bad. Nwat mean’s you've seen me once and
| have to give you one.

In this quote, the practitioner demonstrates hosveshploys diagnostic workarounds or
strategies that fulfill her obligations toward ingnce companies and her patients, such as
making a diagnosis in the first session by givirggtimate primary diagnosis such as
adjustment disorder or dysthymic (mood) disordesruher to qualify her patient for
treatment. At the same time, she also discussdtathie in this system of categorization,
and the difficulty of immediate diagnosis when ewenell-studied, well-understood
disorder like depression can appear completelgmifit in each patient, especially

among adolescents.

I think it would definitely be more helpful and neovalid to be able to include V codes
because often that's how | see the world. That’yg it so subjective. Each clinician sees
the world through their lens of training. V codes aften how | see, how | understand
the client before me, and it’s really hard. | thpdrt of my disdain for using the DSM is
that | can't really be honest in my viewpoint whHan billing, because you might have to
say oh there’s an adjustment disorder, with deeswhen it’s really a parent-child
conflict

This marriage and family therapist’s disdain fog iIDSM is a great example of
diagnostic dissonance because biomedical standéiahzeads her to feel dishonest in
her bureaucratic paperwork. In other words, shee&pces diagnostic dissonance

because she has to hide or minimize the importahceational aspects of emotional
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wellbeing. This description signifies a very ditfat process from the diagnostic
ambivalence demonstrated by the psychiatrists indMy’s (2010) study. The mental
health practitioners | interviewed experienced aissice more than ambivalence, and
professional marginalization (in their own formssafentific and clinical expertise and
training), than legitimization. While the above giiioner lamented her inability to get
reimbursed for treatment of V-codes (which standsfeecific life events and are tucked
away in the back of the DSM), this next quote cofmas a therapist who actively
engages this marginalized literature, only to bvedd to crib around it:

| use them. Unfortunately, and I think it's abgely ridiculous that we cannot use them
as a hilling code. If we have a kid that comesat tneets the criteria for a V code, we
have to find other criteria that meets a stand@gribsis, which | think is absolutely
ridiculous. A parent-child conflict is a valid diaosis. Sexual abuse of a child is a valid
diagnosis. But it's a v code, so we have to comwitip another diagnosis. | think it's
absolutely ridiculous. | think that would be sonieththat the DSM committees should
definitely be looking at. | think that definitelpmes back to managed care issues.
They're in the DSM. They are buried in the baalt, they are in the DSM. They are
issues and they are therapeutic issues that cdedbewith and treated.

Practitioners strongly disagreed with the illegdie status of V codes. According to their
theoretical orientations and treatment plans, paslkid conflicts and sexual abuse are
valid diagnoses, or problems that warrant psychiafhe Further, multiple practitioners
pointed out how V codes, which were more in tuniwheir definition of adolescent
mental illness and the problems around which teyftreatment plans, are buried in the
back of the DSM. This locating of the V codes thate undervalued by the DSM (based
on them being all the way in the back near the agiges), and unrecognized by
insurance companies, illustrated the knowledge-paxperience relationships of non-

psychiatric mental health professionals with disgim@and the DSM. Their eclectic and
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more holistic theoretical orientations to adoleserantal iliness are hidden from view
by powerful actors in the mental health arena.

The psychologist on our team just gives somebodyxds | diagnosis as adjustment
disorder unspecified because that is like the lsagtre disorder you can find in the
whole thing. She also gave a V code. You can dieentas a secondary diagnosis, but
these are what they are. They are relational pnal@hey are on page 736 so they're,
like, hidden, kind of, you know after neurolepticiuced tardive, a word | can’t even say,
it's all the way back here. [Reading from the DSMfiey may be a focus of clinical
attention,’ yeah, they are — so ‘parent-relatiastale, physical, sexual abuse, neglect,’ we
see a lot of cases of neglect that aren’t repagthabt they are still very neglectful. . .
‘academic problems, identity problems, religioushpems,’ this is a big one with my
adolescents, you know they’ve been brought up dathod then they've gone to a
Methodist church and they're like, Blasphemy! Yawtwv that kind of a thing.

‘Intellectual functioning,’ that can really stadt tome out in like middle school, what
class you're placing in, tracking, I'm in the dumilass, and everyday life problems.
These are all huge huge problems for adolescents.

Again, the practitioner describes how V codes aag be given as secondary diagnoses.
Similar to others, she argues they are valid therap or clinical issues that can be dealt
with and a major focus in psychotherapy with admess. She takes the time to list to me
all of the important life problems that fall undie illegitimate category of V codes:
parent-child or relational problems, physical orsd abuse, neglect, academic
problems, identity problems, religious problems amate. While each of these are
clinical issues that mental health practitionergerviewed valued as important
presenting problems, they are not valued by thesitipning in the DSM or insurance
companies’ reimbursement policies. They remainidalirin the back of the book, and
are not billable codes. V codes are not currerghsalered valid or valuable diagnostic
codes, and this was the main way practitionerslpnmoatized the marginalization of their

theoretical orientations to mental illness anddtasure of the social.
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RE-ENVISIONING PSYCHOTHERAPY: RELATIONAL BEING AND THE SOCIAL
Mental health clinicians were asked what they waeldse if they were the chair of a
committee tasked with modifying the classificatmradolescent mental disorders for the
DSM-V. My analysis reveals three areas of signifez (1) A need to legitimize
disorders caused by relational problems or theasecivironment (such as V code
diagnoses), (2) A need to create a scientific kasisunderstanding of normal versus
pathological functioning in adolescents, includimayv the adolescent stage in the
lifecourse impacts mental suffering, and finally £3need to recognize the power
insurance companies hold over DSM utilization aiadjdlostic processes.
Legitimize Relational and Social Environmental Conditions of Mental Disorder

First, it was common for practitioners to discuss/W codes should be made
into valid diagnoses in the new and upcoming DSRKINctitioners reasoned that several
of their adolescent clients suffer from relatiopedblems that impair their daily
functioning. Further, practitioners argued that takhealth and iliness itself is relational.

| think they [V codes] should be valid diagnosesaagse if you have relational problems,
and that’s a V code right there, if those relatiggrablems are causing significant
impairment in your daily functioning or academiaétioning, then there is something
going on and because you are in that situatiomyay not have the tools necessary to
make improvements in that relationship. You matyhave the tools necessary to move
beyond or seek out help, so yes | think those alid godes.

In addition to recognizing the relational componeitental iliness, practitioners
emphasized the ways in which the social environroesbcial conditions of adolescents’

lives shaped their emotional well-being.

I'd like to see something where somebody’s disorsleaused by somebody else’s
behavior, somebody else’s attitude. More like gasithent disorder but not necessarily.
I'll give you an example. | have a kid and he’syEars old and a lot of his behaviors and
diagnosis is caused by mom’s drug use and leavindgrhcharge of his little sister. He
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has a lack of respect towards her, a lack of regpe@rds authority, lack of respect
towards law enforcement, because they're not damyghing about mom. Giving him a
disorder on his own, it doesn’t have any kind at pgs impartial to what's going on. An
environmental diagnosis, you know? If he’s oppositil, | could also put in a diagnosis
of something like mom’s a drug addict, in and duprason, etc. | should be able to
diagnose something related to the mom; it's nokitle fault. That's what I'd like to see
change.

Again, this male Psychologist practitioner, who k&in a mid-sized town in a
Midwestern state, discusses the importance ofala¢ional aspects of mental health and
illness. He discussed at length with me severaiotases, especially male adolescents,
who had significant impairment of functioning irhsol and at home due to their parental
or other relational conflicts. Some of the adolessée spoke of were coping with
neglect issues from home, and others just had nedetionships with their parents and
were displaying oppositional behavior. Yet, inalthe cases he described, there were
significant social environmental circumstances tiedded addressed in (and outside of)
psychotherapy. That adolescents often experiergatine social circumstances that
contribute to their emotional well-being is an guteel social fact among the mental
health professionals | spoke with. Their profesal@xpertise suggests that labeling
adolescent youth with a disorder but ignoring thea circumstances that shape their
well-being was an inadequate therapeutic appraaodwhich is heavily facilitated by
the biomedicalization entrenched in the DSM andriasce company policies.

I guess this isn’t specific, but its just if thogeodes could start being recognized, | don’t
know if that means removing the Vs or getting otheople to pay for them, but you
know parent-child relational problem, well thatfgoarent in a lot of the problems we see
here, conflict with mom, or they’ve changed schawlsomething like that. Yeah, just a
greater recognition of all of the other stuff tlegoing on besides just the chemical
imbalances in their head, the games in the schit@gjrugs in the schools, the sex in the
schools, all that other stuff and how it, the hageial and educational environmental
stuff, the primary support group, all that axisdwff, | don’t know why they are all the
way knocked down to axis IV and axis V, they neeetlé bumped up. And | have had a
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couple of adolescent clients dealing with their agruality and some troubles they've

had with that too, because it is such a time afalisry of who you are and how you, ya
know, all of that kind of thing. The two of thelmat | am thinking of actually they were

pretty at peace with, that that’s how they are, thieg were both in relationships and so
forth but it wasn’t okay for the family

Several practitioners focused on how the sociairenment of youth's lives
impacts their emotional well-being, and how thereat DSM and insurance company
policies fail to recognize, value or reimbursetfugrapeutic focus on the social
conditions of mental iliness of youth. This themasvdiscussed in a number of ways, as
illustrated by the practitioner quoted above. Sgmgth that were in treatment had
relational problems with parents or peers at sghaibkers had recent life changes or were
struggling to cope with life at school. Practitioméocused on how the DSM-V revisions
need to recognize V codes or the social environat@spects of mental iliness. Often,
this concern was linked to describing particulatiees about adolescent personhood or
stage in the lifecourse and how it lends itseBdoial environmental disruptions and
identity struggles more than those found duringthdod or childhood.

Normal versus Pathological Adolescent Functioning: The Science of Adolescence

While practitioners discussed relational disoragersmportant for all people,
some criticisms of the DSM focused on how irrelavars for types of problems they see
most often in adolescent§.he DSM is, you know with your typical kid you tdrave to
look at it. | mean you have to know your diagndsgsf you work with children and
adolescents you don't use half of the DSWhis description of the DSM as being largely
irrelevant for diagnosing and treating adolesceras a reoccurring theme. Yet, it wasn'’t
only the DSM that was being questioned, but ther@xio which adolescents experience

mental illness in stable and chronic as opposedae dynamic ways. In part, MHPs
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guestioned the extent to which adolescent mentdtthproblems themselves may be
fleeting or dynamic enough to question the necatssit that every patient receives a
disorder diagnosis.

If you look through a file, when a child has bessessed 5 or 6 or 10 times, that
snapshot of where that child is right now, if thest ran out into the middle of the street
and vandalized a car and almost jumped off a brjdgére going to see this kid as much
more high risk, suicidal, you know all that stufen if you catch them at a time in their
life that they're assessed that things are goitagively well. A child is very dynamic.
They don't just stay in one spot.

Practitioners often discussed adolescent ment#thhaad illness as though it was of a
different, more dynamic and temporal nature thantiental suffering experienced by
adults. While psychic pain and the stressful samalditions of adolescent lives were
never minimized, the way in which children and &doknts are dynamic, and are
developing, constantly changing people was streaseth important aspect of adolescent
diagnosis and therefore, the (ir)relevance of ti&n adolescent diagnostic processes.
Aside from being described as irrelevant for admess, practitioners critiqued
the lack of clarity in the DSM on the differencesteeen what is normal or abnormal for
adolescent emotions and behaviors.

They have a section on children and adolesceatdsss. It would be wonderful if the
DSM could really branch out an Adolescent sectadistinguish adolescent defiance
from normal adolescent anger or angst, and tondisish depression that’s not hormonal
or mood based or separation from family; to do nbsé&nctions, a section that is truly
about adolescence, what's normal and what's pagicab

While there were several ways in which practitienguestioned the extent to which the
DSM represented the most common social psycholbgrohlems of adolescents,
adolescent identity issues stood out as signifjesgecially in the interviews | did with
practitioners from the Midwest.
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I know what | would revise. I've had a couple adskihat are questioning or kids that
consider themselves transgendered and you hawerighg into the adult section and |
think it could be more sensitive just the varyitages, you know. Instead of saying, 17
year old male has this disorder, well, is it a di®o? And then finally, | was just like I'm
not going to diagnose him with that anyway becatggoes through insurance, Blue
Cross Blue Shield would say, I'm not covering thaist went with depression but, |
hope they expand that.

In the passage above, the social worker discuss&dabolescents that are exploring their
gender and/or sexuality (outside of the prescribetéronormative options) often
presented with social psychological concerns, tows unclear whether issues of
adolescent sexuality warrant an adult disorderrtbags. Mental health professionals
practicing in the Midwest frequently brought upuss of treating adolescents with
identity issues and many of these concerns focasegender and sexuality. While a
homophobic culture is rampant in much of the Unakes, gay, lesbian, bisexual and
transgender youth living in Midwestern states, esdly in rural areas of Midwestern
states, may present to therapists with more spsiathological concerns because of the
more conservative, and often more homophobic, enmients in which they are living.

I mean a therapist has to say this person's meegdih is affected by this. When | was
treating this kid, | went to Planned Parenthoothtb to the gender educator or whatever,
and she gave me some great information and askedhifited to be put on the list of
recommended therapists. | said the only reasop\ten treating this kid is because he's
two hours away from [city with access to mentalltmeractitioners], and there is
nobody else out here. So ethically | can treatunthis is not my area, and when he
went off to college, | hooked him up with [profemsal at state college in said city], she's
the head of the gay, lesbian, bisexual, transgeetieetc. and just gave him a list of
therapists and you know, and | always said, thitsmy area, but this is what I've found
out and you know so in that case, the DSM is not elpful.

Again, this behavioral psychologist who often tiawe rural areas to provide behavioral
assessments and psychotherapeutic treatment therhénd adolescents in a Midwestern

state described her difficulty with helping a tédengender and/or sexual identity issues.
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As adolescent identity issues in general and adefgsexuality in particular, emerged
repeatedly as a focus of discussion in my intergiaaross both rural and urban areas in a
Midwestern state, | began asking practitionerssgeas the state of the field with regards
to its development of psychotherapeutic resourndsnatworked connections for
guestioning youth. They often told stories abowt ltertain therapists would gain a
reputation of getting out their bibles, and otheatild gain a reputation of being willing
and even capable of providing treatment. None @fpttactitioners discussed the
contemporary situation with confidence. While tlamtiful of practitioners that raised
these issues noted that there had been some inmpeovén the area of psychotherapeutic
resources for adolescents with gender and/or séxisdues, they were all in agreement
that there remains considerable need for developmen

Mental health practitioners emphasized severabwayvhich the DSM
technology and biomedicalization of mental heafttd diness failed to address the
unique aspects of the adolescent stage of thedifese. As demonstrated in the analysis
above, many practitioners stressed the importahoeationships, the social contexts of
adolescent lives and the distinctive aspects oftideexplorations. While some
practitioners felt adding v codes, or diagnosti®garies that refer to relational or social
aspects of health would make adolescent diagnpsitesses more accurate, others felt
there also needed to be a better clinical guidefalerstanding normal versus
pathological adolescent functioning across theargday environments, and how they
are different from those of adults.

I would love for them to really look, and | knowatithey have the GAF scoring, the
global assessment of functioning. You can findrttoait there for children and
adolescents if you like go on the internet and theioplaces and look for it, but they
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need to have a revised GAF scoring for childrenashmlescents and it's not in the DSM.
They have one that's supposed to be used for evdyyland it's not applicable for
adolescents in my opinion. So | would love to tesn look at that a little further.

Thus mental health practitioners thought adolestenntexts of life are different enough
that the DSM should take into consideration thaerénces. Several practitioners
discussed the ways in which adolescent functiomrsghools is a prevalent problem of
presentation upon adolescents entering treatment.

Well 1 would definitely revise the GAF score, ormg idolescents as well as one for
children. 1think that would be hugely helpful. é@&ise even though that’s just a number
and | keep saying more information is better, big,iwhen you're trying to find the
number, it looks at the functioning in all of thi&ferent areas, which is more helpful
probably than just that first Axis | diagnosis gbddar disorder. So | think an
individualized GAF.

Again, while it is widely acknowledged in the liaéure that domains of functioning or
everyday life contexts of adolescents are diffefiemh those of adults, the DSM to date
has largely based disorder categories based oarobsen adults and then adapted them
for children and adolescents. In comparison tdi8&1 as a whole, the GAF score is
valued as a tool that assesses everyday life fumnoty. Practitioners value the
information the GAF score is able to provide, bainvit to be more reflective of the
adolescent life experience. Further, similar to tiventhe larger field to recognize and
value V codes, relational disorders and the s@sigironmental contexts of adolescents’
lives, many practitioners discussed how the Gldtsslessment of Relational Functioning
(GARF) is an underutilized diagnostic tool.

When we request more sessions we have to giveent@AF score, Global Assessment
Functioning, the Axis IV of the diagnosis, so pllill it out just to kind of see where they
are on that. Most of the clients we see are betw8eamd 60 but sometimes if its an
atypical client I'll be like oh maybe they are, yHeave a global assessment functioning
relational GARF where it talks about, where in $gisere in zero to 100 is this family
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doing, but the other one that is used and recodrigensurance and stuff is the one that
is just made for individual adults, so it's so haxa, they haven't lost their job, because
they're 12. So | would love to see, and a couplmgfcolleagues and | have talked about
this, a global assessment of functioning for adaats, or for children that is much more
appropriate.

Again, practitioners wanted the DSMV to take intmsideration the distinctive contexts
of adolescent lives, including a valuing of howatanships and their unique social
environments shape their emotional well-being. tii@nother hand, as is pointed out also
in this quotation, in addition to the DSM having @wn shortcomings, the way in which
insurance company policies privilege some diagnastdes or tools such as the GAF
over the GARF, also was a focus of the change thetifoners envision when they think
about a DSMV or a better way of classifying adobeds with mental health issues.
Disentangling the Power Insurance Companies Have over Diagnostic Processes

For practitioners, it is not simply the DSM in ifsthat is in need of revision.
MHPs were cognizant of the ways in which the DSM arsurance company power have

become entangled:

I would focus on managed care and funding becdsdeseems to be a huge barrier for
clinicians to where some clinicians will not acc#sdicaid clients at this point but that
is what they have to do to survive. If you haveiagie practice you have to get paid and
if you're doing your billing on your own. . . theMestment of time . . . would be more
focused around that and, then, the diagnoses. inf@yn treatment but the way, and this
goes back to managed care, we have to have thise thiat first hour of meeting this
client and gathering this information where youjast doing so much writing and your
interaction is limited. | don’t think that its etail to provide a diagnosis that first hour,
even though with your training, you're able to fa@se interactions between the parent
and the child, hear how the child responds, yogetdhe history and through more
experience you are able to provide a diagnosidfitisdiut its still-- | think doing it within
that first hour is not okay.

Practitioners argued that modifying the DSM itsglhot a solution in itself. Issues of
billing such as insurance companies paying lessdare types of clients such as those on
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public forms of insurance or Medicaid cannot bediby focusing on the DSM itself.
Further, the insurance company requirement that MiBke a diagnosis in the first
session of meeting a client prioritizes biomedamding of information over building
clinician-client rapport.

