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Abstract

Israel’s approximately 800 family health centers are among the only national public services that are 
accessible and widely used by people from all strata of society. Its approximately 1,500 public health 
nurses provide pre- and post-natal care to families of childbearing age, either at the centers or at home

Six years ago, a learning program was initiated and sponsored by the Ministry of Health, JDC-Israel 
and the JDC-Brookdale Institute. It focused on the nurses’ work with parents with whom contact had 
been abortive. It was hypothesized that such patterns of contact reflected the existence of barriers to 
“good enough parenting” and to the growth and development of children. The aim of this innovative 
learning program was to enhance the nurses’ ability to serve these families; if successful, the program 
would be disseminated throughout the service system.

To date, six series of 10-15 sessions have been held with nurses from over 30 family health centers in 
disadvantaged neighborhoods around Israel. Each center was represented by a nurse supervisor and a 
staff nurse; centers hosted sessions on a rotating basis. Other staff nurses, regional supervisors and 
nurses from the Ministry of Health’s Mother and Child Health and Mental Health Care departments 
also attended.

The sessions, all of which were documented, involved discussions facilitated by the authors. Each 
nurse extemporaneously presented the cases of one or two families which did not respond to her 
attempts to provide care, or on whom she had given up. Participants clarified the characteristics of 
these families and identified work methods that might foster more favorable relationships. The nurses 
considered alternative ways of working with these families, and developed the skills to use them. Most 
of the families were discussed several times, allowing participants to observe changes in their work 
and the resulting effect on the families.

The success of the program is reflected in the nurses’ desire to adopt these work methods and 
introduce them into the centers; in their desire to promote these methods in their own services; and in 
reports of positive change in relationships with families.

On the basis of the work described here, the Ministry of Health, the Tel Aviv University School of 
Nursing, JDC-Israel and JDC-Brookdale Institute will promote the dissemination of the “To Be a 
Good Enough Parent” project through a training program for “coaches” to be drawn from among 
public health nurses in each region. A curriculum is now being developed to serve as a basis for an 
intensive training seminar and for ongoing regional group tutorials. Special emphasis will be placed on 
developing this work with nurses in the Arab population.
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1. Introduction

“Good enough” parenting is one of the cornerstones of a better society. Indeed, children’s futures are 
determined by their relationship with their parents and their environment. For this reason, social 
services which care for the next generation must support parents as well as children, particularly 
during the critical stages of parenthood. It is up to these services to identify parents who have 
difficulty parenting, and to help them find ways to ensure that they become “good enough” parents to 
their children.

In recent years, public awareness has been growing regarding the experience of being “at risk,” which 
is endured by some children, especially young children (Stevenson, 1992). However, most programs 
have focused on identifying rather than caring for these children. Mere identification of such children 
can be said to constitute a kind of abuse by society if it fails to help them once it has found them. 
Clearly, then, there is a need to develop and implement social programs for children living in adverse 
conditions.

The importance of programs geared for families with young children, in which the parent-child 
relationship is still being defined and undesirable patterns have yet to take hold, is widely recognized. 
In order to help these families, it is best to ensure that programs are accessible and attractive to them, 
effective, and run by professionals whose sole concern is caring for children and their families.

This report describes a program whose goal was to learn how these principles might be implemented 
at family health centers (well-baby clinics). The program was tested between 1991 and 1996 in 
preparation for nationwide implementation.

2. The Host Setting of the Program
At the core of the endeavor was an “active learning program,” whose purpose would be to promote a 
partnership between parents and nurses at family health centers. These centers fun 5h universal, 
egalitarian, accessible care to all sectors of society throughout the country; most families visit these 
centers during the early years of childhood. Traditionally, the centers have offered many types of pre- 
and post-natal care, from health care — inoculation, the monitoring of growth and development, the 
diagnosis of disease or abnormality that may require intervention — to care of risk situations, including 
those that may arise between parents and children. It should be noted that a parent’s first encounter 
with the system of social services is usually the family health center and its public health nurses, all of 
whom are registered nurses. These nurses are known for not branding any family with the label 
“disadvantaged,” and for their willingness to try new work methods.
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We thus chose family health centers as the host setting, and public health nurses as our partners in the 
effort to develop effective, practical methods of working with the families of children who are at risk 
of being abused or neglected. The idea was that the nurses would be able to integrate these methods 
into their routine activities at the earliest, most optimistic and optimal point in the children’s lives, 
before problems between parents and children became ossified in patterns that would prove difficult to 
correct.

