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he issue of the professional identity is salient for any medical discipline but especially for these, like

child psychiatry and perhaps psychiatry, where the professional is the principal “instrument” in the

assessment and in providing interventions. The Ericksonian view on identity implies self-sameness,

continuity and synthesis which the child psychiatry as a specialty and child psychiatrists as profes-
sionals are to achieve more or less successfully. As a professional, the child psychiatrist is directed to the
prevention, diagnosis and treatment of psychiatric disorders and associated problems in children and
adolescents viewing children as developing biopsychological entities being in ongoing co-influencing
interaction with their immediate and wider societal contexts. As a discipline, child and adolescent psychi-
atry needs to integrate developmental biological and psychological aspects, and holistic child-centered
and family-focused perspectives. Child psychiatry is to integrate not only various aspects of the child as
individual and of his environments as they are, but also in their diachronic dimension. As child psychia-
trists, in my view, we must keep integrated in our professional armamentarium the consideration for intra-
and interpersonal processes. In that perspective, of special value is the appreciation of setting, of timing,
and of interpersonal processes in their interaction with intrapersonal ones. In addition, being both child-
centered and family-focused, we need a systemic literacy to look at the families and of children as part of
them. Apart from evidence-based information and clinical skills, we need some mature attitude to help-
fully use our knowledge and skills. This attitude can transcend the state of the art professional algorithms;
rather it integrates and not just imitates them. It cautions against too much enthusiasm in following the
pendulum. It implies awareness of some reasonable limit to the urge to change the children and families.
In fact, many developmentally and behaviorally disabled children need not only attempts to correction,
but also some help to live and develop more successfully with their handicaps. Here, if not everywhere,
a facilitating discovery and building on patient’s personal assets professional approach is needed. The
international integration of “child psychiatries” of different countries and world’s regions is valuable, and
not only with reference to elaborating on and further developing child psychiatry as a theory and practice,
but in the view of international co-support, which being almost everywhere under-served child psychia-
try and its potential patients-children, adolescents and families-necessitate.
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Being with the profession of child psychiatry since that topic to be important for any helping profession
1985, the problem of reconsidering the issue of the like child psychiatry.
professional identity of child psychiatrist and of child | strongly believe that we need routinely to look
psychiatry as well as the different ways to be a child at and reflect of ourselves despite the heavy stone
psychiatrist is, as | feel, timely for me. | also believe of everyday preoccupations and duties, to be like
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Theseus who succeeded to lift a stone to find the to-
ken placed under it including his father’s name.’

For years, | have led multi-disciplinary teams in
child psychiatry and have been routinely engaged
in teaching to and discussing with medical students,
residents in psychiatry and child psychiatry, and stu-
dents in psychology. All these experiences have re-
currently raised the question of what the distinctive
features of our discipline are and could be.

Undoubtedly, the professional identity (or identities)
of child psychiatrists is reflected in what and how they
do or abstain to do in their practice, what they say and
write about it, and how are they influencing the public
perception of them. Being an active participant in the
professional field in Bulgaria, | saw the extent to which
the practice and ideas can change not only as follow-
ing the unavoidable pendulum, but as influenced by
the leaders in the field and the politico-societal con-
texts. So, the future of our discipline also depends on
our attitude and conscious efforts in that direction.
While working with patients, we are also agents in
the society, and are responsible for the image of the
profession, its definition, its real and perceived utility,
and its future development.

In my view, a (possible) definition of the child psy-
chiatrist as a professional can be stated as a “medi-
cal doctor directed to the prevention, diagnosis and
treatment of psychiatric disorders and associated
problems in children and adolescents as developing
biopsychological entities in ongoing interaction with
their immediate and wider societal contexts”. Here, |
mean the child as developing individual with a given
genetically potential, being brought into existence
and consequently shaped by the environment while
at the same time influencing it; and psychiatric symp-
toms, signs and disorders, of course their precursors,
taken in clinical and developmental perspectives. The
developmental focus of Child Psychiatry, indeed, may
be distinctive feature,? a hallmark of our discipline.

