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ABSTRACT : .

The experience of consultants in a pediatric hospital
indicates that infant failure to thrive is almost always associated
with strain in¥the relationships of the infant's caregivers.
Consequently, a nontraditional, long-term, home-based, and
family-centered model of evalflation and treatment of failure to
thrive has been developed which involves family members in assessing ‘
how family influences disrupt nurturance and which engages family o

menbers in ongoing therapeutic work. Intervention’'is directed toward
containmegt of family relationship problems, employment of more )
adaptive ress management, and restructuring of the child's ¢
nurturding comtext. To assess the effectiveness of the fadily-centered
intervertion, comparisons are being made between-outcomes of two
alternate Approaches to intervention: a parent-cehtered approach
focusing on the major caretaker and an advocacy approach.invblving
short-term support and indirect treatment. Infants are assessed at
six-month intervals on intellectual development, play be avior,
attachaent, and language competence. Additionally, monthly honme
observations are being made of parent-ch#ld interagtion. Preliminary .
follow-up data for small samples Qf predominantly. low-income families .
vith™trfants at 1 year of age. revegd improved weight gain, ) o7 N
maintenance of intellectual gbilit » and, in compariscn to S;ior

studies, more positive attaclFrent hehavior. Analyses of data v
being collected are expected to show that the family-ceptered )
approach to interventjon résults in longer lasting gains in infants*
developmental and psychosocial competence. (Author/RH) ~
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Although it has long been recognﬁged that'failure to thrive is agsociated’
with a'high level of intrafamilial stress, tﬁe way in which the family context .

influences the dcvelopment and outcome oi{this/common pediatric problem has vt
-~ /l \)
not been adequately described nor havﬁatreatment approaches addressed family

' - . ]

infiuences. Our experiences as consultants in a pediatric hospital and

) //retrospective chart revﬁew (Drotar Malone Negray & Dennstedt, 1981; Drotar & .

Z ]
Malone, in press) indicate that family members are rarely involved ip hospital *

based ps?chosocial treatment planning or intervention following pediatric
hospitali)ation. Because the interpersonal context that has generated the

infants' difficulties is usually not addressed in treatment " the nutritional

.

N . and developnental gains made by failure to thrive infants during hospitalization J

s

are not always sustained in .their home settings, judging from available long
term outcome data which documents a high incidence of learning, behavior, and

relationship problems in school—aged children who present with failure to

.= .-
tbrive as infants (Hufton & Oates, 1977; Drotar, Malone & Negray, 1%]9).
N\

To better unders§-d the family relationships’ of iaildre to thrive infants,
v
we\have now engaged in assessment and intervention with over fifty failure to
‘ . thrive tnfants in ‘both hospftal and home settingd over the past five‘;ears.

Although we have found striking variations in family constellations and strycture
(

-ouy experience strongly indicates that the infant 8 failure to thrive almost?
§ ‘ . always signals a family relationship‘strain, ranging from%severe conflict’ to
emotional isolation, among the’ infant s parenting partners, that is between

the infants' mother and a person of primary/é/gnificancento hér,_é.g. boyfriend
’
'father, mother{uor*other member of the extended family. In_ turn, these family

r

‘relationship problems interact with a host of other factofs inclu&ing parents’

nurturing histories to disrupt their capacities to protect the’inﬁént 8
‘. o . > ) .« -
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- the origins as well as avenues for positive change outside the sphere of
» ’ A

,family caregivers, as poor nutrition and stimulation take their progressive

*

‘model of family centered care of failure to thrive represents a significant'

the infant's difficulties, parents,areagiven the clear message that family ,

’departence from traditIOnal care pattenns in a number of important ways.

- ' N * )
NN ‘ \3 o n . ’ .
. I . ' ) - .
nurturing, from life stress. Ironitally, as in other psychosonatic’conditions,

-

. ! y / . '
these{severe relationship Prohlems are often minimfzed, denied, 6r avoided by -

family members, and ,localized in the child, a.defensive strategy which places .

family influence. By the time the failure to thrive infant is admitted to. the
.Y o, . .'. .
hospital, the infant may be labeled as sick or small and be isolated from ‘.

toll., "Clinically, one is struck with the contrast béetween the compellingq

nature‘of the child's nutritional deficits, and the parents' seeming obliviousness
s 9 . ) ' .

to’ the chiIH's emotional needs and concern with uhe infants organic condition.
N
We have, learned,ﬁo construe the apparent lack of emotional connectibn between

mother and child which is often observed initially during the hopspitalization,

3

-

as a‘part of broader patterns of family diseonnection. A in infants Buch as

. . L) . - .
Jesse, a young ipfant whose parents rarely talk to one another. Jesse:s mother
. A .

feels unsupported and dominated by her husband. ‘In-many ways, the mother's

N
relationship with Jesse mirrors the isolated interactions with her husband,
. . )

She cannot talk to Jesse or read his signals. - S v g

w ’