The learning program enabled the nurses to do two things during their routine contact with the 
families:
1. Identify families where the parents’ relationship with their children, or with nurses, were 

inappropriate or at an impasse.
2. Seek a mode of communication or an active, positive partnership with the families.

In this program, impasses or “blockages” - situations with which the nurses found it difficult to 
contend — became the point of departure for embarking upon a different path.

3. The Learning Program: Assumptions and 
Objectives

The program was initially underwritten by an endowment which Dr. Sylvia Brody made available in 
1990 to the Hebrew University in Jerusalem for a project that would reflect the spirit of her work 
concerning motherhood, fatherhood and early childhood (Brody and Axelrad, 1970). Jona Rosenfeld 
(at the time a professor at the university’s Paul Baerwald School of Social Work) and Batsheva Levi 
(then Head Public Health Nurse at the Ministry of Health) initiated the program.1 The program was 
first tried on an informal basis in Bet Shemesh in 1991 under the auspices of the Hebrew University 
and the Ministry of Health. Following this experiment, the program was consolidated and 
implemented in stages at additional centers in central Israel, this time under the auspices of the 
Children at Risk Unit of JDC-Israel and the Center for Children and Youth of the JDC-Brookdale 
Institute, with the continued support of the Sylvia Brody Fund.

lit should be noted that family health centers had long been used as host settings for preventive mental 
health programs for children of young families. The present program relied on Jona Rosenfeld’s experience 
in the framework of the Hadassah Lasker Mental Health and Child Guidance Center in the early 1950s. 
Under the direction of Professor Gerald Caplan, the Center worked out of well-baby clinics in Jerusalem; 
for further information about this work, see Caplan (1951, 1954); Hoek (1976, 1979); and Rosenfeld and 
Brand (1954).
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Basic Assumptions
The program is founded on three basic assumptions:
1. The patterns of an infant’s relationship with his parents begin forming at birth. In the 1940s, 

Middlemore (1941) indicated that the mother-infant dyad was the meeting point at which each must 
adjust to the other. In the 1950s, Brody (1956) pointed to patterns of mothering as a key to 
recognizing differences among mothers, although the process of adjustment is personal and unique 
for each parent and child. Parents often require guidance, support and aid in adjusting to a new 
child.

2. If one is to help children, one must help their parents, preferably within a community-based 
framework that is acceptable to them. Indeed, “parenting is the ability to grow and develop along 
with the children, and must be given a suitable chance” (Hoek, 1979).

3. Because every parent wants to be a “good enough” parent to his children (Brody and Axelrad, 
1970), and because there is no single way of becoming such a parent, it is possible to contribute to 
the relationship between parent and child within the context of their lives. In other words, the point 
of departure for a relationship with the parent is non-judgmental and based on the faith that the 
parent is doing everything he can in order to be a good enough parent within the reality of his life. 
This assumption runs contrary to the approach which holds that uniform, normative demands 
should be made of parents, regardless of the difficulties of their life circumstances. In fact, the 
willingness to address these difficulties may create an opening for change.

The learning program assumes that the social services responsible for serving these families can offer 
parents additional choices which respect their efforts, thereby increasing the chances that they will 
want and be able to choose, develop and adopt better patterns of parenting for themselves and their 
children.2 The goals of the program derive from this.

Program Objectives
The following were the objectives of the program:
1. To develop an approach which facilitates work with parents with whom nurses had previously been 

at an impasse.
2. To improve the nurses’ ability to open blockages in their relationships with families, and to help 

open blockages between parents and children, whether directly or indirectly.
3. To enable nurses to work from a belief in, and acceptance of, the parents’ desire, whether conscious 

or not, to be “good enough” parents.
4. To create the opportunity for the nurses to work in a way that is organic to, and may become a 

natural component of, their routine work.
5. To encourage the nurses to think together about their work and its development.

2 This point of departure does not obviate the need to employ methods mandated by law.
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6. To reinforce the unique knowledge and approaches being learned, and to inculcate them into the 
work of the nursing staffs of other centers.