I guess | would change the rigidity of diagnostiteria. The hold that insurance
companies have [on the mental health care systemkgow like [name of local
insurance company], which is Medicaid. You havddeso much paperwork. You have to
create two reports, a treatment plan and a redoieservices after the first initial
evaluation. That's a hell a lot of paperwork arebl of a lot of time and they put a lot of
stipulations on who can see whom and the wholegaérjpf that is to make it so hard to
see people so they don't have to pay for it, aeg Would argue otherwise of course but |
would change that. You need to have accountalilitto make it so prohibitive for
people to see [name of insurer’s] clients? Likeotaer provider’s] practice, | think they
are going to stop seeing [name of insurer, or tdignth that insurance] because it's so
much work. They pay a lot in the beginning, thetfevaluation, but it goes down over
time. They don't want you to see people for vengleso after a certain amount of visits
its down to under $60 bucks. In line with the natibdebate, the power of the insurance
companies is what also needs changed.

Several mental health professionals agonized dnepower insurance companies have
over their everyday clinical work. While psychiats experienced diagnostic
ambivalence because as a result of the way extact@ails such as insurance companies
have adopted the DSM for their own billing purpgsasntal health practitioners trained
in alternative theoretical orientations experiendegjnostic dissonance. The assemblage
of the biomedical model enshrouded in the DSM asdrance company power
marginalized MHPs’ own professional knowledge-praas and expertise. Revising the
DSM to account for the social, relational and adodmt specific aspects of mental health
and illness will not in itself, address the issaéthe Psychiatry-Insurance-
Standardization-Assemblage that dominates the sgugary political economy of

mental health care in the U.S. These issues arethis of the next chapter.
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CONCLUSION

In this chapter, | examined the following two restaguestions: (1) How do mental
health practitioners negotiate diagnoses? Andn®Hat ways does the DSM shape the
everyday diagnostic and treatment work of mentalthepractitioners? | employed the
sociology of diagnosis and biomedicalization thefoayneworks to illustrate how the
processes of diagnosis capture how the existingahbealth establishment defines and
measures mental illness. | argued that the techemdgtc classification system of the
DSM orders ways of being and contemporary thinlahgut mental health and illness.
While the DSM technology was originally designedaaiagnostic communication
device, it heavily structures not only contempordiggnostic processes, but clinical
work.

Biomedicalization theory facilitated a disentangliof the interests and power of
different social actors engaged in processes gihadsis. It elucidates how the role of the
DSM as technoscientific actant in diagnosis, asdnéanings, emerge from on-going
clinical practice interactions. Thus, the DSM isogially scripted technology, yet its
significance is interpretively flexible and negoéid in concrete sites of action. The
heterogeneities in type of mental health care pl@vicare setting, and patient, all shape
how the DSM is used and thus how diagnostic prestaze carried out. While the
biomedical model is dominant within U.S. societyeyday psychotherapeutic practices
of adolescent mental health care work challengei@llauthority. Despite the growing
assemblage of biopsychiatry via the DSM, Evidenasel Practices, the growth of
privatized managed care and big Pharma withingefaneobliberal healthcare economy,

biomedicine is not an uncontested hegemonic prodésstal health practitioners’
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diagnostic work is constrained but far from deteraai by the biomedical model and
bureaucratic standardization.

Social processes of diagnosis and the interpréexéility of the DSM as
biomedical technology are different for mental tie@lrofessionals who are not
psychiatrists. The mental health professionalsdrinewed interpreted the DSM
technology as a necessary tool that sometimes eabsaagnostic clarity, permits
reimbursement for services and can help with imgerdlinary and patient
communication. The psychiatrists in Whooley’s (204fidy experienced diagnostic
ambivalence as a result of how the DSM technolaggtdws scientific legitimacy upon
their profession while being used by insurers tdewaut their professional authority.

In contrast, the mental health professionals Inngésved were ambivalent about
the way in which the cultural authority of the DS&thnology simultaneously helped
them communicate and collaborate with patientssqtarand other mental health
professionals while hindering their professionghauty. Even more significant though,
was the way in which the biomedical model legitietaby the DSM technology
marginalized their theoretical orientations ancetit approaches to psychotherapy.
While alternative mental health professionals reed the ways in which the DSM
technology was helpful for their work, there wasamumore at stake in social processes
of diagnosis for them. Clinical interests and pas are guided by definitions and
measurements of mental health and illness. Furtledinitions and measurements
influence societal and professional response asasealxperiences of, mental illness.

Despite the multi-sited character of biomedicahdtadization, the most common

interpretation of the DSM technology was that iswasignificant for everyday clinical
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treatment practices. MHPs had several ways of bdigigissive of the importance of the
DSM. They labeled it as just a tool, as the only Weey could get paid, as something
that only facilitates diagnosis but doesn’t impaeatment, as a means to an end, and as
the bible for the profession of psychiatry, notitloevn profession(s). Mental health
professionals’ talk about the DSM technology undeed its authority over their own
clinical expertise.

Like the psychiatrists in Whooley’s (2010) studye imental health professionals
| interviewed employed several work-arounds, oal@olutions to the problems posed
by biomedical and bureaucratic standardizatiorstFmental health practitioners utilized
alternative taxonomies in order to diagnose acogrth their own understanding of
mental illness, and then translated those intempoets into DSM or biomedical terms
after the fact. This workaround was more than allstrategy that allowed MHPs to fall
in line with standardization while maintaining soprefessional authority. The
alternative taxonomy workaround enables psychadlsgt®unselors, social workers and
other non-psychiatrist professionals to continudefine mental health and illness in
psychodynamic ways.

Second, MHPs fudged the numbers or diagnostic dodasler to disguise their
actual clinical practices while falling in line \withe formal rules of insurance company
standardization. Fudging the codes often involvestres of over or under diagnosis.
MHPs | interviewed viewed themselves as consergativdiagnostics and when possible,
diagnosed or punted low, thereby protecting thatrgmts from more severe diagnostic

labels such as depression or anxiety.
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Finally, MHPs negotiated diagnoses with adolespatients, their parents and
other providers. In this work-around, alternativelRs shored up the cultural authority of
the DSM while undermining biomedical and bureaucrstandardization. In addition to
employing these work-arounds, MHPs participated process | term cribbing. Cribbing
signifies the on going collective knowledge builgliand translation work required by
MHPs to learn the correct answers or codes thafauillitate therapeutic service
authorizations and minimize coverage denials. & tribbing also describes the way
in which alternative MHPs’ professional expertisaéreated as infantile or illegitimate
alongside the reimbursement policies of insurerdblihg processes reveal the collective
knowledge building that goes into MHPs’ translatwork; they must translate their
everyday clinical goals, practices and outcomestim¢ preferred language of insurers.
Thus, cribbing negotiations develop out of on-gaimgractions with insurance
companies.

Mental health professionals resist and reject tbmbdical model of the DSM,
and bureaucratic standards of insurance compdamesggh workarounds and cribbing.
For some professionals, diagnostic processestmitfitheir patients and their patient’s
symptoms into disorder categories are uncomfortdideto issues with labeling or
problems of fit. For others, the process of diaghaad the categories of illness
represented in the DSM and legitimated by the gxsce companies are in direct conflict
with their theoretical orientation to mental illisesnd therapeutic approach to healing.

At the heart of much of the resistance to biomddiod bureaucratic
standardization were knowledge tensions betweemaltive paradigms in

conceptualizing and intervening in mental ilinéBse biomedical DSM and profit
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oriented insurers privilege a therapeutic focusnfiace level symptoms and behaviors
whereas the mental health professionals | inter@tewere trained to focus on deeper
communication, relational and emotional issuess Hoin-fungibility of the DSM and
insurance company policies is so problematic fer¥MHPs | interviewed that they
experience what | term diagnostic dissonance. isgmdissonance describes the
conflict between mental health professionals’ otlgoretical orientations to health and
illness and the biomedical model legitimated in £\ technology and insurance
company policies. The power, knowledge and expeegmf alternative mental health
professionals, in comparison to psychiatrist preifasals, are marginalized by the
assemblage of the DSM and insurance companies.

A key example of how the theoretical orientationd arofessional knowledges of
non-psychiatrist mental health professionals aregmalized in this assemblage is the
way in which social environmental conditions andses of mental illness are devalued
in the DSM and considered illegitimate diagnosesbyrers. For example, V codes,
which represent social context conditions and/ati@al disorders such as parent-child
or sibling conflict, sexual abuse or neglect, anend in the back of the DSM under Axis
IV. Further, insurance companies will not reimbursental health practitioners for V
codes as primary diagnoses. Yet, for the mentdtthpeactitioners | interviewed, the
information V codes bestow is incredibly valuabhel @linically relevant. Further, mental
health professionals view social environmental atational issues as important to the
emotional wellbeing of all people, but especialiipkescents. Thus, practitioners strongly

disagreed with the illegitimate status of V codes.

212



In re-envisioning a different way of doing psychertdpy, practitioners focused on
three aspects of the DSM and diagnosis that neledgthnge. First, MHPs argued that
the social environmental and relational aspecta@ttal illness need recognized and
legitimated in diagnostic policies. Second, thegyuad that the DSM-V and the mental
health field as a whole needs to develop a bettderstanding of the normal versus
pathological functioning of adolescents. Finallsagiitioners argued that fixing the DSM
alone will not be enough. The power insurance cangsahold over DSM and diagnostic

work is a major problem that needs addressed.
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Chapter Five The Political Economy of Mental Health Work:

Over-Managed, Stratified Care
In what ways does the political economy, specifjcahanaged care, shape
contemporary adolescent mental health care? Thistehexamines the larger, macro-
political economy of the adolescent mental heaéld fand the institutional forces that
shape the conditions under which screening, diagm@osl treatment of adolescent
disturbances occur. In out-patient expert mentalthgrofessional settings, managed
care is a major, external countervailing force #tepes the everyday care work of
practitioners. This chapter examines the commds lacross care settings and how the
biopolitical assemblage of the insurance industrg,DSM, and state governance

structure and stratify adolescent mental health.car

POLITICAL ECONOMY OF MENTAL HEALTH CARE IN THE US, 1980-PRESENT

The contemporary mental health care system is feaggal, stratified, and faced
with old and new challenges that relate to anduargue from the larger health care
system. The majority of shifts in health care systén the past few decades are the result
of larger shifts in the political economies inclagithe end of the deinstitutionalization
movement, the rise of managed care organizatibedipbmedicalization and
commodification of health, advances in technical tathnological apparatuses and
services, increasing disparities in access to aadlty of health care services, declining
trust in and power of physicians, a consumer moveriat has resulted in more active

and knowledgeable health care patients, a blutreétggeen public-private health
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distinctions and the Affordable Care Act (ACA) (Goand Wright 1995; Rosich and
Hankin 2010; Stevens 2007).

Neoliberalism

Beginning in the late 1970s and strengthening thinout the presidency of Ronald
Reagan, a new pro-business activism and ethicc#meeprimary institutions within the
U.S. (Duggan 2003). Neoliberalism is a theory dftpal and economic practices
positing that social well-being is best advancediligrating individual entrepreneurial
freedoms and skills (Harvey 2005). Neoliberal pebcand practices have deceptively
constructed economic policy as a matter of neuteahnical expertise that has nothing to
do with politics or culture, thereby shielding jislicies and practices from political
accountability or cultural critique (Duggan 2003pirieff 2006). However, any good
analysis will show that the political economy does operate separately from other
social institutions in society. Economic goals emgbedded in and formulated through
political and cultural meanings that shape sodighoization and cultural context
(Duggan 2003). Within healthcare in general, andtalénealth care in particular,
neoliberalism has facilitated the privatizatiorheflth care, a shift to mental health
policies driven by fiscal rather than social goalsd rising, profitable industries such as
the insurance and pharmaceutical regimes.

National Governance of Mental Health Research Funding

In alignment with the rise of a neoliberal ethiamdividualism throughout the 1970s and
1980s, sources of research funding for mental heald illness such as the National
Institutes of Health (NIH) and National InstitutesMental Health (NIMH) increasingly

shut out investigations of the social conditiond aauses of mental health and illness
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and, instead, increasingly embraced the disciplimesmethods of biology, neuroscience
and genetic mapping as the right way to investigsatal illnesses (Orr 2010; Pilecki et
al. 2011; Schooler 2007).

Even a quick glance at the list of Intramural Resle&rograms (IRP) titles
demonstrates the disinterest or even disdain tiH\as towards investigations of how
the social environment affects mental health anésk. Schooler (2007:60) points to
multiple causes for the decline in funding and dieiwg of social science within the
NIMH across the past few decades: 1) the valuesyshat underlies the prestige
hierarchy within the sciences such that the mo@arthe phenomena under
investigation, the higher level of esteem attridy®) the perceived successes of
methodologies of studying micro level phenomend saagcbrain imaging; and 3) the
increasing influence of corporations and lobbyingups that steer funding towards
research on finding cures for specific diseases.

The Rise of Managed Care and Complex Health Corporations

The emergence, rise and dominance of managedtcactuses and strategies designed to
reform the financing of health care has drasticaltgred the US health landscape.
Managed Care (MC) emerged in the 1980s as a respormeclining government support
for public sector health care and the soaring aoispsychosocial and substance use
treatments in the private sector (Frank, Salkesed, Sharfstein 1991; Scheid 2003).
Health Maintenance Organizations (HMOs), PrefeRealider Organizations (PPOSs)

and other group insurance entities were establiahdchave multiplied as have their

strategies of external and internal reviews thetiatie the type and intensity of treatment
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services (Manderscheid and Henderson 1996; ManusdsdHenderson, Witkin, and
Atay 2000).

In addition to controlling costs by limiting accdssservices, MC companies
changed the financial structure from the traditidaa-for-service payments to one in
which providers are paid a set capitation fee basea specified range of services
(treatments deemed most effective) for a predetexdhiength of time (Mechanic 1999).
Capitation fees are significantly lower in compango traditional fee-for-service (30%
lower according to one estimate) (Moffic 1997).

Other predominant strategies of cost-containmesitide: gatekeeping,
precertification, case management and measureatilernes. Gatekeeping requires
patients to get referrals from primary care proksd@recertification or utilization review
requires that services be authorized before theyegrovided to clients. Concurrent
review or case management is when insurance coegaaoiutinize client cases,
documentation of treatment services, and evaluatidreatment outcomes of providers
on a regular or on-going basis. Further, managesl @aporations emphasize
measureable outcomes and require that patientt ¢uitleria of ‘medical necessity,
which results in denials of reimbursement claimige®these denials are for therapies
that have yet to be proven efficacious. Just anptherapists are denied payment for
their services because their patients suffer fragarder diagnoses that are devalued by
the Diagnostic and Statistical Manual (DSM) (Medbd®99; Scheid 2000).

While MC organizations started out primarily in {@vate health insurance
market, over time they have moved to dominate th®ip state and federal market

sectors, including Medicaid and Medicare. The a¢ff@t MC on the quality and quantity
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of mental health services is just beginning totoeisd for different types of services and
populations, but hallmark changes include a dedinapatient care and increase in
outpatient care.

In comparison to the previous health landscapepeates argued MC would
improve mental health services by increasing effeaise of economic resources. The
logic is that by holding mental health providers@mtable to high standards of care,
treatment outcomes would improve and costs wouldayen. However, past Deputy
Executive Director for public policy at the Natiddliance for the Mentally 1ll (NAMI)

E. Clarke Ross (2000), examined the applicatiomafhaged mental health care in the
public sector and concluded:

. . . other than constraining costs, most managédyioral health programs have not
lived up to their promises. . . In poorly performgipublic managed care systems, often
the managed care vendor lacks a social commitmesrause of primary obligations to
private shareholders or the bottom line [which dbates to the] problems faced by
consumers, families and enrollees. (Ross 2000:203)

Thus, the primary criticism of MC is that it unden@s social justice through its
commodification of health and in the process dessprofessional ethics (Scheid 2004).
In two articles and a book titlebe a Knot and Hang On: Providing Mental Health €ar
in a Turbulent Environmentmedical sociologist Teresa L. Scheid illumingtesways in
which managed care practices threaten professiogiak of health care, autonomy and
ethics (Scheid 2004, 2003, 2000). Scheid condupttitative interviews and survey
guestionnaires with mental health providers whoke&drin both private and public
sectors. She argues that managed care significaltelyd the paradigm operating in the
health landscape from one based on professionasethd commitment to community

care to one of technical rationality and bureauc@ntrol (Scheid 2004, 2003, 2000).
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“Providers at CARE felt they were not able to prewige treatment or services they
believed their clients needed, and they have rasgeidus concerns about the quality of
care’ (Scheid 2003:158). Rather than adhering to aad@cibiopsychosocial model of
mental illness, MC imposes a medical model of 8ken its providers by privileging
treatment goals that focus on short-term improvdmanthe expense of deeper changes
that would provide longer-term stability (Scheid3{. In addition, a critical
“consequence of MC is the greater reliance upontpatrec medication as opposed to
more intensive forms of therapy or skills trairiii§cheid 2000:709).

In Scheid’s analysis of interviews with providensthe private sector, she found
MC significantly impacted the everyday therapeutark practices, to the extent that
some therapists were considering leaving privaaetpre (2000). Providers in the private
sector were working longer hours to augment tim@iomes due to the significant decline
in reimbursement fees and yet had increases inmastnaitive duties such as paperwork
and phone calls for treatment authorizations (2cB6D0). However, it wasn't just the
intensity of administrative labor that providerseated; it was that these duties took
focus away from patient care, proper supervisionfiauing education and the quality of
the therapeutic relationship (Scheid 2000). FurthEE is a coercive threatening system,
because if providers spoke out against a managedrsarance company, they were
often dropped from mental health panels or put proaider excluded list (Scheid 2000).

Managed care subjects the treatment decisionsoefdars and provider-client
relationships to increased managerial, financidllaureaucratic scrutiny to the point

where both the quality and quantity of interactomtween provider and patient are
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compromised. In addition to harming therapeutiatiehships, managed care threatens
professional autonomy over their own work.
Theorizing Professional Dynamics: Countervailing Powers and Zones of Discretion

The attention on studying the dynamics of profassithat is, their
interdependence with the state, and more recesdfporate and other external actors, led
to studies of the power relations embedded in gexdmalism. Important theories of the
decline of professional dominance emerged suclepotessionalization (a loss of
control over the content or form of one’s work)pletarianization (a downward shift of
status from self-employment to wage labor), anghetization (the transformation of
health care from charitable pursuit into profit nmaizing business), to better understand
the relationship between the medical professionthaedtate and/or economy (Abbott
1988; Larson 1977; Light 1995; McKinlay 1988; Walky 1993). While each of these
concepts capture an important feature of the sigittiynamics between the medical
profession and the political economy, Light andibe1988) argue these theoretical
approaches mistake the part for the whole, thefaibigg to capture the complexity of
actors and relations in the larger arena of acBanding on studies of the professions
that emphasize the interactions of professions wotitler actors, especially those of
Johnson (1972 and Larson (1977), Light challengesstigations of professionalism
based on the assumption of professional autonomyrestead posits the theory of
countervailing powers (see Light 1991, 1993).

The theory of countervailing powers locates pratessand the strategies of
professionalism within a larger field of institutial and cultural forces, and facilitates

analyses of interactions of a field of powerfulaastthat are interdependent yet distinct in
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their positions and interests in health care (LRPM@9). ‘As a sociological concept,
countervailing powers is not confined to buyers aallers; it includes a handful of
major political, social, and other economic groupat contend with each other for
legitimacy, prestige and power, as well as for netgland monefLight 2009:241). The
sociology of the professions work today starts ftbiassumption that each medical or
mental health profession is one of several countkng powers in society invested and
interested in health care. In addition to the awess of multiple interested stakeholders,
contemporary analyses attend to how these relatiozisge in response to social,
political and economic values and priorities.