Here, | may add the major for me characteristic of
our discipline - its integrative aspect. In my belief,
it can precise the specialty of child psychiatry as an
independent one. At least, child and adolescent psy-
chiatry integrates developmental biological and psy-
chological aspects, and holistic child-centered and
family-focused perspectives. The former distinguish-
es it from the general psychiatry and the later from
the pediatrics or child neurology. Thus, like unicorn,

“a fabulous animal that combines many attributes in a
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single creature” the child psychiatry “has its qualities
as well as virtues and one is obliged to report both”.?

Undoubtedly, our discipline is to integrate not only
various aspects of the child as individual and of his
environments as they are, but also the past and the
present — as they apply to our patients, generations
of patients and to us as a succession of individuals
and an evolving discipline. Historical as well as de-
velopmental process is not a linearly and uniformly
positive one. There are assets in danger to be left in
the past. The child psychiatrists of the beginning of
the 21st century are to seek to combine “the best of
both worlds, the old and the new”.* As witnesses and
agents in different times of the ever evolving profes-
sion, the senior professionals may transmit the need
for necessary historical synthesis and embody it.

Wherever as a specialty and profession we go and
whatever the contexts we live in impose on us, | believe,
we must continue to try to keep integrated in our pro-
fessional equipment the consideration for intra- and
interpersonal processes. For me, when working with
children and families, of special value is the apprecia-
tion of setting, of timing, and of interpersonal processes
in their interaction with intrapersonal ones, and in their
diachronic and synchronic aspects. Furthermore, in the
days of the expansion of neurobiological and basic re-
search and of collecting evidence-based facts about
disorders and interventions (i.e. information) we may
overlook that all we do with patients is relationally me-
diated (i.e. process). Apart from information and discrete
clinical skills, we must have some personal maturity and
thus capacity to helpfully use our knowledge and inter-
ventive requisite. Also, being family-focused, we need
a “systemic eye” to look at the families. The importance
of family assessment is exemplified by the existence of
a separate AACAP’s Practice Parameter.” Considering
the child as belonging to family subsystem(s) and be-
ing more or less at his right place in a given family at a
given time, or as sometimes subjected to aberrant fa-
milial processes like triangulation or parentification, or
perceiving the family as more or less flexible in adapt-
ing to constitutionally “difficult child,” turbulent devel-
opmental transitions, or stressful events, are all matters
of importance.

With respect to relationship’s quality and unfolding,
we must be constantly aware that the act of medica-
tion, a prominent part of our therapeutic armamen-
tarium today, is also in the matrix of relationships. As
Sprenger and Josephson state “medication noncom-

pliance typically suggests family issues”.’
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Perhaps health insurance systems and case loads
will keep to impel us to act rapidly and superficially
in a work, where out of emergent cases or even in
them after the emergent phase, we need a time for
unfolding of the relationships with the child and the
family to appreciate the right time, kind and focus of
intervention(s). Often, in integrating interventions we
need to sequence them and intervention sequenc-
ing needs time. Apart from managed care exigencies,
the “western attitude” to act and induce changes, and
some “voyeuristic” pressures of the mass culture today
may leave out underdeveloped the attitude to look at
inside, at ourselves as participants, influencing the in-
terpersonal processes and their outcomes. In my view,
this attitude towards consideration of our own input
into relational domain and relational outcomes has to
be transmitted to trainees, as something valuable to
their work with patients.

When immersed into a given topic or trend, or a the-
matic content, we are running the risk to overvalue and
extend it. Knowing the brain as an organ to the extent
that the current knowledge permits us, for example,
is necessary but not sufficient. On slightly enlarged
ground, the information only is not sufficient. At least,
we need a tridimensional professional armamentari-
um — attitude (more or less aware, we always have it),
information and skills. In addition, each of these is ac-
quired predominantly by different processes. Clinical
skills, for example, as Jellinek” points out, are learned
by “apprenticeship requiring time, experience and
supervision.” Viewing the individual professional for-
mation in Eriksonian® terms at the beginning there is
preponderance of identification (in selecting informa-
tion and building practical skills), perhaps mainly with
trainer(s) but also collateral, lately comes the person-
alization of what is acquired and thus a more stable
individual professional identity begins to emerge.