4. The Target Population

Based on these assumptions and objectives, the program is being implemented in family health 
centers. It is especially important to concentrate on family health centers in disadvantaged areas, where 
many families face problems in numerous areas of their lives, not only in parenting. It is likely that 
these families have contact with several social service organizations, and that both the professionals 
and the families feel their attempts to make this contact positive have been defeated (Rosenfeld, 1993). 
It is thus not surprising that nurses at family health centers who encounter blockages in their 
relationships with these families hesitate to refer them to other services, where it is likely that they 
have also encountered blockages.

Hence the learning program seeks to examine and confront this situation, focusing on the interaction 
between families and nurses at family health centers.

5. The Stages of Implementation of the Learning 
Program

The “Being a Good Enough Parent” active learning program is based on a combination of learning as 
a consequence of action, and action as a consequence of learning. The program progressed in stages; 
what we learned at each stage prepared us for subsequent stages. Throughout the program, we 
monitored and reviewed implementation with heads of services and supervisors of family health 
centers. To date, four stages of the program have been implemented:
1. The Exploratory Stage, at family health centers in Bet Shemesh (1991-1992).
2. Stage One, at five family health centers in central Israel (February-July, 1993).
3. Stage Two, at five additional family health centers in central Israel, along with follow-up of 

the program at the centers that participated in Stage One (January-July, 1994).
4. The Dissemination Stage to five family health centers in and around Haifa and Hadera 

(1994-1995), and to 15 family health centers in Beersheva (1995), Ashdod and Ashkelon 
(1995), and Netivot and Ofakim (1996) in the south.

During the first two stages, the program comprised a series of 10 to 15 bi-weekly sessions attended by 
the head nurse and an additional nurse from each family health center. Each session was hosted by a 
different family health center and was attended by the entire nursing staff of that center, and 
intermittently by regional supervisors. Regional and district coordinators, and the national coordinator 
of mother and child services of the Ministry of Health, attended occasionally. The sessions were led by
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the two professionals responsible for the program, who capitalized on their different yet 
complementary areas of expertise. This facilitated integration of knowledge about, and experience 
with, child and family welfare, with an understanding of the skills and work of public health nurses.

The Exploratory Stage: Bet Shemesh (1991-1992)
The “Being a Good Enough Parent” program began with exploratory steps taken in 1991. It was 
initiated by Jona Rosenfeld, who was interested in developing an educational program at family health 
centers, and Batsheva Levi, the National Supervisor of Public Health Nursing.

After exploratory visits to family health centers in central Israel, it was decided to try the program at 
family health centers in Bet Shemesh that served the program’s target population, and whose 
geographic location was deemed suitable by Rosenfeld and Levi.

All of the nurses at the chosen family health centers participated in the program, as did nurses from 
two other family health centers in Bet Shemesh, the center’s physician, the district supervisor and, 
occasionally, the regional supervisor. Fourteen sessions were facilitated by Jona Rosenfeld and 
Batsheva Levi (hereafter, the facilitators).

The Bet Shemesh program elicited a positive response from the nurses and aroused interest at nearby 
centers. Its success encouraged the facilitators and supervisors to disseminate it - this time to a wider 
geographic area, and to more than one area. At the end of 1992, in consultation with nurse supervisors, 
it was decided to implement the program at five family health centers in central Israel.

Stage One: Five Centers in Central Israel (February-July, 
1993)
Between February and July, 1993, nine sessions were held with nurses from five family health centers 
in Bat Yam, Lod, Petah Tikva, Ramat Gan and B’nei Brak, this time under the auspices of the 
Children at Risk Unit of JDC-Israel. The head nurse and one other nurse from each of the five centers 
participated regularly. These centers serve families living in the disadvantaged neighborhoods 
proximate to them. They were joined by the host center’s entire nursing staff, most of whom were 
registered nurses with training in public health. Sessions were sometimes attended by the district nurse 
supervisor and by the nurses responsible for mother and child programs; while they joined in 
discussions, constant changes in location perforce limited their participation. Nira Baram, the Deputy 
National Nurse Supervisor concerned primarily with mother and child care, was a partner in planning 
and implementation, and attended most of the sessions. Sherry Shatner, Supervisor of Early Childhood 
Care and who documented the first stage of the program, also participated in program staff meetings.

A series of discussions was held following this round of sessions. The nurses’ reactions were favorable 
and even enthusiastic. They recommended that the program continue, emphasizing its significance and
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its response to an important need that arises during their work. In light of their positive reaction, and in 
consultation with Nira Baram and Yael Davidson of the Nursing Service Administration, it was 
suggested that the sessions be held for additional groups of nurses, and that program documentation 
continue.