The Role of the Professions in Transformations of Health Care

In the past few decades the organization and dglnfehealth care has
undergone significant interconnecting transformai¢Hafferty and Light 1995) leading
to questioning whether or not health care is begdmized through the professions
(Feldman 2003; Martin, Currie and Finn 2009; Timmans and Oh 2010). Opening up
the role of the professions in the organization égldzery of health care services is in
part based on the fear that professional normsmdal decision making have been
corrupted by the logic of the market and increasatgsumerism.

In addition to increased attention to the role rfamizational contexts and
professional norms in shaping the terms and canditof health care delivery, scholars
have investigated external (the state, the econameyrance companies, pharmaceutical)
and internal (diversification, specialization, stilasion, oversupply) countervailing
forces and the ways they intersect. All of thesengies are important and demonstrate

professions’ relations to capital are complexs leasy to both over and under estimate
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the role of the professions in the organization deldvery of health care, and in order to
better understand the paradox of the expansioredical sovereignty and decline of
professional autonomy, professionalism needs exainthin the larger macro context
of the political economy (its relations with thatst, economy, other professions, all
external actors) and within the micro politics wfaraction in day-to-day work within and
across varying organizational settings (see Li@i92 Timmermans and Oh 2010).

The combination of tightening revenue streamsngisiosts, competitive markets
and patterns of variation in both availability aquehlity of health care situate the role of
the professions in the center of the contemporaath care controversy. While the
government, (federal, state and local) is the lBgparchaser of health care, it is only one
among corporate purchasers (insurance and managedampanies), corporate sellers
(manufacturers of medical technologies and drugh as pharmaceutical companies),
consumers (including special interest and othesgorer groups) and other providers
that have been designated as external forces oémpand interest within the Medical-
Industrial Complex (Hafferty and Light 1995).

While the theory of countervailing powers has ledislogical studies of the
professions rightly in the direction of examiniing thistorical and situated complexity of
actors and power relations in contemporary health,c¢he distinction between external
and internal forces falsely separates actors iistiindt collectivities. Instead of focusing
on external and internal actors and motives, | athgat we need to examine the co-
constitution of health care organization and delitbrough specific situations of care
that involve professional negotiations and intacaxst across levels of the social. In

addition to countervailing forces, the rise of M@mpanies and the assemblage of
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neoliberal and biomedical discourses are part@t#st that shape the contemporary
health care arena, with their power structuringdagy practices of health care
professionals.

Theoretical Framework: The Biopolitical Economy of Health and Iliness

Medical sociologists have been examining what gesylargely as technoscientific
changes in biomedicine since the mid 1980s (Clatk# 2010, 2003). If medicalization
was the first major transformation of the organaaand properties of health care in the
U.S. (Bauer 1998; Clarke and Olesen 1999; Conr@@,12007), biomedicalization is the

second major transformation (Clarke et al 20103200

Biomedicalization is our term for the increasingbmplex, multisited, multidirectional
processes of medicalization that today are beitly &dtended and reconstituted through
the emergent social forms and practices of a highlyincreasingly technoscientific
biomedicine. . . That is, medicalization is intéyisig, but in new and complex, usually
technoscientifically enmeshed ways. (Clarke e0dl247)

The designation of this transformation alludesardy to technoscientific
innovations of molecular biology and biotechnolagieut to Foucauldian theories of
biopower and biopolitics (Clarke et al 2010). Biogs and biopolitics refers to the
emergence of political knowledges, techniques anlrtologies that enable analysis of
processes and forms of life, and thus also, healthillness. For Foucault (1977),
biopower and biopolitics signaled a major histdrlm&ak in the ideas and practices of
politics, leading to the reformulation of politicedvereignty through the emergence of
new forms of political knowledge. Prior to the™@entury, a sovereign repressive control
over death reigned, whereas contemporary formgwepnow make regulative

calculations to maximize life and the surplus vatygoduces or will produce for the
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economy?* Thus, biopolitics refers to the ideas and prastizegovernment and state
institutions that attempt to administer and reguldé processes. Foucault’'s theoretical
constructs of the disciplines, disciplinary socjehe life sciences, biopower, the
individual and social body (population), and nonzetion, produce a theoretical frame
from which social theorists examine how new teckreific knowledges intervene in
not only life, but processes of life such as heait iliness.

In hopes that biomedicalization theory will be ussdan analytic framework for
future studies, Clarke et al. (2010, 2003) deliedae key interactive processes of the
second major transformation of American medicirtaiefly review the interactive
process relevant to this chapter: the biopolittecadnomy of health and illness. This
process encompasses how the health care organimticreasingly profit oriented,
corporatized, and how new biomedical knowledgesrielogies, services and capital are
co-constituted. Biocapital is the study of the systems of exchamglecirculation
involved in the contemporary workings of the ld&aces, but is also the study of those
life sciences as they become increasingly foundatiepistemologies for our tirhe
(Rajan 2006:12). Rajan argues that epistemic asfthtdogical assemblages such as
genomics (and therefore biomedicine and neuropatghiare impossible to understand
without attending to the political and economiarieworks within which they emerge

(Rajan 2006:280). Following this, | examine how #ssemblage of managed care

** For detailed theoretical and empirical studies of the contemporary bioeconomy and human life as
surplus value, see Cooper 2008; Franklin 2006; Harrington et al. 2006; Rajan 2006; Waldby and Mitchell
2006. Although life emerged as a focus of politics in the 17" century, the life of a social body, or
population, and its economic value — or the political economy of life, emerged later in the 18™ century
(see Foucault 1973; Lemke 2011:45; Rajan 2006:13).
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companies and the state structure and stratifyeadeht mental health care. | employ the
biopolitical economy of health and iliness as aalyit lens in this chapter, building on
the few studies that have demonstrated the waysh@diopolitical economy further
stratifies health care (Clarke et al 2010; Schéfeghes 2004; Shim 2010, 2005, 2002).
BIOPOLITICAL ECONOMY OF HEALTH CARE: DSM, INSURANCE AND STATE POWER

As demonstrated in chapter four, the assemblaggedfiomedical model enshrouded in
the DSM technology, and insurance company powegimalize Mental Health
Practitioners’ (MHPs) own professional knowledgaqpices and expertise. Revising the
DSM to account for the social, relational and adoémt specific aspects of mental iliness
will not sufficiently address the issues MHPs fprdblematic about how the biopolitical
economy shapes their everyday clinical work. Thegroknowledge and experiences of
alternative mental health professionals, in congoarito psychiatric professionals, are
marginalized by the assemblage of the DSM and ami& companies. Here, | offer an
analysis of MHPs’ experiences of countervailingcés to the professions—MC, the
DSM and state governandesked a psychologist about the ways his workaped by the

DSM and instead he critiqued the privatization eélth care:

I think that the diagnostic codes, | don’'t know wbe they came. | don’t know if they
were generated because of some pressure from liegucampanies, but insurance
companies use them the way businesses use any begl.use them to save money; this
is not putting a client’s interest first. Every sien statement from every third party
payer says we're looking out for you and your gaedters to us. No it doesn’t. What
matters is saving money and they've begun to wsetiie DSM] to manipulate to save
money because that's what business models do.'tl tthamk it's the fault of the
diagnostic codes that this happens. There is sangetirong with the privatized for-
profit business of health care.

MHPs critiqued the biomedicalization of the DSM dmav it constrains their

psychotherapeutic work. However, they also recaghihat the DSM technology has
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been taken up by insurers as a tool to save m&imylarly, when asked about MC and
the contemporary health care system, a clinicatipsipgist discusses privatization:

I think it's owned by business. Americans didn’tnvgovernment involved in their
health care and they got what they asked for. Azaes feel very strongly about
government not being involved but what they faif¢oognize is that if its not
government regulated, its going to be regulatedrixate business industry. Its
capitalism at its best and mental health is a histiarendeavor, it's a social science.
Mixing business with social science is not a goocktail; it's not a good mix. It's a
disaster, but if the conservative, anti-governnmegtlation of mental health wins over,
there is enough good will in non-profits. The peghlis, you really do need money to
back up almost anything that is worth while; to et professionals that all went to
school forever, right? You can look at it as adblinks, why are we going to trained
professionals to get doctorate degrees to then ofii® for what if you don’t pay them?
Why go? We’'ll just have a bunch of paraprofessismahning around, it's all linked. If
you want a quality mental health program, you haveay for it. If the private industry
had taken over mental health and they actually paidell we'd be fine. The fact that
they took it so they could have a yacht and thenteghto profit and hold back the mental
health provisions, that's why it's a disaster.héy truly cared about mental health and
put the money into it, it would be fine.

In the description above of the role managed ckagspn shaping everyday clinical
work, a clinical psychologist working on the EastaSt critiques how mental health care
has been taken over by business. She notes tkatgdyi run health care could work if
money were actually invested in the system, buunder the system of capitalism in
which insurers have incentives to hold back on igious. Below, a social worker who is
also involved in state government and policy woekaibes how MC represents what is
wrong about a political economy of health and gsiguided by profit rather than health
and illness:
I think it's a crock. Managed care is the epitorhgbat is wrong with the health care
system. It's why we need a public option. It's whg rich are getting richer and poor are
getting poorer. Especially at the state level lyaneates incentive for the guy at the top
and his minions to get a bonus. It's an incenthgziype thing. Deny coverage and you
get a great bonus. The guy who runs managed caké for this state, well, multiple
states’ Medicaid programs, his bonus last year@8asillion dollars. When | read it [in a
local reputable newspaper], | called my boss amti‘dal you hear me screaming from
this side of the state?’ Think about how many smwiyou could give people. Managed

care doesn’t work.
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In my interviews with providers across this larg@iestern state, many MHPs referred
to a particular insurance company, which | refeasdVl, that had the the most
problematic policies. In the midst of debates alpmitding health care reform bills, she
argues that a public option of health care woulevate some of the trouble of the
current assemblage of state and insurance powlenwBghe goes on to tell me about this
Midwestern state’s republican governor’s decismhite someone to help their managed
care and Medicaid systems save the state money.

The gal we [the state] hired to implement thesangka her name is ---. She’s lovingly
referred to as the ice queen of the legislature’sShvery nice lady but she was brought
here to be the hatchet. She was hired out of [siMieat they did there, we liked. She'll
tell you that the 75 sessions is not a lifetime aa@ that LMHPs can continue to apply
for services. Do you know how much paperwork antltape they create? Nobody wants
to deal with that. Think about a kid who is presapivith early signs of schizophrenia or
any of the major mental diagnoses. They probabiylshdo therapy at least two times a
week if they're not in a residential setting by now

Again, the social worker above who also works is tate’s legislature as a legal aide
describes how the on-going state/MC assemblageésoon how to save the state
money. While this social worker clearly knew mob®at the local and state political
governance structure and how it and MC co-constittihe local health care delivery
system, other MHPs such as the following Psycluddurse Practitioner also recognized
the ways in which local, state and federal govemtrhad previously and are currently
involved in shaping the health care system:

It's changed mental health care for the worse beeitis all about the money. The whole
idea behind managed mental health, the origina, idéich actually President Kennedy

is the one that started community based servicestatted the managed health cycle. He
had great plans for it and | think it would havebeery successful, you know nation
wide if he had lived. What | see now is that wegstl for this service and only this
service and you only have this amount of time tétdo

MHPs articulated that the assemblage of the stafiederal government and MC may

have originally been designed with good intentidng,under the current privatized,
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capitalist system, insurance companies’ practicesguily aim to save money through
capping services, setting annual and lifetime cagedimits and by decreasing service
provider fees.

Our fees have gone down over the past 5-10 yeadspaly one company | can think of
has raised them consistently. There are a lot wipemies that have dropped it even by
half. If they're saying okay lets pay you less, &td make you spend even more time on
the phone with these Turkeys and now its goingeta bederal turkey. . . The state may
have saved but M is profiting very richly. If théise M which | think they probably will
do, they may find some company like C which willre®in here and be worse. C is the, |
think they probably do get more people coveredpliln’t know, there are areas in the
country that have it and it's spoken of as the wadirs almost worried that this is going

to fall into the hands of . . .

Above, the strategies MC companies utilize to saages money while profiting are
described. What is important here is not only thate are lower fees for services, but the
complexity of the relations between the federalagament, public social programs such
as Medicaid, MC specific MC insurance companied, the strategies that particular
states take in governing their mental health caagkats. When | asked MHPs about the
DSM as a technology and how it structured theirkytrey articulated the ways in which
MC and the DSM assemble to create a unique fortaabinoscientific power that
requires complex on-going negotiations. Similanpen asked about MC and how it
shapes their everyday clinical practices, MHPsudis¢he ways in which MC operates
within a larger context of state and federal poard influence (or lack thereof).

Another feature of the political economy of mertehlth care is that it has been
necessary for distinct professions to secure a segjof the market through lobbying and
other politicking work. MHPs argued that some & thsciplinary professions within
mental health care such as psychiatry and socied hvave done a better job at lobbying

to get their therapeutic approaches legitimateddsernment and insurers:
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Practitioners who use intrapsychic and individuadels have gone to bat harder. In
comparison, the social workers went really harfigiot to get on Medicare, years ago.
Other schools of thought didn’t fight to get remmeted and they didn’t get represented.
Social workers got, are the only ones who were tabhe credentialed with Medicare.
Not that | care personally, that's really not a bygant, but | think the same thing
happens when it comes to which fields of thoughateaceptable. Are people out there
fighting to get random controlled trial studiestlogir issues and their approaches? If they
can get something that works then people can say it's in this outcome book, now
use our approach. I think Systemic approaches Haween fighting as hard, until lately,
to get that. | think that's one of the reasons whgple are willing to treat things with
medications, because doctors have always had sayhegeople who are really good at
individual therapy would like to be paid for thatihk you. But there is a lot of research
that shows that there are systemic treatmentgthatong with medication that can help
a myriad of issues.

Thus, some of the mental health professions heyall, socially, politically and
economically secured a stake in the market of plingi health care in ways that some of
the other professions (including the recognitiohaiir theoretical orientations and
treatment techniques), have not. For example, dyn@mgnsed Marriage and Family
Therapist (MFT) discusses how the government prodveedicaid recognizes them as
desirable providers but Medicare does not.

My field was one of the later ones to be formed.Weeen't formed until the 60s or 70s.
We are still that little kid on the football teanyihg to prove that we are just as good as
everybody else. Medicare very quickly recognizednselors and social workers as
being able to help but we aren’t recognized. | heavested interest in that because |
know just as much as the next LMHP. Now Medicdiddius, Medicare does not. They
are both government funded healthcare so we're gaodgh for poorer younger people
but not the elderly?

The section of quotes above illustrates that seled providers and theoretical
approaches is organized by political economic stines and relations. The lobbying
actions or lack thereof of the professions imphetrtability to receive government
support and reimbursement for their mental healtlk services. In the contemporary

privatized market, MFTs are unrecognized by theeftesurance assemblage of the
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Medicare program and several types of therapengtatrhents are devalued or are not
recognized by insurers as EBPs and therefore dneemabursed.

Because of managed care, and the general trendiitys people want a quick fix. They
want answers. Everything is cognitive behavioraifdstunately people eat up the media,
and their understanding of mental health work isegsuperficial. We live in an era
where while we know as much as we do about meetdtt and way more then we used
to, everything is very medication oriented and Rtix. . . | end up staying on the
surface a little bit more. | think we refer out foedication more than we would if people
were devoted to working.

Thus the power of the media and MC in shiftingtiype of mental health care provided

is recognized as much as are the relations of pbetveen the DSM, MC and state and
federal governance. In what follows, another MHReadow MC has shifted the field of
mental health care away from interpersonal psychanhyc transformations and towards
short-term behavioral and medication treatment @gugres:

The three years in the in-patient program backénday before managed care, we had
fabulous treatment for adolescents. The staffwlmaked at -- Psychiatric Institute in
[state] were so profound and amazing. The work weag intense, a kind of systems-
object relations approach. You can't find progrdike that anymore because of managed
care. Things became quickly revolving door; behalimedication oriented starting in
the late 1980s early 1990s.

Again, the impact that MC has had on the field ehtal health care is discussed as
significant. In this analysis section | demonstiatew MHPs are critical of the
privatization of care. MHPs recognize the compleationships of power between the
DSM, MC and state governance and critique the wayghich the current system is
guided by administrators and bureaucrats interastedving states money and making
companies profit, at the expense of patient catePMargue that MC companies need to
be regulated at the federal and/or state levethEyrsome MHPs recognize that their
own stake in the market is dependent on politickBefore turning attention to the
analysis that reveals the micro-interactions betwd€ regulations and everyday clinical
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practices of providers, | first demonstrate the {get still contested) aspects of the
managed health care system.

MANAGED CARE RECONFIGURES TREATMENT PLANS AND PRACTICES

Managed Care Enhances Professional Accountability and Treatment Plans

In my interviews, while MHPs were overwhelminglygagive about the ways MC has
changed the mental health care field and theirye\ssr practices, there were a handful of
practitioners who talked about the positive changasaged care has made.

Probably because I've done this work so long, Itkeavorld as gray not black and
white. Years ago | would have said its [MC] justtitde, but now I'm saying there is a
place for it. It makes our lives as clinicians mooenplicated but it also holds us more
accountable. | think in a well run managed car¢esysit can help a clinician be a better
clinician. By well run, | mean fair, having the ba#terest of the client at heart and really
understanding what needs to happen for that clidrgre was a time when Medicaid in
the state of -- had no management. Clients could ha many sessions as they wanted. |
certainly had clients that had more sessions they probably needed. | had one client in
particular who had multiple Axis | diagnoses, lotsrauma, | could literally justify that
she could benefit from therapy for life, but | tkibecause it wasn’t managed, neither of
us were motivated to say, how are we going to kndnen we’re done? Let’s get that
figured out. I'm not sure in the end if it serveerh

Practitioners often remarked that the positive geamanaged care has made to the field
of mental health care is that it has institutedgssional accountability. In the quote
above, the MFT argues that MC ensures that prafiesls are clear about therapeutic
goals and are mindful of the financial aspectsedtment. MHPs agreed that before
managed care, some professionals abused the system:

Before managed care came along | think some pedipised the system. People maybe
misused the system a lot and worked it to theinathge and weren't always very
diligent. Then there are people that have alwags lvery diligent and done it the right
way and they get hammered along with the rest efy@ne else. What happens with
managed care is that they give guidelines and gglesiroom. It's really hard to break
them out of their box so to speak. | think havihgaks and balances is not a bad thing
necessarily. It's when the managed care system say®e not dictating treatment we're
dictating what we will pay for. They're not sayititat, they're saying the decisions of
treatment still lie in hands of physicians and #épésts and stuff, but they won't pay for it.
We understand that but if we're talking about & tieat costs two hundred dollars and
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we’'re talking about a family who has 4 children amdincome of less than 20,000 a year,
they can’t do that. That leaves it to us. If wankhit's clinically necessary, we’ll do it
anyway and not get reimbursed for it but how oftan you do that? If managed care
could have a little bit more leeway in how theywithings, and be open to things rather
than as structured and rigid, it would be better.