Too much ardor to apply the state of the art knowl-
edge or fashionable professional thinking and algo-
rithms, or too much enthusiasm to follow the pendu-
lum at its extremes, may be (dangerously) misleading.
The “wild” application of psychoanalysis in cases of
childhood autism with “all blame to mothers” con-
sequences is one of the striking historical lessons.
Another one are the histories of psychological treat-
ment of individuals with Tourette’s syndrome long
practiced before recognizing it as a neurobehavioral
disorder. Nowadays, one of the dangers may be apply-
ing medication more (as indications, dosing, combina-

REFLEXIONS ON THE IDENTITY AND THE PRACTICE OF CHILD PSYCHIATRY 215

tion) and earlier than justified, as a sole interventive
modality, or at the expense of other interventions.

Some reasonable limit to the urge to define, to prove
and to change, may be justified. Perhaps, it is helpful to
remember that another, more eastern philosophic ap-
proach to the world exists, where accepting the truth as
given and trying to find a balance is sometimes needed.
In fact, many children (and their families) with some
disorders (such as Tourette’s and ADHD) need not only
medication, but also help to can live, function and de-
velop more successfully with their more or less medica-
tion-controlled handicaps. Not only correctional, but
facilitating discovery and building on patient’s personal
assets professional approach is needed.

The international integration is valuable for the pro-
fession and its cross national identity but it remains
somewhat more difficult for poorer countries like mine.
Here we need to create more opportunities for sharing
with each other and for exposing and critically discuss-
ing the implication of biological and psychosocial as-
pects of child mental health and illness, individual and
relational focus, research and clinical wisdom, quan-
titative and qualitative approaches to assessing and
describing reality, and integrating the present and the
past beyond the current conjuncture of professional
fashion. In my view and regrettably, the leading jour-
nals in child psychiatry, like “the Orange Journal” of
AACARP, are currently publishing almost entirely quanti-
tative research articles omitting some topics and type
of articles they previously had been publishing.