Following a review, it was decided to conduct four additional monthly sessions for the 10 nurses who 
had participated in the first stage of the program. It was also decided to conduct a series of 10 
bi-weekly sessions between November, 1993, and July, 1994, for a third group of head and staff 
nurses, with the regular participation of all of the district supervisors.

Stage Two: Five Additional Centers in Central Israel, and 
Follow-up Meetings at Centers that Participated in Stage One 
(January-July, 1994)
In order to confirm the appropriateness of the program prior to its dissemination to additional family 
health centers, follow-up sessions were held with the participants in the first stage and, later, with the 
nurses who had participated in the exploratory stage. These sessions were documented by Ora Namir.

Dissemination to the North and South (1994-1996)
In order to expand the program, it was decided to conduct sessions with additional groups in the north 
(in the Haifa-Hadera area) and in the south (Beersheva, Ashdod, Ashkelon, Netivot, Ofakim, and 
environs).

This also enabled us to ascertain the similarities and differences in the populations, type and severity 
of blockages and response to the program among the family health centers. At this stage, one of the 
groups met four times, as some nurses thought that a brief number of sessions was sufficient. The 
remaining groups met 10-15 times each. These sessions were documented by Shoshana Wides, and in 
part by the facilitators.

Follow-up and Feedback Sessions with Service Managers and 
Supervisors (1994-1995)
Throughout the program, reporting and discussion sessions were held with service managers, 
supervisors and the participating nurses.
1. From January to July, 1994, 10 meetings were held with the head nurse and staff nurses from the 

five additional family health centers in central Israel; this time supervisors participated on a more 
regular basis.

2. From January to April, 1994, four meetings were held with the nurses who had already 
participated in the program. Discussions were general and attempted to define the limits of the 
“good enough” nurse at family health centers, relative to professionals in social welfare and
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education services. Difficult work-related dilemmas were raised. During the summary discussion, 
note was made of the need for continuity in the dissemination of the program’s work method to 
family health centers around the country.

3. In April, 1994, the facilitators revisited the family health center in Bet Shemesh to get feedback on 
the results of the 1991 program. All of the original participants attended the meeting. It was clear 
even after a two-year hiatus that the program had had an impact. The nurses told of continuing 
contact with the families that had been discussed in the learning program sessions. They noted that 
these families received special attention, and that when they worked with other families, they did so 
in the spirit of the program.

4. In June, 1994, a meeting with the Public Health Service management was attended by Yael 
Davidson, Nira Baram, Dorit Appel, Jona Rosenfeld, Batsheva Levi and Ora Namir. For the first 
time the possibility was raised of the program’s permanent inculcation into family health centers 
throughout the country. The suggestion was made of training nurses from the north, south and 
center of the country to become program moderators who would introduce the program to other 
nurses in the future.

5. In October, 1995, on the initiative of Yael Davidson and Nira Baram, a meeting was held of the 
Public Health Service management and representatives of the nurses who had taken part in the 
exploratory program (about 40 participants). The meeting was attended by supervisors from sick 
funds that also operate family health centers. The goal of the meeting was to evaluate the results of 
the program's experimental period (1992-1995) as a basis for incorporating the program into the 
public health system.

The program’s achievements were noted in terms of the content and ideas learned, the ongoing 
informal meetings where nurses discussed their work-related difficulties, and the nurses’ interactions 
with families. This internal evaluation was recorded by Batsheva Levi and Jona Rosenfeld (December, 
1995). On the basis of this evaluation it was decided to hold a series of sessions in the south, first in 
the Beersheva area, later in Ashdod and Ashkelon, and finally in the Netivot and Ofakim area, and to 
prepare for implementation of the program in the public health system, including sick funds. 
Implementation is currently being planned.

In summary, in five years, approximately 250 nurses from some 20 family health centers around the 
country (excluding major cities and the Arab population) were exposed to the program. This exposure 
generated and reflected the interest of family health centers in system-wide incorporation of the 
program.
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6. Overcoming Impasses in Relationships: From 
Impasse to Communication

A state of “impasse” is a state of immobility or fixity in an interpersonal relationship, where no person 
involved in the relationship has any influence on any other. So far we have discussed impasses in 
relationships between public health nurses and parents. Another issue which the program seeks to 
understand is whether these impasses are also present in relationships between parents and children. 
This issue has two components: one is whether an impasse in a parent’s relationship with a public 
health nurse is an indication of impasse in the relationship between this parent and his children; the 
other is whether confronting the impasse in the relationship between the public health nurse and the 
parent, and then redirecting that relationship, gives the parent the impetus to confront impasse in his 
relationship with his children, and to also redirect that relationship.