A common narrative about the impact of managed isafeat it is good to have a system
of checks and balances, but that in the manageofdéinances, MC companies too often
over-manage clinical aspects of treatment as Wwe#lddition to improving professional
accountability, practitioners discussed how managed policies have improved
treatment plans (although this is a highly contksdsue):

Within our agency, our treatment plans are phenamére read treatment plans from
other agencies, from private practitioners, ang’thesery basic and I think that with M
or the managed care insurer in this state, theggaesting more on our treatment plans.
We have a goal and we have objectives on how we tineegoal. We have how this goal
will be measured, how long they have to meet thiad,gvho will be measuring the goal,
and who is responsible for implementing these divjes. We're very thorough in
creating these treatment plans. That is in respans@naged care, and getting paid
basically, but that truly does improve the servittes are provided.

Below, another practitioner discusses how manageglltas improved their treatment
plans. However, the narrative they offer is thatl&wmanaged care has improved some
aspects of mental health care work such as treatptems, managed care companies are
going too far, or are over-managing.

| see the need for it and | definitely think it hitssbenefits, the way our treatment plans
have evolved. I've gone through struggles withrsgei child that clearly is not getting
his needs met in the home and making the recomrtiendar a higher level of care is
not acknowledged by a reviewer from managed care/fiatever reason they may have.
But they haven't worked with this client. They dokhow the dynamics of the family.
Even though you try to provide as much history@s gan in these referral forms. Once
managed care reviews it, well you're spending tacimmoney on this. It can definitely
limit the services, and | think at this point yaaallowed 24 sessions or maybe its 12.
Some of the limitations, some of what they're manggoes a little too far | think.

In another example about how managed care has wagtoeatment plans, a master’s

level counselor discusses how he has gotten rgatig at quantifying treatment goals as
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a response to managed care requirements. Howevalsd mentions that a particular
insurance company that is predominant in this $tagesuch strict treatment plan
guidelines that practitioners are forced to folliwir policies even when they aren't the
insurer or authorizing the services provided. Imeotwords, it is another example of how
managed care has improved treatment plans yetvged as over-managing clinical care
work.

| think we do a really good job at quantifying ihan we are required to do treatment
plans that meet up with certain standards. M, drieeocompanies that has far more
power than anybody should, over the private noffifpanere | work. Even when they
are not covering it or authorizing the treatmeni gtll have to follow their guidelines
when you're making up treatment plans.

Finally, there was one clinical psychologist | miewed on the East Coast who, in
comparison to most of the practitioners | interneehwas overwhelmingly positive about
managed care. Yet during our interview he discuss®dhe rarely documents the way
insurers would prefer, choosing to focus on cl@are rather than documentation. His
experiences did not seem to mirror those of thetji@ners | interviewed who were
working in the Midwest (or others on the East cadsdm had stopped accepting some
forms of insurance because of how much they limite@). When | asked him about
these differences, he determined it was because poawtitioners are prejudiced about
managed care. Perhaps this is true. | also thplauwssible explanation is that some
insurance companies “over-manage” or enact polmiespitation and deny services
more than others. Of course, that he was a prewdastor for a managed care company
might shape his very different perspective as well:

I think you're dealing with people prejudiced abantone doing a review of what
they’re doing. | was director of Behavioral Hedibin blue cross blue shield of
Connecticut. | was chief of mental health servicesa community health care plan
which was the first HMO in Connecticut, am | marégare? Maybe | have a different
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disposition as a result of some of my professiexakerience from someone who has
never been involved directly with insurance comparar dealt with any of their issues. |
have patients who have limits on sessions butltlagite a review and | get more
sessions. It's a pain in the neck | have to godraahwrite the thing after six sessions but
okay. As a citizen thinking about practice in thed, | think these things are important
and won’t go away.

While his perspective on managed care didn’t titiost common narrative, | think he
rightly acknowledges the positive aspects and gerloaiginal intentions of the creation
of a managed care system. The rest of this chéqateses on how managed care has
changed clinical care in ways that are predomiganéwed as negative or harmful to
clients’ best interest.

Managed Care: More Work for Less Pay

A common complaint about managed care is that te@umentation requirements have
decreased the time clinicians have for direct ddosumentation is required more of
therapists. Therapists spend a lot of time on papek, versus working. You know if you
have to do this, this, and this paperwork wiset thkes time and limits the number of
clients you can see. If it pigeon holes you or mmakmi lose sight of other interventions
then it can be a bad thin@his quote illustrates how MHPs resent spendingentiane on
documentation or paperwork and less time on dokaical work. Further, while most
MHPs agree that treatment plan guidelines can lpfuhethey frequently voice the need
for clinical flexibility in their treatment technigps.

Managed Care drives everybody nuts. They claimakenimprovements, to make it
easier to obtain services and for providers to et service, but it's having the opposite
effect. It requires a lot more paper work, it'armore time consuming on the clinical
side. That's burning people out really fast. Ptamters become overwhelmed with it,
because it is too much. Access to services tocetsyphuge, because there are a lot of
loop holes to jump through.

Thus, practitioners complained about how MC haesemsed the administrative aspects of
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clinical care work. Yet, what they argue is thegaigproblem is that they spend more
time on paperwork but are also increasingly limitedcquiring access to services for
their patients. Right now more than anything, managed care is hindea lot of
services. There is a lot of frustration, a lot mdameumentation that goes into a lot of
behind the scenes work. We're already filled witbnt caseload so we don't have time
for all of the administrative side of it but itaaddition. That's one of the biggest
frustrations.” MHPs recognized that the increases in adminisgairunpaid aspects of
clinical work was a significant effect of MC andpegssed their frustration over the
difficulties of balancing the increase in unpaidlamdesirable work over their preferred
direct clinical work.

The productivity requirements are really high. @lians are supposed to have five and a
half hours a day of billable time. It's a lot orptof all the paperwork because so much of
what we do is not billable. We can'’t even bill fgrone calls. We had an audit and they
marked us down on networking. You want to say &nth“why do you think that is?” If
you’re only going to pay us for face to face cotta€course the networking is going to
go down. Also, you are so overloaded with twenigftlients, and you have to meet all
of their needs. You're just putting out fires foose twenty-five people. | think some of
that networking can seem extraneous. You know,léiek to do that. Just give me four
more hours in a day and I'll be able to.” Part of job is training. | was in Minneapolis
last week and one of the things | say to thenf igu’'re not doing trauma treatment
yourself, you at least need to find out who isthei you can make referrals. Some people
came up to me after these trainings and they’'ee like don’t know anyone in
Minneapolis-St. Paul.” There have to be providerslinneapolis-St. Paul. You can’t
have a large metropolitan area like that and neg lmople who are doing that, but again
they just felt bereft at not knowing, ‘where doeldgin? How do I find...? Who's doing
this?’

The shortcomings of the mental health field whesoines to networking with other
professionals were frequently raised during myrinésvs. It made a lot more sense as an
issue once this professional discussed how alloréing, communication and
collaboration with other professionals and parestanpaid work. In a field that is

extremely interdisciplinary, failing to recognizepay for clinicians’ communication
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with other professionals and adolescent client®ips, families or school providers,
seems to be a significant oversight that reducesgtiality of care. Practitioners usually
discussed these frustrations as a result of howisMftided by profit rather than the best
interest of their clients. Another significant isswith what guides managed care policies
is the way they focus on capping or limiting seeac

Commodification of Care: Capitation of Services and Spending

Similar to the findings of Scheid (2000), MHPs cdanped about how capitation
strategies limited the services they could prowdd the patient-client relationship. Here
| offer a few examples of MHPS’ experiences witpitaion.

One of the examples, | had seen a three year oidlets and lots of environmental crap,
there is just no other word for it. | had writtemr doig assessment and | had done a
treatment plan and all that sent to M. They said gan have five sessions total with him.
Mom’s having a baby this month; dad’s getting reéshfrom jail soon. This kid just got
returned to mom’s custody last January. In Marcimfagartner moved in and he has
nightly sleep terrors. They [MC insurance compar]ysid you can have five sessions.
Deal with it. What managed care is doing is putanzap on spending by eliminating
sessions. It doesn’t make any sense.

In other words, practitioners were frustrated viitlw MC companies limited the number
of therapy sessions they could provide. The reagoncapitation and other cost-
containment services are problematized is becdusei@ns operate under a professional
logic of care whereas MC companies commodify caoenehow | became the agency
guinea pig, with all of this M crap. | was the fie to have kids denied outright without
anymore sessions. Right now the director is readimg of my files because | have to fax
some paperwork over to M, so that's been kindreksful. MHPs discuss various cost-
containment strategies of MC organizations and ti@awimpacts their clinical work. Not
only do MC companies contain costs by limiting thenber of sessions, but they also

review documentation and deny services outrightlessribed in the previous quote.
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MHPs frequently discussed precertification or omgaeviews by MC organizations as
the most stressful part of their everyday work.

Managed care, I'm lucky in the sense that my [stpomgram] kids are through a grant
so | don’t worry about insurance or have to fighget sessions. My other outpatient kids
are on insurance and once their insurance sessior@it they have to stop unless we
can waive their fee or make arrangements. For neathegre to dictate who gets what
services and how many sessions they get, | jusk iti$ ridiculous.

Again, the clinicians | interviewed discussed hd@ companies used multiple
cost-containment strategies that interfered wighrteveryday work. However, in the
contemporary biopolitical economy, it is difficatt make firm conclusions about how
managed care effects mental health practice. Shecause there are several insurance
companies, different cost-containment strategies,as noted above, multiple sites of
therapeutic care. Often, the practitioners thatkwoithe schools or in in-patient
residential treatment centers do not have to dehlMC capitation strategies similar to
those that out-patient therapists struggle withrydesy. While at times the cost-
containment strategies of MC companies are destni@e as a nuisance to MHPS’
clinical focus of work, other times these stratsgetually hinder what providers see as
critical care.

The most confusing thing is that you get differanswers from them. | can call in and
ask one thing and another colleague can call inaskdhe same question and they get a
completely different answer. That's statewide. Wiea talk to people at groups we find
out we're all having the same issues. They're mapi@ople out now, lifetime sessions.
We've had patients with major mental health isshas MC says can’t receive any

further services. It's a money thing; it's all amey thing. | have one patient | used to see
two times a week. She has major mental ilinesgrathbstance abuse issues, lots of
things, and now you can’t see them more than oneeek. Sometimes it's more cost
effective to do some of the work we can do here thase people ending up in the ERs
because they're suicidal.

Thus, while MHPs operate from logics of professlathics and care, MC companies
makes decisions based on short term need or meudticatsity. Financially speaking, in
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the eyes of MHPs, this often costs the system maneey in the long run. In both the
description above and below, different MHPs prownderatives of how clients with
major mental illness are being unduly impactedigydost-containment strategies of MC

companies.

Most private insurance companies allot a certainwarhof sessions per year; 24 or 12
sessions a year. That's what, two sessions a nfahthost)? For some kids that's not
going to be enough. But that's all you get anahtitie up to the client to figure out how
they are going to fund the rest. In terms of Meidic#'s about making almost monthly
phone calls to M (that manages Medicaid), to hietliely are going to let you see that kid
or not, and how many times they are going to let gee that kid. It's jumping through a
lot of hoops. They require you, after so many sassito submit progress notes,
treatment plans, and pretreatment assessmenthg@ver is on the other end of the
phone. Then they get to decide. So the game iglveiry careful what you write in your
progress notes but you also don’t want to be teeakng because that breaches
confidentiality. | struggle to find that happy medi. You want to say enough to make
sure they are aware your client needs the serbigegou don't want to say too much.

Managed care has changed the field of mental hbgltbquiring more unpaid work such
as documentation and phone calls, while exercisialjiple cost-containment strategies
that limit the number and type of services clinigaan provide. Cost-containment
strategies are frequently discussed as a nuisamtcasarestricting the quantity of care
patients with major mental illness are able to ineceHowever, the way MC has
reconfigured treatment plans, goals and techniguefien argued as changing the quality
or content of everyday clinical work.

OVER-MANAGED CARE

The ways in which MC reconfigured treatment playjeals and techniques was a
significant issue that was raised in my intervieM$lPs problematized this
reconfiguration in different ways. One major critggwas that MC policies that governed
what were acceptable treatment plans privilegegdage and techniques that were

biomedical and behavioral as opposed to psychodynam
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When I first started in mental health treatmenhplavere more long term psychodynamic
and systems oriented. They allowed for fair amoohtserapy and were more global
process oriented, focused on reducing conflictdeweasing depression. As managed
care came into the world we have had to do treatpians that are very behavioral.
Everything has to be stated with a behavior, etémgthas to be numbered, and the
behavior has to be specified: the patient will hilaree friends by the end of three
months.

In addition to governing the language of treatn@ans in a way that expunges
psychodynamic and constructivist theoretical dagans, MC policies privilege
treatment techniques that are behavioral and bicralked

We have a certified play therapist and an art fistand they don't like those to show
up on interventions anymore. We'll still do thenthase it's been found to be helpful but
whatever study they were looking at says it washé.can't use the word maintain
anymore in our plans, so we have to find other waysay it, and its going to say the
exact same thing. We always have to figure out,kmaw, communicate with each other,
well | just got denied because | said | did plagrépy. Now don’t say that and you can
do it because it's going to be helpful but dony faat anymore. We kind of have to code
what we’re doing in a way, you know. If we just terhelping kids, that's what we do,

no, they want to see ‘as measured by.’ | starpnogress notes before clients even come
in, reported functioning regarding, and thenllifilthe goal has been impaired or
good, as measured by . . . or as evidenced bwe.have to have those specific words
that they are looking for. We’ve always given timformation but now they want

specific words. We just all roll our eyes and garteetings.

Again, MC policies privilege biomedical and behawgiaheoretical orientations and
treatment techniques. MHPs exercise numerous wanknas and processes of cribbing
to figure out how to “pass” MC regulations. Sevéi&lPs described this
reconfiguration of treatment plans as cookie cutter

Well because our agency serves so many Medicadtsl|iwe kind of change our policies
as they change theirs. Treatment plans have togasumneable, objective, and something
else. You have to use the words that they wantgase. It has become a lot more
cookie cutter. To be perfectly honest as an agef®@n they change their goals, we have
to keep figuring out how can we keep providing ¢thee that we need to provide to them
in meeting (or fitting) these goals (or rules)that means we need to close their case for
30 days and just use no money and our time tormaatio help that family along and
then reopen them in 90 days, then that's what veel te do. It's more work for us but we
have to fit within these stipulations.

In other words practitioners critique how MC preféneatment plans that are formulaic
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and behavioral and thus, ignore patient personlandcheterogeneities. MHPs rely on
their collective knowledge about MC authorizatio aenial histories to successfully
enact cribs that help them conform to what MC wamtzrder to be able to continue

providing psychotherapy.

[Name of local non-profit organization] has a cantrwith [public schools] that if we're
in certain schools where the need is high, we cawighe the mental health services.
That's my employer, and then | work closely withgtpublic schools]. We're getting a lot
of pressure right now from the financial aspect] trem not wanting to cover services,
so that's definitely changed. Also, our treatmdahp need to be more directive and
behavioral. Instead of ‘Bobby will work on angermagement skills,” ‘Bobby will

identify appropriate ways to deal with his angen® of 12 times,’ it has to be more
specific. It appears it's financially driven. We’'not able to see children that need it, as
much as they need it because of that aspect; wetrgetting the authorizations to see
them.

For many school psychologists and social workerS,idsn’t fully made its way into the
funding streams of how they provide services irséhsettings. However, for some, MC
was beginning to fund their programs and thus these starting to have to deal with the
same financial issues clinicians who work in outigye offices have to deal with. For
these practitioners, the cribbing processes —ifigusut the preferred language of
treatment plans and learning how to do that traéiesiavork, is new. For others, their
agencies continue to change their treatment platetines as MC changes their policies:

We redid our treatment planning process at the@gen—all of the goals follow just
about exactly what the DSM says, so that our treatmlans are sort of audit proof. It's
like death to an agency to have paperwork that@g: Do you know that when they
come in and do an audit, if they find 3% [wrong],tkey look at certain charts, and if
they find 3% mistakes what that means, we bill flioni a year. The [east coast state]
department of mental health, so if we have 3% rkéstawhich doesn’t seem bad right,
that's $210,000. In our case it would be the agehaypays it back which is better than
an individual therapist, but it’s still a lot of mey, even though it's a big agency, that's
still a lot of money.

Again, individual MHPs, community health centersl gmivate practice groups have to

continuously reconfigure the way they talk and gabout their everyday clinical work
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in order to get reimbursed and continue to be &bfgovide their services. MC
governance of treatment plans was discussed agtthboauses a lot of fear. MHPs felt
like disciplined subjects rather than expert prei@sals under the culture of surveillance
created by MC policies and responses to treatmansphat didn’t conform to their
behavioral, profit-logics. As one therapist puanidits make expert practitioners feel:
Threatened. | went through their audit last yearaas just astounded by what came
back at me, that | needed to word things just eg fay, exact wording. Some people
don’t have to deal with that so they just don’eali they have to change their way of
wording things and their approach into the Medicaid M [insurance company]
language and if you don't really learn it or, yautaught with it when you're audited and
then they’re saying, no this doesn’t work you htvevord it this way you have to word
it our way. The scary thing about that is the ficiahpiece, the business piece because
they then will go after you and say you didn't totir way, you owe us. | had to pay
back $900.00. They said that | was contracted thi¢m and | didn’t do the paperwork
the way they wanted it.
Thus, not only do practitioners have to deal wabanfiguring the language of treatment
plans and techniques from psychodynamic into bemavand biomedical terms
(cribbing), but also with constant surveillancelwir plans and documents with the fear
that they might have to pay back money they workedf their cribs, or paradigmatic

translations aren’t good enough to satisfy MC peziees.
I think they need more clinicians, more peoplehigiit program that know what’s going
on. Now the intake interview, pretreatment assessmeyoing to take us about 3 hours.
How is somebody going to focus for that long? Hew practitioner going to join in any
kind of bond with that person when they’re askingn every detail? It's black and white
for them. You know on the ¥f September, (this is December), what kind cdtirent
technique did you use? It may change day to dalydea’t know, so then they might
come back and say well we're not going to pay liat session because you can't tell us.
In the quote above, the MFT discusses how a newgehen MC policies of pretreatment
assessments will make it more difficult for praotiers to form a therapeutic bond with
their client when their first session togetherusdgd by MC questions rather than a

professional ethic of care. In addition, the MFguas that MC companies need to have
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more clinicians as their administrators or caredrs. | heard this argument several
times—that the MC personnel making treatment decssivere unqualified to be doing
so, didn’t collect or care about the “right” infoation, and didn’t put the client’s interest

first. Here is another example of this kind ofique of MC:

I think it's unfortunate, that the people who andtiwg these laws, and working in
behavioral mental health policy have no mentaltheatperience. They are
administrators and they don’t understand mentdtieaaall. | look at the administrator,
the director of behavioral health services herelaislan administrator. He has no
mental health background at all, and its like, whakes you qualified to say this is how
the system should work?