‘< In keeping with observa ions that the infant 8 failure to thrive is so

»

often associated with family relationship difficulties, we have developed a’

. - ¢ [
family-centered model of evaluation and treatgint of fatlure tb thrive which '//"
. . ’ j
. ~ ce”
involves family members in.assessment of how family‘influences disrupt the '
. . . . . . 7
child's nurturing and enga&es*family memhers in ongoing therapeutié work

directed toward containment of family relationship problems, more adaptive L,

stress management, and restruEturing of’ the child s aurturing context. “This y

- (-

;
irst, as eoon as it seems clear ;hat environmental fadtors are invqlved in o l
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gtresses are related to tﬁe problem and that family members are(gecessary for

*

. * the resolution of the problem. Ihis initial message, which’is coupled with
active, persistedt attempts toO reach out to the pdrents, as well as empathic -
understanding 'of stresses which are caused by the infant's hospital zation,
often helps counter the parents defensive appraisal;of the infant as physically
impaired and sets the stage'\ for them join with us in intefvention following* .

® hospitalizat on. However, as many who work with the families of failure to
‘thrive infants will attest, the engagement phase of - treatment can be the most

a difficult of all, as many parents struggle to retain their appraisal of the

v

s
~ « child as impaired in order to maintain their system intact. Moreover, severef
reality problems, such as transportation, ¢inances, and the demands of children

at home, can contribute to the difficulty‘of engaging parents. parents’ anxietie

-
- -

can also be markedly ineensified in the hospital mileu, where it is very
\,.
difficult’to arrange a positive treatment environment. pParents and their

Ao -
interactionz with their infant are inevitably scrutinized through the gtaff's

. dbservation and history taking. Finally, as the {nfant begins to do well 'in
he hospital, it is very easy for the parents to eXperience thesewgains as an i

T insult because they were accomplished outside the sphere of family influence. |

« & Our initial approaca .to parentg involves a primary attention to their §

-current cOncerns, worries, and frustrations. Since we know we will be workin;

i

with the iamily for dome time toAcome} we can afford to walt on- gathering

t

further_information concerning how the problem began until the parents can {
.l . . . ] ‘;
! -tell or show us themselves. One of / the most important principles we have ° |

’

learned‘in our work concerns the necessity for hospital bgsed evaluation to EE

followed up with outreach treatment which continues over a period,of time. Th
\

families of failure tdé thrive infants are often lost to follow up after the 1

" . hospitalizatién, partly because there are 80 few infant mental health tesour(
. . j




.
’ » « . .
e r L4 . ER) \
.

t - . L . N .
in-the community, and also owing to ‘tHe difficulty of integrating hospiital

based resources with comtunity chilities)(Drdtar & Malome, in press)i Another -
1.
L ] . ] > ’

~innovative aspect of our approach is that the treatment is cegtered in the \
fam{ly home. We b@lieve that this arduous methoé,of treatment is juétified on
T the bagis of the seriousness and chtonicify of the infant's problem, which is '

. PR / A \'
a. definite thré%t to'the child%s long-term gJowph and development and\because

. . . ' f Y
many disadvantaged,lpighly stressed families cannot manage ﬂbgticip§tion‘in .
. m / L

'clipic basedgtreétment.' Our home based treatment visitati&n apﬁroach'ailéwé
v e * . d

.

the opportunity for-dbservatfbns of family trahgaction éhich_constitute';he
€ R , v
. raw materials for intetvention and provide an avenue for a unique und%rstanding

~

‘ciated with failure to thrive.

~ ? T

The flavor of this tiﬁatment ig shown in the £ollowing clinical example taken
. . ' : =

of the family structures and organization asso

1

il

. from the pilot Rhébe-of our work.
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_ Like a number of children in our sample, Randy a two
_ ménth old infant, and first presented to us in his second
d -hospital admissiun for failure to thrive and is from a large
‘ v} © . extended kipshi} unit including his mother, widow¥d a year
. vefore, &lblings ages 2, % 6, a great grandmother and father
' . ' 1iving'next door aleng with two uncles, and Randy's aunt who .
. often visited with her three children. Puring Randy's '
hospitalization, we caught a glimse of how the availability of
. so many ‘adult caretakers turned out to be a major disadvantage
, - . for his nurturiag in the sense thad this pattern-prevented hig
. mother (or any adulf garetaker for xhat matter) from making, as
spAcific'atfachﬁgdt\to him. We observed that whknever Randy
‘fretted or fussed, he was immediately handed; over to his aunts
. or to other family members. Meal times were highly' confusing,
o . ' disorganized, and filled with the ‘stresses of Randy's
.aiblings, each of whom clamored for their mother's attention
.1ike so many hungry birds. In structural terms, Randy was
ratsed by the family*group in a way that prevented the smodth
« ' reciprocal imteraction and regulation of feeding and sleeping
L patterns characteristic of more .adaptive early mother-infant
dyads, . Eafly. on), one of our most salient early observations .
. concerned how the entire family perceived Bandy 'as a sick, _
. e - yulperable child who could only be cared for by the hospital.
. . Tn fact, the fam#lies' panic riddent approach.to Randy's care
‘ involved théaf tgﬁing him to the hogpital with the exception

. . .
4 “ “') " " . . »
a . [ ] +
. -
. _ : 7, 5 :
¥ ‘ , .