While this issue can only be resolved through empirical examination, one can find evidence of it in 
what actually happens at meetings between parents and nurses concerning child care.

It may be said that when a parent comes to a nurse, he brings with him the various circumstances of 
his child and his parenting. When a parent feels he is not a “good enough parent,” his relationship with 
the nurse is predisposed to impasse. Yet while the parent interprets this impasse in his relationship 
with the nurse as an expression of the nurse’s inability to meet his needs as he perceives them, the 
nurse is liable to diagnose the parent’s unresponsiveness as an expression of his lack of cooperation.

The “Being a Good Enough Parent” learning program emphasizes the importance of creating the 
conditions for a real, authentic meeting between nurse and parent in a flexible, positive atmosphere.

A real meeting is a significant meeting between real people, which exceeds the functional, correct, 
formal, arbitrary and official boundaries of the meeting. A flexible and positive atmosphere is required 
when the relationship between nurse and parent reaches an impasse, and when it becomes necessary to 
choose alternatives to the usual methods, which have proven inefficient with a particular parent.

In such an atmosphere it is possible to seek a positive meeting ground which is authentic for both 
nurse and parent, and allows both to avoid becoming entrenched in failure. In this sense, the concept of 
the “good enough parent” does not necessarily fit the narrow definition of the term originally coined 
by Winnicott (1980, 1989).3

3 Among his different definitions we have chosen the following: “active adaptation to the infants’ needs... that 
gradually lessen” (Winnicott, 1989, p.ll), and also “What is needed and absolutely needed by the infant is 
not some kind of perfection of mothering, but a good enough adaptation which is part of a living partnership 
in which the mother temporarily identifies herself with her infant” (Winnicott, 1980, p.44).
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The assumption is that every parent seeks ways to be the best parent he can be, but encounters various 
constraints in one or another aspect of his life which bind him. This stance toward parents who have 
difficulty raising their children frees them from a preoccupation with assigning blame, whether they 
judge themselves, or others judge them, guilty. Thus liberated, they become open to discovering that 
there are many and varied ways to be a “good enough parent.”

It may be said that the dominant metaphor of the active learning program is “overcoming impasses: 
from impasse to communication.” A state of impasse is characterized by blocked communication 
between nurse and parent. The following are expressions of this situation:
1. The parent’s behavior reflects his feeling that the nurse does not see any redeeming qualities in his 

parenting.
2. The parent’s behavior reflects his feeling that his relationship with the nurse is not based on trust or 

mutual respect.
3. The parent’s behavior reflects his feeling that his relationship with the nurse is not direct or 

authentic (a relationship which Buber called “I-Thou”), and does not deviate from concern with 
procedure, instruction, and doctrine.

The process of building communication between nurse and parent is characterized by overcoming 
impasses in the relationship. This can be accomplished in a number of ways:
1. The nurse seeks positive aspects of the parent, which indicate that he is a “good enough parent” 

within the complex context of his life.
2. The nurse treats the parent with respect and understanding, and indicates her belief in his ability to 

cope with his problems.
3. The nurse becomes the parent’s ally, and is perceived by the parent as realizing that procedures 

serve both nurse and parent, and are not directives requiring blind obedience.

Alienation from parents who have difficulty parenting - most of whom belong to that segment of the 
population which is dependent on social welfare services — mirrors the alienation between the parents 
and the service system. In order to transform this alienation into positive interaction, the nurse must 
convey the message that she is an ally and not a judgmental authority who sees only the parents’ 
failures. Bar-On and Ben-Zvi (1991) write that “Every event comprises additional, more positive 
aspects which we will succeed in identifying if we look hard enough. This does not mean that the 
problematic, unpleasant aspects have vanished, but rather that positive ones have been revealed.”