While there were several aspects of MC regulatibasreconfigured treatment
plans and techniques in ways that MHPs argued agaast professional ethics of care,
perhaps even worse was the seemingly irrationafityC rationalization. Even when
MHPs want to figure out the guidelines and make siey are using the right language
in their treatment plans and performing EBPs inrttierapeutic techniques, they
struggle to figure out the MC rationale:

It's a total guessing game with them. I'm tryimgkieep ahead of them, you know you

call in; | stopped calling in to get answers beeatsvas worthless. I'd get an answer and
do that and get reprimanded and | would call backsay so and so told me this and they
would say no that's not the way it is, it's thisywi#t’s just a huge game play and its
frustrating and not worth it. If you're not gettistraight forward answers, how can you
work with then?

Thus, while MHPs operate under professional lo@icane, they attempt to understand
the authorization decisions and regulations thaegotreatment plans and techniques.
Yet several mental health practitioners discuss€ddécisions as irrational and
inconsistent. The inconsistencies in rationaletadtie culture of fear.

I can understand the questions that they're askiegause someone from the
administrative or operational side, you know thely/us these care managers are licensed
mental health practitioners. That's what they bay,they’ve really been removed from

the clinical side. | can understand somebody frioendperational and financial side
saying these are the questions that are impoxtaagi, but they’re not. From the clinical
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side that’s not what is important. | would be happyave them come in and sit down
with me, and the file, and go progress note by sgnote and say on April"1gou
wrote this and | could say this is why | wrote thiss is what we did, this is what was
going on. | would love to do that, give me the ad®ato do that. This client we're talking
about today, | got authorized for three more sessiagith her. She is not on any
medications but they said, maybe she would be @piate for medications. And | kind
of thought well, you could pay me to see her onegeek or medications, I'm a lot
cheaper. So even some of the decisions they atmgniinancially don't make sense.

Again, MHPs discussed how there are different lgjserating. MHPs are guided by
professional logics of care and tend to privilegggmodynamic and eclectic orientations,
working on deeper issues of client relationships facusing on their long-term
emotional well-being. MHPs discussed how their orgation or agency would find a
way to pay for a client’s treatment for awhile Bey could close and reopen a case in
order to get access to care for their clients.as wiear from my interviews that the large
majority of MHPs continue to operate under prof@sal ethics of care.

One of the things that have been in place for g tone with Medicaid and M is family
authorizations are only given to one member oféingly, and | have a couple of sibling
sets. For one of the children, | can have famigsgmns under their name, the other child

| can’t. During that family session you should loieli@essing changes the family can make
so the environmental changes take place. But theifapsiblings, the sister is older, they
have different fathers, she has a very difficutatienship with her father and his side of
the family, and she has witnessed a lot more athatdnas occurred. They are just so
different that a family session for one is nothiikg a family session for the other.
Clinically it doesn’t make sense, and they [MC] dl@are. | know | can’t change their
minds, because I've tried. They really dictate wmeatment and they have no idea what
our clients are going through. They ask who thellggardian is, I'll say, its mom, and
then they move on— that'’s their family aspect, Bihtbe like hold on a second. There’s

a new step-dad, a new baby brother, a biologichhd#o is really abusive and has come
back into the picture. You might want to considetttoo. They're just not aware of how
important all of those different pieces are. Thayétheir questions to ask, they ask them
and their job is done. In that phone call, they gay get 6 more sessions, you get 9
more, I've gotten zero, I've gotten 3, I've gott@mand 12 is the most that they can give
you.

The information this MFT deems most important ia governance of care isn’t
considered important by MC personnel making treatrdecisions. She struggles with

the information MC values, i.e., what they wankt@mw about the family is who the legal
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guardian is, not any psychotherapeutic specificaiathe dynamics of the family, the
guality of their relationships or the social circgtances shaping their different individual
treatment needs. This conflict emerges because MirPguided by clinical information
and professional logics of care whereas MC comgasoenmodify and rationalize care.

I'm having a hard time thinking of the positive veayjanaged care has affected our
practice. It's been really hard going to managealthecare and fee for service. Most of
us, we did not come into this field to do billalskervice, we would have become lawyers
if we wanted to bill in 15 minute increments. We &ld more and more in mental
health, this is a business, yet most of us didm'tagschool because we wanted to go into
business. . . | have some friends who work forpimfit companies and to me that just
seems crazy. It's an oxymoron. How can there lwg profit health provider, how do you
make money, we can’t even, our agency can't evekeraads meet with managed health
care, but how do these corporations expect to makeey? | don't get it.

Thus, several practitioners discussed the comnuadiiiin of care and how their
professional training and motivation for becomimsyghotherapists is at odds with a
business ethic. Unfortunately, in a for-profit Hbadare system, treatment authorizations
and denials are determined by profit. The cultdrear, constant surveillance and
disciplining for improper treatment plans, have ilecteasing numbers of
psychotherapists to leave practice settings wheng éaccept insurance from managed
care companies that handle Medicaid, or leave nexhegre insurance payments (panels)
all together. This shift in the field has stratifieare for providers and patients.
STRATIFICATION OF CARE

Mental health practitioners are perhaps most distiby how MC policies create a
stratified system of mental health care. In thigise, | demonstrate all of the ways in
which MHPs problematize MC policies and how theskcpes lead to the stratification

of care providers and patients; with the most ingohed, intense cases of mental

illness receiving the least experienced care a@drtbst limitations in access to services.
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This system of stratification acts like a reversatmuum, where the more money or the
better health insurance plan you have, the moressdo practitioners and a wider range
of services you receive. In comparison, Medicaitiepés and those with more restrictive
HMO plans have access to fewer clinicians thates® experienced. Thus, the quantity
and quality of mental health care is stratified.
We handle Medicaid and private payers. [namesrektlocal insurance companies,
covering both of these niches]. My hourly rate3% &nd | get paid | think its $65 a
session for Medicaid but its one of those dealsitly@u don't like it then don’t be in
their group. There are a lot of people that conmpéddout that. [Name of practitioner]
upstairs, he doesn'’t take Medicaid, one of thesladt this office, she doesn't take
Medicaid, they don’t want to work for $65 dollarsdBhour and they don’t need to.
They’'ve been working a long time and they’ve go¢putation in this town for being
good and they don't need to. They do pay less.& hex a lot more guidelines and
controlling features of it.
The practitioner above describes some of the meguéntly discussed issues revolving
around why some MHPs choose to stop accepting Metatients, or patients who use
certain types of insurance, usually (privatizedlpy and usually from HMO insurance
companies that not only pay providers less, buegohealth care decisions in ways that
providers dislike. For example, the following praoher discusses how it used to be that
MC companies annoyed a lot of MHPs but with a neto$ restrictions put in place,
more practitioners are choosing to leave Medicaidtleer public forms of insurance:
I think its going that way right now because oktbhange in March. Before that there
were complaints, but practitioners would still $¢edicaid clients. But they are just over-
managing. They make you call and talk for a halhauar to another licensed mental
health professional and explain. It's almost likeiye having to defend your treatment
and you're being looked upon as not good enough,thsrapist.
Several MHPs discussed their decision to stop aicgepledicaid clients as a result of MC
governance. Practitioners were annoyed at howwlesgg being over-managed and their own
professional authority and expertise was constdogigg questioned or rejected.

It's definitely a hindrance, it's a paying source need, but it has too much power.
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Managed care makes too many decisions, rathetiag a funding source, they are
care directors and that's a problem. They don’ehany business having anything to say
about care. Specifically these are all things, ihighy | don’t do that work anymore
because | can honestly feel myself getting angdyiaitated just with the thought of it.
These are people who, these aren'’t people whodatbemthly meetings, they couldn’t
pick these kids out of a line up yet they're thestaking all of my information and
jotting it down and deciding okay you get 30 moag'slor you get 2 more weeks, or hope
they're done tomorrow. There’s no continuity ofeahey’re not interested in what
makes transitions better for kids, and so it isriefly a hindrance. | think that system is
so broken I wouldn’t even know where to begin foifi Just sort of scrapping the whole
thing and trying to find something better.

Again, MHPs think the level of oversight into th&aieatment practices and techniques
and care decisions is a problem. MHPs understaatdatfunding source needs to have
oversight, but they did not agree with how sigmifitthe oversight was, and that MC
Company decisions appeared to be guided by cuttsts rather than what is in the best
interest of the child or adolescent. Followingffeosome dialogue between a LMHC
and myself as she described her decision to leavprevious RTC work setting and how
it had to do with MC and the way they regulate timeant decisions:
It was about not being able to get services bechmseally aware that there was one
case in particular that was going on which is whagtually, | shouldn’t say its why | left,
it was the culmination of all the things that gawe a headache about MC and all of the
reasons | just couldn’t do it anymore.
This LMHP and | worked together at an RTC settifige client case she discusses below
is one where we were both involved in the adolestanale’s treatment. The following
description details how MC decisions guided heattreent and how this scenario
represents how MC companies make decisions basprbbnrather than care logics:
What was so frustrating about that was they pldezdvith us. She was a girl that came
from a long line of sexual abuse and I'm giving $tery to illustrate my point. She was
somebody who they, M [insurance company that gevbtedicaid in Midwestern state],
came to us and said, ‘would you interview her?’ diihpwill take her because she has
some acting out tendencies. She never fully peafegtron anybody but she was just so
sexualized that she was a risk just to have ardurah’t even remember the levels but

she was on the highest level forever. So they dlaee with us, | remember S [name of
director at the time] interviewed her and we satiad the table and said this does not
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seem like a good idea. We got pressured to takesbi@ve took her. | felt like we were
doing the job we could do, and we asked for héretable to receive individual therapy
with someone who specialized working with girls wiawve been victims of sexual abuse,
so she would have therapy with me, have speciattr@py with them, this other
clinician, and then family therapy. They decidedhrtove her from our facility because
they didn’t want to pay for that specialized thgrapymore and they could just move her
to a different facility where there was someonedhbat could offer that. | remember
saying to them but you forced us to take her! Youher here because nobody else would
take her and now that we've made progress enougtattother facility will consider
taking her, because she’s not acting out, you’'raggto move her so that you don’t have
to pay for this extra service. It was strictly abmimbursement and them wanting to pay
less. They weren'’t disputing we were saying sHergteds this level of care.

Several MHPs discussed leaving certain types & seitings such as Residential
Treatment Centers (RTCs) other in-patient or haspgttings where MC companies
over-manage, restrict and even harm care. The LMtisled above moved to a less-
restrictive out-patient clinical setting in orderlie able to provide care that was less
governed by the financial decisions of MC.

| do accept Medicaid clients. | am trying to weditloat just because | am trying to run a
business here but a lot of my other people do atitl have some Medicaid clients and
now of course M is managing care it's gone from exiieeme to another. | wouldn’t say
they have found a happy medium in being really\aih clients. It's become more of a
legalistic management system versus what'’s theitiesest of the client.

Another reason practitioners opted-out of accgptiedicaid clients was due to
the fear of audits. MC organizations that govercae for Medicaid systems were
described as extremely restrictive in their decisiabout treatment:

| cannot personally keep up with all of the reqoieats in the record keeping and its fear,
to be honest, its fear, and I'm not proud of that, they’ve made - if you don’t dot

every | and cross every T, they have requestedtsoe®up to $30,000 or $50,000 back
pay from cases that they go over the record amgjsharen’t exactly in the right order. If
they find something wrong they, | mean, it's becatmost absurd. There are a lot of
clinicians in the state that say they are no logéng to serve Medicaid people, because
the risk is so big. | don't have time to spend Isaom all of that. | mean we want to keep
a good chart and we do keep good charts in my apitiut they always, they go in there
and look and they can always find something; draf tsn’t dotted.

Here, the director of a non-profit mental healtburance agency that accepts mixed

forms of insurance discusses why she is personatigidering leaving Medicaid and
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other restrictive funding sources because of theifstance of their regulations and the
fear of audits and having to pay back money remtigrneservices. The culture of fear,
the headache of keeping up with all of the restms, the increase in unpaid labor, all
added up to make “leaving Medicaid” and other M@panies that governed public
forms of insurance, a rational, even ethical deaigor many providers. Another provider
that is also considering “leaving Medicaid” or M@i@pany M (who governs Medicaid
care in a large Midwestern state), framed the decis an eerily similar way to the
practitioner quoted above:

The guidelines that M is putting us through are ateocious. No insurance company
asks us to do this, and then they audit you andggdwealled on the carpet because you
missed you know crossing a t and dotting an | &edetisn’'t enough time to document
the files the way they want you to document.

Again, this MHP describes how the decision to stopepting Medicaid clients or clients
whose care is reimbursed by MC Company M, is nsttd@bout reduced fees or ridiculous
guidelines, but the fear of audits and having tp Ipack money. It is a combination of all
this that creates an undesirable, even unethicaegbof care for providers and their
patients. In the next quote, | asked a clinicalaogorker that works in a private group
practice what she thought about the increasedaggnt of MC and how it might be
impacting the field. She responded by arguing M@ Company M is getting what it
wants— to squeeze expert professionals out of drdkei

It's already happening. One of my therapists hasesopenings and she said | want some
day time referrals but | don’'t want Medicaid, | domant a Medicaid client. What'’s
happening is we're just not going to take it. Balliy I'm booked, | see about, | bill out

at least 40 hours a week, and | work 4 days, da¢lia you what my schedule is like, |
start at 7 in the morning and | usually end at & at night and | usually don't take lunch
hours. | don't have to take Medicaid, | believahe work, and want to take Medicaid

and want to do that work because I think its anartgmt mission in my life, but they're
setting up so that the people on Medicaid are awiggto get as good of services because
the seasoned therapists are going to say | just keed it.Add to that the fact that

they’re (M/Medicaid insurers) is no longer lettipgpvisionally licensed therapists treat
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Medicaid clients-- the people that have room inrteehedule to take Medicaid patients
. That's the point; | don’t think they want them heth They're trying to squeeze it out
because it's costing money and its working becalls# us here are very mission driven
to help that population and be a part of it butrevell getting to the point where we just
can't take the stress anymore. It's working.

The theme that MC organizations were purposefujing) to push experienced providers
out of the market was significant. | had a diffictine understanding at first how MC
companies benefit from getting providers to stogeating their insurance. This was
explained to me in different ways, as the followmgtes demonstratéThe biggest way
that it affects practice, | would say is becauséheflow reimbursement and not being
able to hire individuals who have master’s degrédisink that's probably the biggest
impediment for being able to provide the levelest/ges that we would like to provide.”
This practitioner who works for a community agencythe east coast describes how
they are increasingly frowned upon for hiring Mastéevel clinicians. Another
professional describes the same thing happenihgratare setting:

And | think it's also important because | know tbate of the things that's happening at
our agency because of managed care is that wersrg tmore people with only an
undergraduate degree, because MC doesn’t reimbaraea high enough rate. We can't
afford masters level people. When | came to [tbimmunity organization], they only
hired people with masters degrees. Also the Deant of Mental Health doesn’t require
that our community support specialists have a masiegree and they almost look at us
like, ‘your people are overqualified.’

Again, in public settings of care, whether they @emunity outreach organizations,
hospitals, group homes or RTCs, the trend is towardg less experienced and qualified
paraprofessionals and case managers rather than exgntal health professionals that
have graduate educations and/or clinical experidhaéowing is one last example of
how MHPs view this shift in care:

Now they hire a psychiatrist to sign off on therth@nd paraprofessionals and social
workers, not even social workers, mental healthkess, undergrad students to sit with
those patients who get drugged by the psychiatististhen they go to group and

249



somebody runs the group who, you know we psychsisdiave too much training, they
would have to pay us too much. Programs would behester but since they are
revolving door programs and its all about spenditsg, they're not really valuable
programs. They are crisis, put the fire out progra@ur field is in trouble and the private
practice market is flooded with social workers #ineénsed counselors and pastoral
counselors and everybody’s a therapist so thathgdggists have been diluted in the
private practice world. Our field has been dilutét're trained to do testing and
assessment, to do a kind of level of psychotherdgaye is no where for us to go
anymore. Teaching, we can go into academia.

Thus, MHPs argued that MC was purposefully drivsegsoned, expert professionals,
from the field, especially in public care settinghis leads to the patients that tend to
have the most intense or serious mental healtlessgureceive care from providers that
have the least educational training and professexg@ertise. Further, this pushes those
seasoned professionals towards private practic@andf-pocket care contexts.

I think M is way out of line and overboard and inththeir agenda is to get rid of
providers. | think they're trying to do capitatisn they put the money in their own
pockets. | think managed care is a bunch of buli3tie private non-profit, they are
gradually just eeking more dollars out of, by degyand making us spend more time on
the phone. More unpaid hours, what they want, thayt to be able to limit, a lot of
people jumped off, they said screw you, I'm notrgpio work, to take M people
anymore. | know somebody else who just sent #itdrl and that benefits M.

As | was unsure how MC companies that oversee Méalldients would benefit from
providers leaving, | asked some follow-up questidtes explained:if there is less access

to services, there will be lower utilization aneyhwill save money. The less utilization, the more
money that they savel'then asked if that meant that seasoned profealsievould switch to
seeing different types of clients or just work iffatent settings. He chimed in:

The worried well, that's right. When practitionestsirt thinking unethically like that, in
terms of unethical business, they're acting jus [CEOs who are. . . It's a matter of
being able to manage a practice, | want you to kpowre sitting talking to a

practitioner who takes M, | take Medicaid. | takeines list of health insurance
companies] even though those companies don't preatitioners well. The point is you
have to be able to manage a practice, you have able to take care of yourself first, |
don’t mean financially. What | do is, | know how nyacases of what | can take, | will
take a very low number of severe cases. | will ke domestic violence case, but | also
make sure | take sliding fee cases; they can bépiajldepending on a formula. | know
how low | can go with how many people, and | peidatly take pro bono cases. |
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currently work with a [public clinic], to make sutigat I'm going to consistently have one
pro bono case on my caseload. If we all did thabdy would have to be burned out, but
the public sector does not treat its people welséloads are too high, the cases are too
acute. The pay is way too low; the job satisfactfoway too low. You know thalt’s just
like tax burden. If we just distributed the tax déb&in according to what we can handle. So
yeah, less experienced practitioners should hagedethat not more. | think there’s
something backwards about it. It's like, dude Idpaiy dues, so now it’s your turn. It all
rolls down hill.

The above practitioner describes how he managesabedoad to make sure he treats
diverse types of clients so he can continue togqueblic forms of insurance as well as
pro bono cases without getting burned out. Howeweryas the first practitioner |
interviewed that made a case for how practitioeerdd manage their work in a way that
allowed them to continue accepting public form&stirance without getting burned out.
As a follow-up to his characterization of some naéhealth practitioners acting like
CEOs, implying that some practitioners make densi@bout who to treat based on profit
rather than professional ethics, | presented hith vationale | had heard from other
professionals about why they have stopped accefjimgatized) public forms of
insurance. He respondéticant have a million dollar house and see thgmople. |

can't have my American junk culture dream. I'm going to pass judgment on anybody
but | dont like the word cant. There is kindwbdn't and dont know how.Again, he
argues that it is both managed care, i.e. the hvay éncourage providers to stop
providing the services, and the way that MHPs marnhgir practices and are influenced
by for-profit logics that is to blame for the cumtestratified system of care. He offers me
the following formula: MC increases restrictionglampaid labor time hoping more
practitioners will leave their panels, this liméscess to services for Medicaid or publicly
funded clients, which then leads to lower utilinas. Lower utilization saves MC money

and increases their profits.
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In comparison to his view of MHPs as playing apamant role in this system of
stratification, most MHPs that had made the denisio‘leave Medicaid” or public
settings of care, described it as though they legah Iplaced into a corner and didn’t want
the system that way but they didn’t see anotherraditive for themselves.

| should say that in my private practice | am dupacket and off the insurance panels
because the only way | can work with families theywreally need to work with them
was to quit being dictated by the insurance comgsarniam out of pocket, people come
to me, they pay upfront, they can submit their pspe insurance companies and see
what they get back but I quit mostly out of sevienstration, professionally, especially
working with eating disorders being told you caa people 10 times to treat anorexia,
yeah. When you leave managed care, when you lezspthl programs, you become a
little bit elitist. Not that I'm happy about thdiut you end up treating populations of
people who can afford to come to you and thisésnietropolitan area. There is a lot of
wealth here. When | was in the hospital programsioen you're a graduate student
doing internship programs, you are working with thest troubled, emotionally
deprived, chaotic families. In private practice yae still getting significant mental
health issues but it largely feels different arglfdcused on anxieties, the worried well,
eating disorders, depression, teens who are aatihgf anger, children of divorce. What
we get in our office really matches what is goimgima metropolitan sort of upper
middle class sector of society. . . What we weaignéd for we can’t do anymore.