. -




- .

M¢hat he'would be cured by the professionals, a s;enario'that
was repeated a number of times. One important medgage,that
framed our early intervention with this family was that Randy
was nomgphysically vulnerable %nd could be cared for
adaptivasly by the family but only if they worked with us to .
maKe changes. We searched for a way of organizing Randy's

’ care and attachments and decided to restructure the nurturing

context by reinforcing Randy's mother and grandmother as a

major unit of collaboration and-.deemphasizing participatipn of -
Randy s aunt. We learned that Randy's mother and aunt, who

had been :sharing his care, had long bgen in conflict. As .l
mother and grandmother became more of a unit, it was possible

to construct .a calmer more adaptive nurturing network. Meal

times were reorganized to include two adults, mother and

. grandmother working in tandem. The grandmother was encouraged

to take on the formidable task of* feeding Randy's 18 month old

sister who had a history of undiagnosed failure to thrive and ,

R : was very demanding. Another . longer—-term goal was to ' -
centralize Randy's mother as his major caretaker which proved
to be quite difficult owing to her ambivalence_ and anxiety.
However, slowly she began ‘to relate n>re positively to.him.

As Randy began to want his mother and no one else, his great. :

L, grandmother supported this by refusing to take him in times of

« stress and by comments such as "he loves you and no oae else"

- “ Over the course of an 15 month period, important changed in
the family system were reflected in Randy's increased walght ;‘
gain, average cognitive development and secure atfachment T
behavior.. * . '

0

We are now assessiné the ef@icacy of a family centered intervention,
R " B 0

v

compared to two alternative patterps, a parent-cenfered focused on the major

caretaker, and -an advocacy appraach involving“short term support and indirect

treatment. The structuring of these interventions are shown in ‘the €ollowing

slide: (Insert slide lg Our infants are followe# at six month intervals in a
comprehensive outcome assessnent including intellectudal development, play
behayior, attachment, Ianguager:Lﬁpetence, and with monthly home observations

L —
of parent-child interaction as shown on the following slide (Ipsért slide g).f

LY

Since we are only in our second year of the psoject, our numbers are-as yet

-

too small to prqvide any‘data broken down by treatment group. gHowever, siide

- . i .

. . .
. 3 shows descriptive data concerning thirty three families. * Although family

T

structugfs and size are variable, impoverished fiamilies are

L
over represented. The next slide shows preliminary ‘follow up outcome data

“
R . B
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. . iy
age age one year concerning physical growth on a small sample of 13. .(Insert
7/ f «

[

skide 4). Although the numbers are much too small to allow any firm conclusions,

you will note improved QEight gain from the onset of the“study. The intellectual

t e ) ; '
abilities of our high risk sample, as measured by the Bayley Scale, (BaYley,
. e
1969) is shown on the next slide (slide’5) have been maintained.  Another

’

part of our battery involves attathment behavior as measured by the Sroufe-Waters

adaptation of the Ainsworth separation reunion situation (Sroufe & Waters

-1977) which is. shown in the following slide (Slide 6). Altlough this finding

is .difficult to evaluate without a compariaon'group, this is a much more

-

'
positive outcome concerning attachment-behavior than prior studies of this

population (Gordon and Jameson 1979).

-
[y

Since our outcome assessment is still:very much* in the preliminary stages,

-
firm co%clusions concerning the effects of different intervention plans cannot”

be made. However, owing to the fact that a family centered approach-includes
multiple family members in treatment caretakers, each of whom can exert an

important direct effect on the child, and indirectly as a support for the

.mother, we' believe that the family oriented aﬂgroach should result in longer

tasting gains in developmental and psychosocial competence. Our work indicates

' N

that a home based family centered approach has unrecoglized potential' as a
N Pl

treatment modality for infant mental health problems which occur in disadvantaged,
‘ ¢

. hard to reach families. Snbsequent reports will provide a more detailed

ekplication of this model of interveation“and evaluation of this model .through

comprehensive study of outcome . ’ d . . .
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Initial assessments”
(hospitalization)
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[ ‘ :
Bayley Scale ' T Baz&}y Scale
Language - “. “Language '
Attachment behavior ) symbolic Play -
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> €10 Months

' Heighvt, Welght
Head ciyxcumference

Family Environment Scale
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Obsexrvations of transactional competence - v
at three week intervals .

. Time interval.since beginning of treatment

23a .

12-20 Months ———

Bayley Scale
Language .
Symbolic Play
Height, Weight
Head circumference

18-30 Months ——>
Family Environment Scale

Perceptions of*-Support
from Parepting Partner‘
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