The relationship with the nurse as representative of a caring social service makes things easier for the 
parents and enables them to maintain additional relationships with professionals from other services. 
In their study of the Yahdav program, Novick and Nevo-Krumer (1993) affirm the idea that a 
supportive relationship with one professional can enable mothers in deep distress to establish 
additional relationships.
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To this end, the learning program tries to create an opportunity to reverse parental failure, as well as 
failure of the nurse to make contact with the parent. This positive approach is dependent on the nurse’s 
belief that the parent is indeed doing everything he can to be a “good enough” parent; it involves 
searching for ways to resolve impasses and facilitate communication. By overcoming the impasses in 
her relationships with parents, the nurse, too, can feel that she is being a “good enough nurse.” ,This 
extricates both nurse and parent from entrenchment in failure, and leads them to an alternative process 
of forming a relationship.4

7. The Nature of the Sessions with the Nurses
The sessions at the host centers took place after reception hours, where nurses, the two facilitators and 
the person documenting the session sat in a circle or around a table where refreshments were served. 
The nurses were asked to present the cases of families with whom they had had difficulty working. 
Initially, the nurses described these families as having caused them to “throw up their hands”; by later 
sessions, nurses had come to use the terms “blockages” and “impasses in relationships.”

The relationship between the facilitators, and between them and the nurses, was informal. The 
facilitators’ task was to help the nurses use their ability and resourcefulness to find in a relationship 
with a parent the key to moving beyond the impasse. For this reason, most of the sessions were 
devoted to discussing the families and the familial interactions -- particularly the relationship between 
parents and children — and to raising alternative ways of working with the families. The nurses then 
took this knowledge and applied it to observation of the family’s interaction with the center and with 
themselves, as well as with other services, while paying particular attention to what transpired between 
the parents and their children.

An example of active learning is given in one nurse’s presentation of a family with whom she was 
having difficulty working. The other nurses were party to her attempt to understand the family and her 
search for alternatives to those methods, previously employed, which had not helped. This enabled all 
of the nurses to consider ways of overcoming impasses, while focusing on the emotions and issues that 
required practical attention.

Each nurse presented her work with one or two families without adhering to any particular model of 
presentation. Early in a series of sessions a nurse would describe to the group the impasse at which she 
had arrived with a family. The discussion centered on the family’s situation and on the nurse’s 
difficulty helping the family overcome seemingly insurmountable obstacles. During later sessions, the 
group shared the nurse’s struggle to meet a challenge that was familiar to them all. Having a common

4 This change is an example of “refraining,” in the words of Schon and Rein (1994). See Schon, D.A. and 
Rein, M. 1994. Frame Reflection. Basic Books, New York. Chapter Eight is particularly relevant.
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goal drew the nurses together and fostered openness and trust, which facilitated learning, consultation 
and the development of skills.

Open discussion, which encouraged the nurses to share their feelings and doubts, and to be original 
and creative, transformed their exasperation into a desire to take initiative. Situations that had once 
been a source of frustration became interesting, even fascinating and challenging, spurring the nurses 
to work through impasses toward fluid interaction with the families.

Most of the families were discussed more than twice, making it possible to note the changes in the 
families and in the nurses’ work with them. The development of reciprocal relations between nurse 
and family reduced alienation and turned the nurses into their partners; families and nurses were able 
to form closer relationships based on trust.

8. The Case of Shir-ya’s Family: Methodology and 
Outcomes

As noted, the essence of this program is that together, facilitators and nurses can effect change in the 
nurses’ work with families with whom interaction was at an impasse. In order to demonstrate this, we 
will describe the work of the facilitators and nurses in theoretical terms, and through presentation of 
the case of Shir-ya’s family. We shall then describe how the nurse worked with this family, and the 
changes that took place as reflected in overcoming the impasse between the nurse and the family.

The Work of the Facilitators with the Nurses
The facilitators’ and nurses’ professional experience enabled them to formulate learning principles 
acceptable to both. Work concerning Shir-ya’s family provides a practical example of this. (For 
examples of profiles of families discussed in program sessions, see Appendix II.)

Work Principles
Family health centers, like other services, stipulate the tasks of each staff member. These are 
determined by a combination of official procedures and individual work style.

The centers offer a variety of services. Similarly, the nurses vary in their professional knowledge, 
experience and work load, and in what they choose to emphasize in response to supervisors’ demands. 
Together, these factors create the work patterns that meet the needs of most of the population cared for 
by the centers. However, work with exceptional client groups requires adopting original approaches 
and experimenting with innovative methods.

11



While acknowledging the value of existing work patterns, the facilitators emphasized the importance 
of developing many and varied work methods, and of developing the ability to choose among them. 
Like the parents, the nurses have preconceived notions of what can and cannot be accomplished. These 
are at the root of the impasses in relationships between families and professionals, as in the 
relationship between parents and children. As these can block or preclude resourceful attempts to find 
alternative work methods, it becomes the facilitators’ task to discover and suggest these.