Thus, this clinical psychologist works in her owivpate practice on the east coast and
only accepts out-of-pocket payment for her serviée argues that she couldn’t do the
kind of work that she was trained for under MC fagjans and governance. At a
different point in our interview together she tahé about a turning point she had that
changed the way she provided care. At the timaeturning point, she was practicing
under a managed care regime. A college studemitafehers that suffered from anorexia
committed suicide. She described how the intertdigervices she was able to provide to
that population was severely restricted by MC ahdexshe knew her patients were at
risk, this event had a formidable impact on how rgstructured her own care work.
While | wholeheartedly agree with the previous pitemer who argued that if all

practitioners accepted mixed forms of insurancduuting pro bono cases, then the

252



system wouldn’t end up stratified with the leagb@xenced treating those with the most
intense issues, | can also empathize with all efpfactitioners that argued that MC
governance was too restrictive, too threatenind,tan harmful to patient care.

It was clear during my interviews that the seasqmedessionals who had opted-
out of Medicaid and other public forms of insuraceeed about those patients they were
leaving behind, and wanted to be practicing infiedgnt system that wasn’t set up to
encourage stratification:

Things shifted for me in my practice at one poihiew | realized you couldn’t fight MC
anymore. | was no longer part of the team andersistem | was outside the system.
Social workers, we know you have to enter the systemake change and it was a very
deflating, powerless situation. | decided, I've gptnake a shift here, | can't do this
anymore. | felt bad because | am a good therapdt &elt bad that these kids who are
state wards and don't have families were no loiggang to get good services, because
that’s what's happening to a lot of people.

Again, this social work practitioner that had b&ethe field for almost 20 years does not
accept clients with some forms of public insurar&lee didn’'t make this decision based
on finances and receiving lower reimbursement &rdervices. Instead, she made the
decision because the way MC was governing hemberatt made her feel powerless in
her care work. | offer one final description of hoare has become stratified. The
following PsyD was the only practitioner | interwied that was a salaried employee who
worked in a publicly funded care context. | had&lsome research about the community
mental health center before arriving, as it wapising for me to find it after finding so
many more private and mixed-insurance care settlragked her to describe how
patients (including people without insurance), amtess to services at the site (located in
an East coast metropolitan aréajhe way that people can get in is, if you havensariance

they have a sliding scale so it goes down from xretthat whole fee is down to $2 an hour. We
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serve a lot of folks with Medicaid and fewer witkurance. | would say 60% of my caseload is
Medicaid and the other third are sliding scalé=bllowing up on the issues of provider burn-out
and how at times that was described to me to lesutrof caring for more low-income, higher
need clients, | asked whether this situation leldigh practitioner burnout at this community
mental health center. She responded:
| think the burnout comes from the caseload sikeghe county population has grown,
the number of staff in the mental health serviaes diayed the same, so the caseloads
have risen. | think the intensity of the cases aistters. There’s a certain level of
intensity that comes with serving you know lowezdme families that have a lot more
risk issues. | think it’s really, it's the numbexsd the lack of time to discuss and prepare
to the extent that you might like to. It seems \agehhigh turnover among the newer
younger staff and then there are folks that haes laeound. I've been here for a little
over 10 years now. A lot of newer staff will comgdnd get their feet wet and then go
into private practice, which is unfortunate becaiie®m you don’t get more experienced
people treating really troubled families.

| was so pleasantly surprised to hear she hadtheea for 10 years but that she
recognized the stratified system of care, | wambefthd out more about what she thought
about this. | followed up by commenting that mamhyhe practitioners | had interviewed
who had been in the field for over 10 years hagstd accepting Medicaid patients:

In some ways we’re very fortunate in [this eaststpeounty because we’re salaried
employees. So you know whatever the insurancedsgsn’'t impact me. In [county of
state nearby], they have fewer clinics that takeliRkd. It was maybe 5 years ago, | had
gone to some training they were using to try te lpeople in to get private providers to
treat Medicaid cases and it was clear they werengavtough time with that. | think a lot
of it is the pay and the paperwork for it you knder,less money.

At a different point in the interview, the PsyD Mkt works in this public care setting
described how serving this population is criti@aher life mission and purpose. While
the professional ethic of care appeared to be aliekwell and was demonstrated in
several ways, there is no doubt that as MC resnstand hoops increase and their pay
decreases, the system will increasingly becoméfstch There is only so far you can go
in a commitment to social justice if you're undedpaith high case loads, case intensity
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and more threatening surveillance of your everydenycal work. The rationale MHPs
gave me for the trend in the increasing stratifocadbf care was that MC companies and
their decisions were based on for-profit rathenthgrofessional logic of care. It's hard
to imagine a system that wouldn’t become stratifiader these conflicting logics.
CHANGE THE POWER INSURANCE COMPANIES HAVE OVER CARE

During the last section of my interview, | askedgditioners the following question: If
you had a magic wand and could change the fieltlofescent mental health services,
what would you change? MC immediately emerged as$pect of care MHPs want
changed. The undue power MC holds over treatmamisppractices and the structure of
mental health services in contemporary societyenitisized. The analysis demonstrates
that MHPs want care decisions to be guided by wghatthe best interest of each
individual client. Practitioners call for changititge mental health field so that individual
children, adolescents and their families will be tbcus of the system rather than MC
regulations and profits. Practitioners argue MQutatpns are in need of their own
regulation: 1t's got to be regulated. Anytime a capitalist Ibewed to do what he or she
wants to do, they will make money. They will poekanuch money as they can and it's
actually the customer that will get stuclsimilarly, another MHP argues that the for-
profit aspects that have corrupted mental health lsave to be fixed. However, this
practitioner related this concern to the contemyothS. debate over health reform and
whether adding a competitive public option mighiphestructure the system of care:

It's got to have those problems and pitfalls takanof it if it's going to work. | don’t
think we need a competitive option. They can usfdliey want, they [MC
organizations] need to be regulated and they nettbrnave made the regulations with
their own lawyers. If there was some way to make shat it wasn’t corrupt to the point
where these business men and women are politicaligd with congress men and
women | mean good grief. The problem is as oldhasristitution of politics.
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Again, out of anything in the adolescent mentalthezare that could be changed, the
larger political economy of a for-profit system washe heart of what practitioners with
a magic wand would change:

| would focus on managed care and funding becduseseems to be a huge barrier for
clinicians to where some clinicians will not accifdicaid clients at this point, but that
is what they have to do to survive. If you haveiagte practice you have to get paid and
if you're doing your billing on your own, thinkingbout the investment of time for that. |
think it would be more focused around that and thie® diagnoses, and this goes back to
managed care. We have to have those [diagnosdshwlitat first hour of meeting this
client and gathering this information where youjast doing so much writing and your
interaction is limited. | just don’t think thatstethical to provide a diagnosis that first
hour.

This LMHP argues that the way MC companies govesalthcare is unethical. She
argues that managed care funding restrictions mgtlimit care and encourage
practitioners to stop accepting Medicaid clients, dso undermine the therapeutic
relationships through their diagnostic regulatidkisother practitioner also characterized
MC regulations of diagnostic processes as probliemat

I would change the rigidity of diagnostic criteriche hold that insurance companies have
[on the mental health care system] like M whicMisdicaid. You have to do so much
paperwork; you have to create two reports, a treatiplan and a request for services
after the first initial evaluation. That's a helba of paperwork and a hell of a lot of time
and they put a lot of stipulations on who can shemwand the whole purpose of that is
to make it so hard to see people so they don't ttapay for it, and they would argue
otherwise of course but | would change that. Walriedave accountability but to make
it so prohibitive for people to see M clients? L[k@other practitioner’s] practice, | think
they are going to stop seeing M [clients with tinaurance] because it's so much work.
They pay a lot in the beginning, the first evalomafibut it goes down over time. They
don't want you to see people for very long, sorafteertain amount of visits it's down to
under $60 bucks. In line with the national debbteould change the power of the
insurance companies.

Again, the power of insurance companies to restigcess to services and govern expert
mental health professionals’ everyday treatmenisdets was a focus of what MHPs

want to change. The rigidity of the MC system amel inchecked power insurance
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companies have to influence mental health careanessy contentious issue for
practitioners that want the care of their patieatse guided by professional rather than
financial ethics or cultural logic.

Another aspect of professional logic of care thas wndermined by MC
company regulations was patient heterogeneity dodus on preventive or proactive
care. In other words, MC companies required MHPs@medical necessity. Yet, the
logic of medical necessity necessitates waiting tingre is a serious identifiable
problem. A significant amount of research, inclgdthe latest IOM report on MEB
disorders of youth, argues that financially spegkour money would be better spent on
prevention efforts. The following MHP argues thensa

I would change programs so that instead of beintlgabegizing where its just for kids
who are sort of bad or are already lost | wouldhprte a focus on empowerment. Mental
health programs would be very proactive for buiddiasilience and social competence in
teens, educating them about substance dependedieyaartal health. | would be very
proactive. Move it into the education system andnadize it more, so that families
maybe sign their kids up for programs in mentalthdaut it would be in the school
systems. In the private industry. . . if there wgogernment mental health support, there
would be programs for adolescents [divided inte¢htiers so that the highest tier would
be severe, the clinical kids that are hard anyweyabandoned ones, the ones that are
really impaired. Then there would be somethindhinrmiddle and then there would be
the tier for empowerment and resilience to maketybetter in terms of their mental
health, to optimize their mental health. That's Homould design it.

This practitioner, who has actually stopped acogpiiledicaid or public forms of
insurance, would shift the focus of mental heattrecfrom a focus on the
pathologization of adolescent mental illness thtodggnostic labels and requirements
of medical necessity, towards a proactive systanfticuses on prevention and
enhancing positive aspects of mental health. Hggested changes for the field of
adolescent mental health care include a largeesyshange that normalizes care and

makes it accessible to families and children thioting school or other publicly funded
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systems.

The following two practitioners envision an adakest mental health care system
that focuses on patient heterogeneities, or indalighatient personhood and the
dynamics of the family systeml Would really push for a way to include family
assessment, to allow family intervention, and | idove to see that become an evidence
based criteria’ Similarly, another practitioner argues that thental health care system
needs to empower adolescents and their familibg tactive participants in their own
healing processeY.would put the focus back on the individual chddd the family
rather than all the paperwork and insurance. I'msieple person. Let's look at each
case individually and put the power back into tmify and individual instead of trying
to overpower and change from the outsid&s’a final characterization of how mental
health practitioners want to change the curreatifigd MC system to something new,
the following MHP argues that if MC is going to tioie to “manage” care, it should be
done with the patient’s best interest in mind.

I’'m aware there’s not a limitless pot of moneythéy [MC] would make decisions
genuinely in the patients best interest were vgllia talk to the people who have
relationships with the patients and spent time withm or were aware of their family
dynamics, or the other situations in their livestlsey’'d be able to make a better, more
educated guess about what'’s in their best intdiest, they [MC] could do that. There’s
no expectation that they do that. They're justradfog source and because the dollars are
in their hands they get to create all the hoopsvamdll have to jump through them until
we get the dollars. They should simply be the fogdiource. Instead of it being this
whole power thing, it should be a privilege. Yowé&do be a part of this child’s care.
How do you want to live up to that responsibilitanaged care should have to come to
the table at every treatment team meeting. Theyldhiwave to be a real presence and
stop in and make visitations. What if you calleds kids and found out how they're
doing? What if you actually participated? You knewhat if you were really a part of
their care?

Thus, MHPs argued that MC holds undue power oeatrtnent plans and practices. They
argue that MC currently fails to base their decision what is in the best interest of each
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client. In order to fix the current system, MC ngeal be regulated, have their power
checked, or actually get involved in client carddR& argue that the funding structure,
the way they guide diagnostic processes and igoatient heterogeneities, relationships
and family dynamics harms care practices. MHP3e®4C to make funding decisions
not solely on financial or for-profit logics butd®d on clinical issues and information
pertinent to individual clients. The conflict bewveprofessional and business ethics is at
the forefront of how MHPs struggle with providingaldity mental health care services
under a threatening, privatized, management regime.

CONCLUSION

The power, knowledge and experiences of psychqgikeetec mental health care
professionals are marginalized by the assemblageddSM, insurance companies and
state/federal governance. This analysis of MHPpeeences of the countervailing forces
to their professional autonomy and everyday workalestrated conflicting logics at
work in the biopolitical economy. MHPs feel threatd, over-managed and
deprofessionalized to the extent that their prodesd training is questioned as treatment
decisions are guided by financial rather than cihmotivations and ethics. Insurers
have taken up the biomedical DSM technology anded it as a tool to save money.
The privatization of mental health care in a neaigh, capitalist political economy leads
to incentives for MC companies and state governagstems to hold back provisions to
save money and reap profits. These assemblagesuraince/state power co-constitute
local health care organization and delivery systérhe system is complex with multiple

states, insurance companies and mixed or privatéegpayment systems.
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The mental health professions are extremely irgeiglinary, with multiple types
of background disciplinary training, socializatidheoretical models and approaches to
treatment. It is necessary for professions to sealgegment of the health care market
through lobbying and other politicking work. Thispdies not only to types of
disciplinary profession such as social workersaumselors, but to various theoretical
orientations and treatment techniques as well.plti¢gical economy shapes which
providers see which patients and which theoretidahtations and treatments are
utilized (or at least privileged). MHPs argue tNeE has shifted the field of mental
health care from interpersonal, psychodynamic,teantsformative types of
psychotherapy towards short term, behavioral andicagon treatment approaches.
MHPs recognize the complex relationships of povetwieen the DSM, MC and state
governance and critique the current systems adiratoss for over-managing and
stepping beyond their role as funders into the obleeing care directors.

MC was recognized for the ways in which it hasaerded professional
accountability and improved treatment plans. Thter¢o which the MC system has
improved treatment plans was contested though ksecsame MHPs expressed concern
over how current treatment plans have to be womléghavioral language and therapists
need to be flexible to changing the approach aradsguf treatment as mental illness
disturbances and context emerge from the therapmalétionship and the context of the
patient’s life. Thus, the MC system is acknowledg@dts effect on professional
accountability and its facilitation of clear tream goals, but MHPs argue the pendulum
has swung too far via over-management of theotadioentations and treatment

practices. Thus, MHPs contest MC governance ofahguage of their treatment plans,
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and how some treatments are privileged or devakuaditheir overall regulations have
reconfigured treatment plans into formulas devdickoognizing heterogeneities across
patients and unique personhood and social contéirvthe care of each individual
adolescent.

A significant criticism of MC was how there is re@asingly more paperwork,
documentation, phone calls and networking to mest tegulations, while
simultaneously, fees for service have decreasea nliore work for less pay scenario,
what MHPs struggle with the most, beyond burnauthat cost-containment strategies of
MC reduce the quality of mental health care prictérs can provide. While MHPs
operate under professional ethics of care andwded by clinical information of
patients, MC bureaucrats focus on short-term naadsnedical necessity. MHPs argue
these conflicting ethics lead to reduced qualitgare, especially among patients with
major mental illness. While the on-going cribbingrwrequired by practitioners to keep
up with shifting regulations regarding how they ¢alk, write and report on their
everyday clinical practices is frustrating, thetare of fear created by on-going
documentation reviews and potential audits craagdeasant, if not unethical,
organizational work contexts. For instance, MHRpiarthat new pretreatment
assessment requirements neglect the importancaiflishing a bond with new patients
in the first session, and that many MC policieshsas this one appear irrational and
based on administrative rather than clinical experin a context of oppositional logics
where MHPs are guided by clinical information amdf@ssional ethics of care but must

negotiate the regulations of administrative managerded by a business ethic that
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commodifies care, it's not surprising the resutts iarational rationalization and
increasing stratification.

The privatized, over-managed care regulations Gffitilitate organizational
work settings (contexts of care) where providerstmegotiate more guidelines or
controlling features of their work, defend theiofassional expertise and get paid less for
doing so. MHPs argue that MC system is systemétisglieezing expert seasoned
professionals out of the market. The MC systemileges undereducated and
underqualified professionals for public mental lle@rograms that focus on short-term,
medical necessity cases. Some MHPs argue thediéleing diluted, i.e. that there is
nowhere for highly trained psychotherapists to goeet private practices and out-of-
pocket markets. MHPs argue the MC agenda is todyef providers in order to decrease
access to services, which lowers utilization rates$ saves money. The MC formula
leads to seasoned professionals treating the wloneé while new clinicians with the
least professional training and field expertisatttte most intense and troubled clients.

At least one MHP argued that this system coultditer if MHPs themselves did
a better job at managing their practice througlediying the types of clients they
accept at any given time, including taking on Madicand pro bono client cases. Despite
where you place the blame on the mechanisms difista#ion, all MHPs agreed that the
public sector insurance panels do not treat prewdell. The caseloads are too high, too
acute, while the pay and job satisfaction are ¢@a Yet, many MHPs would deal with
the issues of pay and intensity of cases if thexenit also a culture of fear and shift in
the kind of psychotherapy a practitioner can previthe MHPs | interviewed that

stopped accepting Medicaid clients or other forigrivatized public insurance believed
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in the mission of that work and wanted to treagrdi$é that were not just the “worried
well,” but found they were unable to do the kindaaifrk they were highly trained and
skilled at doing, under the MC system. The strediion of care leads to newer therapists
treating the most troubled, emotionally chaotic ifaas while the seasoned professionals
treat the worried well who can afford out-of-pocketvices.

Stratification is a result of complex, fragmenteslations of state/industry power.
MHPs resent the constant surveillance of theirgssibnal work not only because of the
loss of professional autonomy, but because tredtplans have been reconfigured to
privilege biomedical and behavioral orientationd &ieatment practices are governed by
profit rather than clinical expertise and a logicare.