This international integration and co-support are
especially valuable for a discipline like child psychiatry.
For various reasons, including economical ones, it con-
tinues to be not so attractive for the majority of the
graduating medical students, remaining one of the
least chosen. It can hardly compete with the major
medical specialties for funding and for public atten-
tion. More the national health system in market-ori-
ented, less chances child psychiatry has to survive and
develop successfully. There is, though disproportion-
ate, a shortcoming of child psychiatrists almost every-
where in the world and as a consequence the mental
health needs of many children remain underserved.
Because our specialty needs to be an object of special
governmental interest and a State child mental health
policy, the potential role for achieving this goal of the
international organizations like IACAPAP and ESCAP
is considerate.
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To {NTNUA TNG EMAYYEAUATIKNAG TAUTOTNTAG €IVAL OUCLACTIKO Yla OTIOIASATIOTE LATPLKA EI6IKOTNTA, AANA KU-
piwg yla e181koTNTEC, OMWC N Matdoyuxiatpikr kat n Yuxlatpikr, 6mou o emayyeApatiag ival To factkd «ep-
yaheio» yia tnv a&lohdéynon Kai tnv mapoxn mapeufdocwy. H dmoyn tou Erickson oxeTikd pe tnv tavtétnTa
OUVETTAYETAL AUTO-OUOLOTNTA, CUVEXELD Kal ouvBeon, mpdyua mou n NMaidoPuxlatpikh wg e18IKOTNTA Kal Ol
madoPuxiatpol we EMAYYEAUATIEG EMIXELPOUV VA ETIITUXOLV, e AANOTE PHeYaAUTEPN Kat AANOTE pIKpdTEPN ETIL-
Tuyia. Q¢ emayyeApatiag, o maidouxiatpog acyxoleital pe Tnv mpoAnyn, Tn Sitayvwon Kat tn Bepaneia Twv
YUXIOTPIKWY SlaTapaxwyv Kal Twv cuva@wyv mPoAnudtwy os matdid Kat epriBoug Toug omoioug AVTILETWTICEL
WG BloYuUXOKOIVWVIKA avanTUOCOUEVEG OVTOTNTEC TTOU BpiokovTal o cuvexr AAANAETISPACN UE TO APETO Kal
TO €UPUTEPO KOWVWVIKO Toug Aaioto. H Wuylatpikni matdiwv kat €onpwv KaAETal va eVOWHATWOEL BLONOYIKEC
Kal PUXONOYIKEG avanmTuElaKA TTTUXEC, Kal va VIOBETAOEL Uia OAOTIKE TTAIOOKEVTPIKK KAl OIKOYEVEIO-KEVTPIKN
nipocéyyton. EmmAéov, n MaidoPuytatpikr kKaAeitat va AABeL ur’ dYiv TNG Oxt HOVO TIG SIAPOPEG TITUXEG TOU
madlov W¢ atOpou Kal Tou TEPIBAANOVTOC Tou, alAd Kat Tn SlaxpoVIKA-eEENIKTIKN Toug SiaoTtacn. Q¢ mat-
SoYuxiatpol, oPeiNoUpE VA EVOWUOTWOOUNE OTNV EMAYYEAMOATIKA QAPETPA HAG TN CUVEKTIUNON TOOO €0W-
TEPIKWV 000 Kal S1AmpoowTIKWY SlEpyaciwv. 1o mAdiclo auto, 1dlaitepn agia €xel n ekTipnon tou mAalciou,
TOU XPOVOU, Kal TwV Slanmpoownikwv Slepyaciwv oe aAANAemidpaon pe TOUG EOWTEPIKOUG. EmmAéov, €xovtag
TALOOKEVTPIKH KAl OIKOYEVEIO-KEVTPIKH TIPOOEYYLON, XPEIO(OUAOTE IO CUOTNUATIKY TIPAKTIKN Yia va §€TA-
(OUlE TIC OlKOYEVELEC Kal Ta MAIdIA wW¢ PEPOC auTwv. EkToC amd Baciopéveg oe amodeielc mAnpogopisg kat
KAWVIKEG Oe€1OTNTEG, XPEIAlONAOTE KATIOIO WPLUN OTACK, WOTE MPOOUKA VA XPNOIUOTIOIOVIE TIG YVWOELG Kal
TI¢ S€10TNTEC pag. AuTr n oTdon urmopei va EemepATEl TOUG TEAEIOUC ETTAYYEAUATIKOUG alyoplOoug, EVowa-
TWVOVTAG TOUC 0TNV KAVIKA TTPA&N. ZUVETTAYETAL EMIONG TNV 0ploBETNON HIAG AOYIKAG OTNV TTAPOPUNON TTOU
pmopei va umdipxet yla va aAAd&oupe ta Tatdid Kal TIG OIKOYEVELEG. TNV TPAYUATIKOTNTA, TOAAG maidid pe ava-
TITUELOKA KAl CUUTTEPLPOPLKA TIPOBARMATA €XOUV avayKn OXL TO0Oo TMPooTabelwy yia Behtiwon, aAAd kdmola
BonBeia yia va {rnoouv kat va avantuxBolv mapd Tnv avamnpia Toug. H evowpdtwon Tou TpdTou e ToV OToio
aokeital n NaidoPuxlatpikn og SlaQopég XWPES gival TOANUTIUN, KAl OXL LOVO YIa THV TIEPALTEPW AVATITUEN TNG
MNatdouxiatpikng we Bewpia kat Tpdén, aAAd yia tnv eunnpétnon Tng StleBvolg cuvepyaciag kat oTAPIENG N
oToia 0ToV XWpPo Hag Bpioketal og epPpuikod emimedo.

Né&eig evpeTnpiov: Maidopuyxlatpikn, madoYuxiatpog, EMAYYEAUATIKA TAUTOTNTA, OAOKARPWON, CUVEXELD
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