In performing a psychotherapeutic approach to shgdthe field of adolescent
mental health care, | asked professionals whatwuaayd change if they had a magic
wand. The power that insurance companies havedarrcare practices of providers
was critiqued as corrupt. The MC system has unatgdlpower over treatment plans and
practices and MHPs desire a system that direcéslsed on the best interest of each
individual adolescent client and their families.oler to achieve this care, practitioners
want care to be managed by clinical rather thaanional decisions. Practitioners want the
professional autonomy and flexibility to perfornetiork they are highly trained, and
from the eclectic theoretical orientations and apphes to treatment in which they have
spent time becoming skilled in and that are the fiefor each unique adolescent, their
family dynamics and social environmental circumsén Regulating MC will not

increase shareholder value, but will improve admasmental health.
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Chapter Six Conclusion
THE ART AND SCIENCE OF PSYCHOTHERAPY
Theoretical Orientations in Contemporary Psychotherapy

While biological psychiatry continues to be the dioamt paradigm of health and
illness in U.S. society, none of the psychother@ipguractitioners | interviewed
identified it as their theoretical orientation. $ea theoretical orientations and
therapeutic approaches were presented as impaitamatives to the biomedical
paradigm, but often practitioners were resistamtatime just one that was the most
important. Frequently, practitioners discussedtigortance of an openness to multiple
models and described their own therapeutic appesaah eclectic.

Theoretical orientations that were described mfishanclude family systems,
strength based, Cognitive Behavioral Therapy (CBiIQpsychosocial,
psychoeducational, psychoanalytical, solution fedygonstructivism and relationship
based. Rather than describe the ways in which tineintation, approach or goals of
treatment built on or contributed to the biomedimaldel, practitioners frequently located
their therapeutic approach in opposition to bioroaldand behavioral theories and
treatments. Practitioners discussed aspects ohp#yerapy, diagnosis and treatment that
have been devalued by the psychiatric professioB8®, insurance companies and the
majority of mental health care research funding.aviglysis revealed practitioners
resisted the biomedical model of iliness in théolwing three ways: (1) by describing
their theoretical orientation and approach as é&clegs different from, or actively in
opposition to, the biomedical model, (2) by (re}fsing on strengths of adolescents and

their families and possible positive linguistic stmictions of them and their futures
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rather than pathologizing them with labels, negalanguage, or focusing on their
weaknesses or bad behaviors, and (3) by valuingitpertance of the social aspects of
mental health including relationships, the famitylaeaching an understanding of the
adolescent as a whole, complex person.

While the mental health practitioners | intervielwalued multidisciplinary
models and an eclectic approach to adolescent imméas intervention, they also
critiqued biomedical and behavioral models/appreadbr being too focused on the
diagnosis, behaviors and surface level symptontiserghan on the deeper social
relational issues in adolescents’ everyday liveactioners privileged theoretical
orientations broad enough to allow for multiplegpectives and approaches, or that
facilitated a holistic framework in which biopsydwozial and relational as opposed to
only the biomedical and behavioral aspects of atellet mental health and illness shape
the definition of, understanding of and responsadmlescent mental illness. Despite the
growing assemblage of biopsychiatry via the DSMPERhe growth of privatized
managed care and big pharma within the neoliberaltih care economy, biomedicine is
not an uncontested hegemonic process. Mental hg@ttitioners’ definitions of and
responses to adolescent mental iliness are shlpedot entirely determined, by
biomedicalization and standardization.

Interdisciplinarity of Adolescent Mental Health Care

My findings suggest that adolescent mental heaithillness as a scientific and
clinical object of study and intervention has beeamore interdisciplinary in both
practice and theory and rather than subscribirgg“toodel of the moment” as many

mental health practitioners called it, practitianaratch what they believe is the most

265



appropriate approach for each individual youth kiséher social environmental
circumstances. | asked practitioners what theygreedo be the costs and benefits of the
interdisciplinarity of the field, including whatféerence, if at all, it makes that mental
health professionals enter therapeutic practiom faadiverse set of disciplines, specialties
and treatment ideologies (i.e., social worlds).

My analysis revealed that the interdisciplinaofythe mental health professions
has become black-boxed, a taken for granted aspewtntal health care. MHPs
perceive the interdisciplinarity of the field asceesary to fulfill different types of health
care coverage needs. Interdisciplinarity at itg sedescribed as facilitating professional
collaboration and more comprehensive care, and atdrst, encouraging jurisdictional
disputes and the devaluing of some of the profassjgerspectives and contributions.
The field of adolescent mental health care has beerdisciplinary since its ascendance
in the 1980s and 1990s as an object of scientifidysand clinical intervention. The
knowledge-practice tensions of an increasinglyrdiseiplinary, yet specialized field of
professionals and researchers has been discusseghing a more fragmented mental
health care system. Yet the benefit of this knogéegdractice tension is that mental
health professionals currently value multiple msdetlectic approaches and
collaboration with dissimilar colleagues. All ofgtsuggests that adolescent mental health
care is moving away from the dominant biomedicaageym and towards a holistic
health care approach.

The Standardization Movement: EBPs in Mental Health Care
| examined how practitioners negotiate the tersloetween the simultaneous

push for standardization and personalized medi¢iokowing the work of Timmermans
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and Berg (2003) and the debates laid out in theaadn edited by Norcross, Beutler and
Levant (2006), | investigated the politics of stardization-in-practice. The mental
health professionals | interviewed echoed manyefthoughts and concerns raised in
contemporary debates over EBPs. When speaking #imuhportance of EBPs in the
field and the role they play in their everyday dal work, MHPs expressed a tone of
caution and reserved acceptance. In the same \aagdlieral were adamant that there
isn’'t one best model of iliness or approach tottnemt, they were also quick to point out
that therapists need freedom to be creative andnsgripted or non-evidence based
techniques as well as EBPs. Their everyday climeak can be understood as an art
form as well as a science.

Thus, the social worlds of psychotherapeutic pcactalue EBPs as a good place
to start in their treatment plans, but claim ilngportant to maintain clinical freedom
(professional autonomy) and flexibility with regar theoretical orientations and
treatment techniques. MHPs critique the way in WiE8Ps privilege scientific evidence
over patient subjectivity, social context and therapeutic relationship. MHPs take issue
with the way MC policies have implemented EBPs aysvthat have shifted the field of
mental health care from psychodynamic towards rhelavioral focused theoretical
orientations and therapies. At the heart of thiscegm is a tension over how best to
define and measure mental health and iliness. Mittlaggle with EBP standardization
and how it privileges discrete, quantitative untierding and measurement of emotional
well-being.

While EBPs are almost uniformly valued, practitimi@veryday clinical

work was just as much guided by individual patietitsir identity and social
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circumstances. Further, several mental health digssror problems do not have
corresponding EBPs, either because studies on #reas of mental illness have
not been completed or because some types of therap#ervention are

difficult to study and measure (quantify) using RCMy findings demonstrate
that practitioners struggle with the definition andasurement of EBPs,
including how the scientific assumptions and metholdEBPs define mental
disorders and patienthood. The development andemm@htation of treatment
plans was characterized as much grayer in everglitagal practices than the
way that diagnosis and treatment are framed wHBR protocols such as those
adopted by managed care companies.

One of the key aspects of the way EBPs redefindahiéiness that
practitioners struggled with was the way that imdliial and social group
diversity is unaddressed. When interviewing mehéalth professionals | asked
them questions about what difference it makesttiet patients are adolescents,
male or female, Hispanic immigrants, or in the psscof exploring their
sexuality. In other words, | wanted to know to whztent scientific knowledge
at the level of the population, and life experienaethe level of social status
characteristics— what Steven Epstein (2007) hasddmiche group
standardization in biomedical paradigms, mattersléining and intervening in
adolescent mental health care. One of the aretfe afterview where individual
patient differences (both social group and indigidgubjectivity based) emerged
was in the discussions | had with professionalsiaB®&Ps. While the push for

the standardization of medical, diagnostic andapeutic practices is great,
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processes of implementing and negotiating stanoapalactice are messy. Social
worlds of psychotherapists’ shared assumptionstabeumportance of
psychotherapy remaining an art as well as a scieatenly to allow for the
heterogeneity of their own disciplinary backgrourttieoretical orientations and
therapeutic approaches, but because at the cdrtezioeveryday work were
adolescents. Social worlds of psychotherapistseshiara vision of being
advocates not only for adolescents in general (ashe social group), but of
adolescent difference or heterogeneity, acrosopkood and ways of
experiencing various kinds of mental illness.
In the IOM (2001) definition of EBPs, scientificidence, clinical

expertise and patient values were each importatar&in determining diagnosis
and therapeutic intervention. In a manner simoaréed (2006) and Messer
(2006), therapists did not think evidence shoulgtréleged over clinical
expertise or individual patient values, circumstmand difference. In
opposition to Kihlstrom (2006), the mental healthqtitioners | interviewed did
not think it made sense to define and measure mieeddth and illness in a way
that ignores the subjectivity of patients nor theial circumstances of their lives.

The mental health professions encompass a divetsd disciplinary
professions, theoretical orientations and appraathé&eatment. While the dominant
paradigm is biomedical or biological psychiatrye tinental health professionals who
practice psychotherapy largely ascribe to moresholtheoretical orientations and
approaches to intervening in the mental, emotiandlbehavioral disturbances of youth.

For MHPs, the biomedical model leaves out a lotadfiable and necessary information.
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While biomedicine contributes significantly to saidic understanding of epidemiology
of various disorders, mental iliness is definedimch broader terms in social worlds of
psychotherapy. For most practitioners, it was intgoarto adhere to the specific needs
and presenting problems of each adolescent.

The mental health practitioners | interviewed ovesimningly adopted
theoretical orientations that took a broader parspe of what causes mental health and
illness — i.e., they considered multiple aspectsaasal in the creation and alleviation of
mental disorders. Biomedicine, meaning the biolalggmd genetic aspects of mental
illness as well as the potential for chemical inabpaks, is viewed as one aspect and thus
potential cause of a disturbance, as well as otenpal avenue for solution.
Contemporary mental health practitioners neitheboraced nor dismissed
pharmaceuticals or behavioral interventions bigrofaw them as one aspect of a larger
therapeutic treatment plan that included the s@mdlrelational aspects of iliness.

The psychotherapists | interviewed recognized tiygortance of the
interdisciplinarity of the field and the need tornkdowards greater collaboration. It is a
sign of interdisciplinary professional maturatitwat each of the different disciplines both
understand and value interdisciplinary contribusitimat are moving the field toward
increased team-work and collaboration. With thed-@evelopment of information
technologies, not only will documentation, diagiscand treatment planning be
performed electronically, but each of the variogses of health specialists and their
information will be more easily linked, with moremortunities for collaboration.

There has been considerable discussion of thetextehich EBM and EBPs

deprofessionalize the health care field via attenmptredefine or heavily shape the
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content and decisions of health providers. Timmesyand Berg (2003) argue that it
makes more sense to figure out how EBPs can bemwgited in ways that enhance
health professionals’ forms of expertise, and betb@nect different types of
professionals together for collaborative opporiesitWhile | agree with Timmermans
and Berg’s (2003) analysis and recommendatiorisplfand that within the mental health
field, some professionals’ theoretical orientatiansl therapeutic approaches to treatment
are valued more than others’ and that some ofgtdgectly correlated to the hierarchy
of evidence discussed by Norcross et al (2006).tMémalth professionals are just that —
professionals who have gone through years of saigahd certification exams and their
clinical expertise as well as the subjectivity aodial circumstances of their patients
should be valued as much as the evidence produocedRCTs.

It is important to MHPs that psychotherapy contsteebe valued as an art
form as well as a science. MHPs value scientifidewce and proven techniques, but not
so much that they value the diagnosis or disorder mdividual patient subjectivity,
their background experiences, values, concernsagtidl circumstances. This debate
would be easier to address if it occurred in aednivhere profit motives and the power
of the insurance companies was less embedded wah¢hat EBPs and the DSM have
been instituted. Mental health professionals’ clishiexpertise has been called into
guestion and deprofessionalized to the extentttiegt are significantly less able to make
decisions about the proper theoretical orientatiliegnoses and treatment techniques in

their clinical work with patients.
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TAMING AND UNLEASHING THE DSM-TECHNOLOGY-IN-PRACTICE

| employed the sociology of diagnosis and biomddiation theory frameworks to
illustrate that the processes of diagnosis captavethe existing mental health
establishment defines and measures mental illhesgue that the technoscientific
classification system of the DSM orders ways ohgend contemporary thinking about
mental health and illness. While the DSM technolagg originally designed as a
diagnostic communication device, it heavily struetunot only contemporary diagnostic
processes, but clinical work.

Biomedicalization theory facilitated a disentangliof the interests and power of
different social actors engaged in processes gihadsis. It elucidates how the role of the
DSM as technoscientific actant in diagnosis, asdnéanings, emerge from on-going
clinical practice interactions. Thus, the DSM isogially scripted technology, yet its
significance is interpretively flexible and negoéid in concrete sites of action. The
heterogeneities in type of mental health care pl@vicare setting, and patient all shape
how the DSM is used and thus how diagnostic prestéze carried out.

Social processes of diagnosis and the interpréexeility of the DSM as a
biomedical technology are different for mental tie@rofessionals who are not
psychiatrists. The mental health professionalsdrinewed interpreted the DSM
technology as a necessary tool that sometimes eabsamagnostic clarity, permits
reimbursement for services and can help with imgemdlinary and patient
communication. The psychiatrists in Whooley's (204fidy experienced diagnostic

ambivalence as a result of how the DSM as a didgneshnology bestows scientific
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legitimacy upon their profession at the same time wsed by insurers to undercut their
professional authority.

In contrast, the mental health professionals Inngésved were ambivalent about
the way in which the cultural authority of the DS&thnology simultaneously helped
them communicate and collaborate with patientsstarand other mental health
professionals while hindering their professionghauty. Even more significant though,
was the way in which the biomedical model legitiethby the DSM technology
marginalized their theoretical orientations ancetit approaches to psychotherapy.
While alternative mental health professionals redoed the ways in which the DSM
technology was helpful for their work, there wasamunore at stake in social processes
of diagnosis for them. Clinical interests and pas are guided by definitions and
measurements of mental health and illness. Furtledinitions and measurements
influence societal and professional responsesih gaperiences of, mental iliness.
Underdetermined Significance of the DSM-Technology

Despite the multi-sited character of biomedicahdtadization, the most common
interpretation of the DSM technology was that iswasignificant for everyday clinical
treatment practices. MHPs had several ways of dsing of the importance of the DSM.
They labeled it as just a tool: as the only waytbeuld get paid; as something that only
facilitates diagnosis but doesn’t impact treatmasta means to an end; and as the bible
for the profession of psychiatry, not for their opofession(s). Mental health
professionals’ talk about and utilization of theNd&chnology undermined its authority

over their own clinical expertise.
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Like the psychiatrists in Whooley’s (2010) studye imental health professionals
| interviewed employed several work-arounds, oal@olutions to the problems posed
by biomedical and bureaucratic standardizatiorstFAmental health practitioners utilized
alternative taxonomies in order to diagnose acogrth their own understanding of
mental illness, and then translated those intempoets into DSM or biomedical terms
after the fact. This workaround was more than allstrategy that allowed MHPs to fall
in line with standardization while maintaining soprefessional authority. The
alternative taxonomy workaround enables psychadlsgt®unselors, social workers and
other non-psychiatrist professionals to continudefine mental health and illness in
psychodynamic ways.

Second, MHPs fudged the numbers or diagnostic dodasler to disguise their
actual clinical practices while falling in line \withe formal rules of insurance company
standardization. Fudging the codes often involvestres of over or under diagnosis.
MHPs | interviewed viewed themselves as consergativdiagnostics and when possible,
diagnosed or punted low, thereby protecting thatrgmts from more severe diagnostic
labels such as depression or anxiety.

Finally, MHPs negotiated diagnoses with adolespatients, their parents and
other providers. In this work-around, alternativelRs shored up the cultural authority of
the DSM while undermining biomedical and bureaucrstandardization. In addition to
employing these work-arounds, MHPs participated process | term cribbing. Cribbing
signifies the on going collective knowledge builgliand translation work required by
MHPs to learn the correct answers or codes thafauilitate therapeutic service

authorizations and minimize coverage denials. & tribbing also describes the way
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in which alternative MHPs’ professional expertisaéreated as infantile or illegitimate
alongside the reimbursement policies of insurerdblihg processes reveal the collective
knowledge building that goes into MHPs’ translatwork; they must translate their
everyday clinical goals, practices and outcomestim¢ preferred language of insurers.
Thus, cribbing negotiations develop out of on-gaimgractions with insurance
companies.

Diagnostic Dissonance: Alternative Paradigms of Mental lliness

Mental health professionals resist and reject tbmbdical model of the DSM,
and bureaucratic standards of insurance compameggh workarounds and cribbing.
For some professionals, diagnostic processestimitfitheir patients and their patients’
symptoms into disorder categories are uncomfortdideto issues with labeling or
problems of fit. For others, the process of diaghaad the categories of illness
represented in the DSM and legitimated by the gxsce companies are in direct conflict
with their theoretical orientation to mental illisesnd therefore also with their therapeutic
approach to healing.

At the heart of much of the resistance to biomddiod bureaucratic
standardization were knowledge tensions betweemaltive paradigms in
conceptualizing and intervening in mental ilinéBse biomedical DSM and profit
oriented insurers both privilege a therapeutic $oon surface level symptoms and
behaviors whereas the mental health professionaterviewed were trained to focus on
deeper communication, relational and emotionalkssilihis non-fungibility of the DSM
and insurance company policies is so problematithi® MHPs | interviewed that they

experience what | term diagnostic dissonance. @istndissonance describes the
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conflict between mental health professionals’ otlgoretical orientations to health and
illness and the biomedical model legitimated in £\ technology and insurance
company policies. The power, knowledge and expeegmf alternative mental health
professionals, in comparison to psychiatrist preifasals, are marginalized by the
assemblage of the DSM and insurance companies.

A key example of how the theoretical orientationd arofessional knowledges of
non-psychiatrist mental health professionals aregmalized in this assemblage is the
way in which social environmental conditions andses of mental illness are devalued
in the DSM and considered illegitimate diagnosesbyrers. For example, V codes,
which represent social context conditions and/ati@nal disorders such as parent-child
or sibling conflict, sexual abuse or neglect, anend in the back of the DSM under Axis
IV. Further, insurance companies will not reimbursental health practitioners for V
codes as primary diagnoses. Yet, for the mentdtthpeactitioners | interviewed, the
information V codes bestow is incredibly valuabhel @linically relevant. Further, mental
health professionals view social environmental atational issues as important to the
emotional wellbeing of all people, but especialiipkescents. Thus, practitioners strongly
disagreed with the illegitimate status of V codes.

In re-envisioning a different way of doing psychertdpy, practitioners focused on
three aspects of the DSM and diagnosis that netedelthnge. First, MHPs argued that
the social environmental and relational aspecta@ttal illness need recognized and
legitimated in diagnostic policies. Second, theyuad that the DSM-V and the mental
health field as a whole needs to develop a bettderstanding of the normal versus

pathological functioning of adolescents. Finallsagiitioners argued that fixing the

276



DSM, alone, will not be enough. The power insuracm@panies hold over DSM and
diagnostic work is a major problem that needs axtsire.

THE POLITICAL ECONOMY OF ADOLESCENT MENTAL HEALTH CARE

The power, knowledge and experiences of psychqtketec mental health care
professionals are marginalized by the assemblageddSM, insurance companies and
state/federal governance. This analysis of MHPpeeences of the countervailing forces
to their professional autonomy and everyday workalestrated conflicting logics at
work in the biopolitical economy. MHPs feel thresd, over-managed and
deprofessionalized to the extent that their prodesd training is questioned as treatment
decisions are guided by financial rather than cihmotivations and ethics. Insurers
have taken up the biomedical DSM technology anded it as a tool to save money.
The privatization of mental health care in a neaigh, capitalist political economy leads
to incentives for MC companies and state governagstems to hold back provisions to
save money and reap profits. These assemblagesuraince/state power co-constitute
local health care organization and delivery systérhe system is complex with multiple
states, insurance companies and mixed or privatéegpayment systems.

The mental health professions are extremely irgeiglinary, with multiple types
of background disciplinary training, socializatidheoretical models and approaches to
treatment. It is necessary for professions to sealgegment of the health care market
through lobbying and other politicking work. Thispdies not only to types of
disciplinary profession such as social workersaumselors, but to various theoretical
orientations and treatment techniques as well.pidligical economy shapes which

providers see which patients and which theoretidahtations and treatments are
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utilized (or at least privileged). MHPs argue tNeE has shifted the field of mental
health care from interpersonal, psychodynamic,teantsformative types of
psychotherapy towards short term, behavioral andicagon treatment approaches.
MHPs recognize the complex relationships of povetwieen the DSM, MC and state
governance and critique the current systems adiratoss for over-managing and
stepping beyond their role as funders into the obleeing care directors.

MC was recognized for the ways in which it hasaerded professional
accountability and improved treatment plans. Thermo which the MC system has
improved treatment plans was contested though ksecsame MHPs expressed concern
over how current treatment plans have to be womléghavioral language whereas
therapists need to be flexible to changing the @ggr and goals of treatment as mental
iliness disturbances and context emerge from tbageutic relationship and the context
of the patient’s life. The MC system is acknowledidier its effect on professional
accountability and its facilitation of clear tream goals, but MHPs argue the pendulum
has swung too far via over-management of theotadioentations and treatment
practices. Thus, MHPs contest MC governance ofathguage of their treatment plans,
and how some treatments are privileged or devakuaditheir overall regulations have
reconfigured treatment plans into formulas devdickoognizing heterogeneities across
patients and unique personhood and social contétirvthe care of each individual
adolescent.

Conflicting Logics: Professional versus Financial Ethics of Care
A significant criticism of MC was how there is re@singly more paperwork,

documentation, phone calls and networking to niest tegulations, while
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simultaneously, fees for service have decreasea nliore work for less pay scenario,
what MHPs struggle with the most, beyond burnong,c@st-containment strategies
which reduce the quality of mental health care gnattitioners can provide. While
MHPs operate under professional ethics of careaa@duided by clinical information of
patients, MC bureaucrats focus on short-term nedd@edical necessity. MHPs argue
these conflicting ethics lead to reduced qualitgarke, especially among patients with
major mental illness. While the on-going cribbingrwrequired by practitioners to keep
up with shifting regulations regarding how they ¢alk, write and report on their
everyday clinical practices is frustrating, thetare of fear created by on-going
documentation reviews and potential audits craagdeasant, if not unethical,
organizational work contexts. For instance, MHRgiarthat new pretreatment
assessment requirements neglect the importancaiflishing a bond with new patients
in the first session, and that many MC policieshsas this one appear irrational and
based on administrative rather than clinical expertn a context of oppositional logics
where MHPs are guided by clinical information amdfessional ethics of care but must
negotiate the regulations of administrative manmagerded by a business ethic that
commodifies care, it's not surprising the resutts iarational rationalization and
increasing stratification.
Stratification of Care

The privatized, over-managed care regulations Gffitilitate organizational
work settings (contexts of care) where providerstmegotiate more guidelines or
controlling features of their work, defend theiofassional expertise and get paid less for

doing so. MHPs argue that MC system is systemétisglieezing expert seasoned
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professionals out of the market. The MC systemileges undereducated and
underqualified professionals for public mental le@rograms that focus on short-term,
medical necessity cases. Some MHPs argue thedieleing diluted, i.e. that there is
nowhere for highly trained psychotherapists to yoeet private practices and out-of-
pocket markets. MHPs argue the MC agenda is todyef providers in order to decrease
access to services, which lowers utilization rates$ saves money. The MC formula
leads to seasoned professionals treating the wdonrél while new clinicians with the
least professional training and field expertisatttete most intense and troubled clients.
At least one MHP argued that this system coultéditer if MHPs themselves did
a better job at managing their practice througlediying the types of clients they
accept at any given time, including taking on Madicand pro bono client cases. Despite
where you place the blame on the mechanisms difista#ion, all MHPs agreed that the
public sector insurance panels do not treat prosidell. The caseloads are too high, too
acute, while the pay and job satisfaction are ¢@a Yet, many MHPs would deal with
the issues of pay and intensity of cases if thexenit also a culture of fear and a shift in
the kind of psychotherapy a practitioner can previthe MHPs | interviewed who
stopped accepting Medicaid clients or other forigrivatized public insurance believed
in the mission of that work and wanted to treagrdi$é that were not just the “worried
well,” but found they were unable to do the kindaairk they were highly trained and
skilled at doing, under the MC system. The strediion of care leads to newer therapists
treating the most troubled, emotionally chaotic ifees while the seasoned professionals

treat the worried well who can afford out-of-pocketvices.
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Stratification is a result of complex, fragmenteslations of state/industry power.
MHPs resent the constant surveillance of theirgesibnal work not only because of the
loss of professional autonomy, but because tredtplans have been reconfigured to
privilege biomedical and behavioral orientationd &ieatment practices are governed by
profit rather than clinical expertise and a logicare.

In performing a psychotherapeutic approach to shgdthe field of adolescent
mental health care, | asked professionals whatwuaayd change if they had a magic
wand. The power that insurance companies havedargrcare practices of providers
was critiqued as corrupt. The MC system has uneggdlpower over treatment plans and
practices and MHPs desire a system that direcésliased on the best interest of each
individual adolescent client and their families.oler to achieve this care, practitioners
want care to be managed based on clinical ratla@rfihancial decisions. Practitioners
want the professional autonomy and flexibility &rform the work they are highly
trained for, to do it from the eclectic theoretioalentations and approaches to treatment
in which they have spent time becoming skilledaing to utilize approaches that best fit
each unigue adolescent, their family dynamics athsenvironmental circumstances.
Regulating MC to allow mental health experts thevaomy to properly treat patients’
mental health concerns may or may not increaseBbhler value as it improves patient

outcomes, but it will undeniably improve adolesameintal health.
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Appendices

APPENDIX A: Sample Study Participant Characteristics

Service Providers by Gender and Race Femiale Total

White 30 5 35
African American 3 0 3
Non-White Hispanic/Latina 1 0 1
Native American Indian 1 0 1
Total 35 5 40
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APPENDIX B: MHP’s Professional Backgrounds and Theretical Orientations

Disciplinary and
Professional
Backgrounds

——————>

Theoretical
Orientations

LWL

AD Counsel and BS Couns¢l

(2)

MA Psych (2)

MA Educ Kids EBDs (5)

MA Counsel (9)

MA Marriage Family Therap
(MFT) (3)
MS Counsel (2)

Nurse Pract. (NP) (1)

MSW (7)

PsyD (1)

Ph.D. Special Educ (2)

Ph.D. Counsel Psych (2)

Ph.D. Ped Psych (1)

Ph.D. Clinical Psych (3)

Systemic 9

x

XXX

XXX

Structural Strategic
1

Constructivism 4

XXX

Biopsychosocial 5

Psychodynamic 1

Family Systems 12

XX

XX

X

Culture 1

REBT 1

Relationship
Approach 7

XXX

XX

Solution focused 4

XX

Language Centered
and/or Narrative
therapies 2

Future Focused 2

CBT 8

XX

XXX

XX

Behavioral 2

Eclectic 6

XXX

XX

Object Relations 1

Interpersonal
therapeutic
relationship 1
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Disciplinary and
Professional
Backgrounds

——————>

Theoretical
Orientations

LU

AD Counsel and BS Counsel

(2)

MA Psych (2)

MA Educ Kids EBDs (5)

MA Counsel (9)

MA Marriage Family Therapy

(MFT) (3)
MS Counsel (2)

Nurse Pract. (NP) (1)

MSW (7)

PsyD (1)

Ph.D. Special Educ (2)

Ph.D. Counsel Psych (2)

Ph.D. Ped Psych (1)

Ph.D. Clinical Psych (3)

Context/holistic 2

x

MST 1

Strength Based 6

XX

XX

ACT 1

Medical model 1

Psychoeducational

XXX

Art and play
therapies 3

XX

Developmental or
Psychodynamic 2

Parent-Child
Interaction 1

Psychoanalytical 5

XX
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APPENDIX C: Interview Consent Form

Initials Date

HEALTH CARE PROFESSIONAL INTERVIEW CONSENT FORM

Project Title Adolescent Mental Disorders: A sociabgical analysis of an emergent set of
professional knowledges
Why is this This is a research project being conducted by AnNedson at the University of

research being
done?

Maryland, College Park. She is inviting you to papfate in this research projeg
because you are a professional who provides méetlth services to
adolescents. The purpose of this research progett iearn about how different
professional disciplines define and intervene inladcent mental disorders.

What will | be
asked to do?

Interview: Amber Nelson is requesting she interview you apout role as a
health professional as it relates to the servickveey of adolescent mental heal
care.

The types of questions that will be asked inclhédallowing:

What kind of educational training did you go thrbug order to become an
adolescent mental health practitioner?

How does your approach to defining and intervemngdolescent mental
disorders differ from other professionals you waith?

What difference does it make for intervention wipeofessional’s practices are
guided by different models of illness?

The interview will take place at a time and plaaastrconvenient for you.
Please Initial all that apply:

You agree to be interviewed for this study

You agree to have the interview audiotapéoll may still participate in
the study and decline to be audiotaped.

You agree to have your responses to questgkesl in this interview “on
the record”. By checking this box you are agreempbgeing identified in my

research. You may still participate in the studg decline to be “on the record’.

—t

th
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What about
confidentiality?

Confidentiality will be maintained unless intervieswchooses to be “on the
record,” in which case “you may choose to be onrbeord and your name and
identifying information may be used in publicatidn¥ you choose to be
interviewed off the record, a pseudonym will beduseoughout all stages of the
researchfrom data collection to analysis, through reseadi$semination. Non-
essential personal characteristics will be changegrotect confidentiality and
prevent identification of “off the record” healtrace professionals who are
interviewed No personal details about particular patients otipat’s health care
will be recorded.

Furthermore, informed consent sheets, interviewaages, and Microsoft word
typed transcripts which may identify study partiips (by pseudonym or
otherwise) will be stored in a locked cabinet ie firimary principle
investigator's office at the University of Marylands each digital recording of
each interview is transcribed into text via a Misaft word document onto the
hard drive, the digital recordings will be erased.

If Amber Nelson writes a report or article abouisthesearch project, your
identity will be protected to the maximum exterdgiiale (unless you choose to
on the record). Your information may be sharedhwépresentatives of the
University of Maryland, College Park or governmdratathorities only if you or
someone else is in danger or if we are requireddso by law.

be

All study participants, including you, will receiaecopy of the informed consent
document.

Initials Date

Project Title

Adolescent Mental Disorders: A sociological analysiof an emergent set of
professional knowledges

What are the risks
of this research?
What are the costs
to me for
participating in

this research?

Participation in this study presents no greaterrthminimal risk to youYou can
refuse to answer any question Amber asks you dtihmgnterview. Participatiorn
in this study could result in some loss of profassi and or personal time.

Do | have to be in
this research?
May | stop
participating at
any time?

Your participation in this research is completebtuntary. You may choose no|
to take part at all. If you decide to participatethis research, you may stop
participating at any time.

—F

286



What if | have
guestions?

This research is being conductedAayber Nelson, Department of Sociology at
the University of Maryland, College Park. If yoave any questions about the
research study itself, you may contact Amber Nelabri103A, Art-Sociology
Building

College Park, MD 20742 (office location), 301.408.8 (office phone) or
anelson@socy.umd.edemail). You may also contact the Principal Inigegor
of this study, Sociology Professor Dr. Bill Falkvefialk@socy.umd.edu, or at
301.405.6396.

You will receive a copy of this informed conserduheent.

If you have questions about your rights as a reseaubject or wish to report a
research-related injury, please contabitstitutional Review Board Office,
University of Maryland, College Park, Maryland, 20742;

(e-mail) irb@deans.umd.edy (telephone) 301-405-0678

This research has been reviewed according to theddsity of Maryland,
College Park IRB procedures for research involMmgnan subjects.

Statement of Age
of Subject and
Statement of
Consent

Your signatureindicates that:

you are at least 18 years of age;,

the research has been explained to you;

your questions have been fully answered;

and that you freely and voluntarily choose totiggpate in this research
project.

Signature and
Date

NAME OF SUBJECT

SIGNATURE OF SUBJECT

DATE
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APPENDIX D: Interview Guide

“Diagnoses and Interventions in Theory and Practie: Adolescent Mental
Disorders”

|. PROFESSIONAL BACKGROUND INFORMATION
a. How long have you been in the mental health prafe8s
b. Can you tell me about your professional trainingt aslates to adolescent health?
i. What were gaps and strengths?
ii. Is there anything you would have changed about your
professionalization? If so, what
¢. What stands out as significant about your backgitaducational training in
shaping your current approach to adolescent mdisatders?
d. How has your discipline changed its professionakcation since you entered the
field?
e. How has your approach to providing adolescent nhéxei@th services changed
since you left your professional training and esiethe field?

II. PROFESSIONAL COMMUNITIES AND PRACTITIONER MODELS OELNESS

a. How do you view adolescent mental illness? Whayalothink causes it?

b. Tell me about the model of iliness you use in yapproach to working with
adolescents with mental disorders.

c. There are so many different words used interchaigeéa describe mental health
problems such as mental illness, mental disorder distress. Do these terms
mean the same thing to you? Do you prefer one avether?

d. How does your approach to defining adolescent rheigarders differ from the
other professionals you work with?

e. Are there any particular models of iliness that gimagree with or find difficult
to embrace?

f. What difference does it make for intervention wipeofessionals’ practices are
guided by different models of illness?

g. In what ways do you think adolescents are affebtethe models of ililness that
guide their mental health treatment?

h. What professional community, communities and orgations do you consider
yourself a member of? (probe)

i. What are the models of illness of those commundiesrganizations? (probe)

j- What are the disciplinary backgrounds of the mgjaf the members of said
organizations?

k. What kinds of other mental health professionalyaowork with? How are
their approaches to adolescent mental disordeiitasito or different from your
own approach?

[. Whatis it like to work with mental health profemsals from different
disciplinary backgrounds?

m. What assumptions about adolescent mental disoddemsembers of these
communities or organizations share?

n. What are the benefits and costs of the interdiseify state of the field?
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[1l. ADOLESCENT MENTAL DISORDER TREATMENT PRACTICES

a.

- O T

How do you “treat” adolescent mental disordersoanryprofession? What does
adolescent mental disorder treatment entail forg®a mental health
practitioner?

. Do you think there is a “best” treatment or apptotcintervening in adolescent

mental disorders?

. How have the treatment plans for adolescents clibsigee you began your

career as a practitioner?

. Do you use any particular tools, software or sgi@®in writing up treatment

plans?
a. If so, can you tell me a bit about it? Therascribeothers? What do you
think about them? What are the costs and benédfitsing software in
your day to day work?s

. What do you think about Evidence Based MedicineEvidence Based

Practices?
Do you use Evidence Based Practices in your priafiesiswork?
How are your treatment practices evaluated?

. How do you know when a given treatment is “workipgiVhat does a successful

treatment intervention look like? What are itsecproperties?

Do you think the therapeutic work you do is morecarscience? Why or how so?
Have the type of adolescents you work with charigehy way throughout your
professional experience? If so, in what ways?

. What do you think sets adolescent mental healthlbesgs treatment apart from

the general field of mental health services, omfiadult mental health services?

Tell me about your experiences of working with &doknts. In what capacity,
for/at what types of organizations . . .

. What is unique or specific to adolescent mentairdisrs compared with adult

mental disorders? How are their disorders and tteatments similar and or
different? Why?

. Can you tell me about any major turning pointstipalar experiences or events

which guided your areas of expertise and curreptageth towards working with
adolescents?

. What ethical dilemmas have you experienced in yayrto day work in the

mental health field?

. How do your personal and or professional valuesrénto the treatment context?
. How do the personal values and orientations of ytant matter?

In what ways do the social or cultural backgrouofithe adolescents you see
matter?

. Do you think we do a good job treating LGBT anduxally diverse populations

in the mental health field today? If so, how da ybink it has changed or
improved or what is your assessment on developniestrving those
populations across the past couple of decades?
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IV.PROFESSIONAL PRACTICES OF DIAGNOSIS AND TREATMENT
a. Can you tell me about the diagnostic process — Wieatails?
b. Is there anything unique, or different about disging adolescent mental
disorders as compared with adult mental disorders?
c. How important is diagnosis to your everyday workhwadolescents?
d. Are there any specific tools or strategies youing#agnosis?
e. What disorders or presenting issues would you saydyagnose and treat most
commonly?
f. Would you say that most of your cases are youth ghitonic recurrent
conditions or temporary situation induced distress?
g. What significance does the DSM hold in your workhsadolescents?
h. How often do you use the DSM in your work as a fitiaocer?
i. What role does the DSM play in your everyday warkgtices?
j- In what ways is your approach to intervention skiageinfluenced by the DSM?
k. How is the DSM helpful to your everyday work as ental health practitioner?
I. How is the DSM a hindrance to your everyday worlk gsactitioner?
m. What do you think about the discussions surroundiwgsions for the DSM V?
n. What would you revise about the DSM? How? Why?
0. What do you think about V codes? Do you think they or should be legitimate
diagnoses, that practitioners should receive reisgyuent for diagnosing people
with V codes?
p. What do you know about the harmful dysfunction tiyemr model of disorder? |
think it influenced the DSM IV and the way that ftional impairment in daily
living was added as a criteria for diagnosis?
g. What do you think about the debate of discreteugec®ntinuous categories of
mental disorders? Do you think one is more aceurainmakes more sense? Would
you endorse the APA revising the DSM from discteteontinuous categories?
r. What do you think about the debate regarding addifagional disorders to the
DSM?

V. EVALUATION OF ADOLESCENT MENTAL DISORDR FIELD OF
SERVICES
a. Are there debates in the larger field of adolesbeaith among practitioners
regarding contemporary adolescent mental healthcesrthat are important to
your work/approach? What do you think about ¢hadsbates?
b. What do you think is not given enough attentiosegerch or discussion regarding
adolescent mental health care?
What do you think about the Managed Behavioral the@hre System?

. What are the most significant changes that havarced in the field of providing
adolescent mental health services since you enteeciicld? What do you think
about these changes?

a. In what ways do you see the field developing, sigfor changing?

b. What stands out as the most significant changdateacent mental health

services since you entered the field?

c. Do you think the adolescent mental health senacesnore interdisciplinary

now than when you entered the field as a pracgtion(probe) What is the
impact of this?

oo
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. Do you think there is more or less integration@figes than there was a decade
ago?

. Do you think there is a formal or informal netwankthis area of who to go see
for different kinds of needs? For instance, is¢lgpod communication between
therapists that so and so exists and is greatdtind women who have these
issues or so and so is great for boys with gerd#stity issues?

If you had a magic wand and could change the iéladolescent mental health
services, what would you change? That is, whatibbtolescent mental health
services do you think needs the most improvement?

. Is there anything else you thought | would ask alboa | haven't?

. Is there anything you want to add, anything else think might be important?
Could you help put me in contact with other mehglth practitioners who
might be willing to be interviewed?
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