Finding alternative methods is especially significant in work with families that generate feelings of 
hopelessness in the professional. Hopelessness can be confronted with improvisation and creative 
thinking. In addition to teaching us that professionals must be willing to surpass their usual skills, we 
discovered that improved social service provision demands that professionals acquire the ability to 
learn constantly.

One nurse expressed the following during a summary session:
“We are dealing with a population with which conventional methods are ineffective. We 
learned that we must use alternative methods with this population. Today, even physicians 
are using alternative medicine. One can say that this is an alternative form of work with 
those for whom conventional methods are of no help.”

Belief in a wide variety of possibilities requires professionals to relinquish an authoritarian stance, 
treat others as equals, and believe that a person’s uniqueness and value are expressed in that person’s 
relationships with others. The program’s philosophy is that every person has a voice; the facilitators 
encouraged the nurses to make their unique, authentic voices heard, and to let the voices of the parents 
be heard. The program emphasized the need for the parent to find within himself the “good enough 
parent,” and for the nurse to find within herself the “good enough nurse,” on the assumption that their 
meeting would provide an opportunity for partnership in overcoming the impasses in their 
relationship.

In the beginning, the nurses tended to report feelings of helplessness and discomfort. It was found that 
when feeling helpless, it was preferable for the nurses to put aside what “had to be done” and turn the 
confrontation into a situation that would engender cooperation. The facilitators supported each nurse 
while she deliberated, helped her clarify her personal relationship with a family, and encouraged her to 
express the associations that arose during the sessions. During the program the nurses reported shifting 
their attention from the children and their needs, to the parents and family life. As a result, frustration 
and criticism of the parents gave way to understanding, personal interest and appreciation.

The facilitators tried to point out patterns which contributed to impasse, for instance the assigning of 
labels or nicknames to the families. This happens for the most part when the nurse is not confident 
enough of her ability to work with a family, and so assigns the family a label that others have assigned
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it. Thus, for example, during the initial sessions the nurses tended to assign the mothers labels such as 
“manipulative,” “liar,” “retarded,” “mentally ill,” and “weird.” During later sessions, after the nurses 
had changed the way they related to the families due to their attempt to understand them, they began to 
express their concern for the families and their hardships, and their appreciation of the families’ ability 
and efforts to cope despite the very limited resources at their disposal.

This reflected the facilitators’ attempts to encourage teamwork in an open atmosphere that would 
enable the participants to share their experiences and feelings, consult with one another, and relinquish 
deeply ingrained judgments in favor of a search for the new and surprising.

Work Methods
We chose to describe part of the first session of Stage Two, attended by 15 nurses and supervisors, and 
by Nira Baram. Jona Rosenfeld and Batsheva Levi were the facilitators.

Jona Rosenfeld opened the session by introducing himself as the consultant to JDC-Israel for its 
Children at Risk program and explaining his connection with family health centers. He then continued: 
“It is currently fashionable to deal with child abuse. Much is being done to identify the problem of 
abuse. There is much interest in the phenomenon, but there are not enough services to help parents.”

He emphasized the need to stand by the parents, and mentioned the English psychiatrist Winnicott’s 
concept of the “good enough mother” -־ translated here as the “good enough parent.” He iterated that 
the goal is to find how best to work with parents. Rosenfeld sees this as a program for learning about 
and documenting both how the nurses work and what happens between the parents and children.

“What, then, about the other services? Why not bring in social workers, for example?” Rosenfeld was 
asked. He responded: “I think we must help nurses to feel effective enough, without a constant quest 
for outside knowledge. The point of contact with the families is different for social workers than for 
nurses at family health centers.”

Batsheva Levi pointed out that the system of family health centers is unique because it is managed by 
nurses: Nurses determine policy and work independently, without relying on the medical 
establishment. With time and experience, a beginning nurse develops her skills, becoming her own 
foremost “professional tool.” “The question is, to what extent can we use our ability to benefit people 
who often make us want to throw up our hands? What can we do to make a difference? We do not 
presume to make sweeping changes or solve all problems, but perhaps we can change some things. 
The very existence of a forum for discussion can stimulate creativity and cooperation.”

Nira Baram: “I took part in the previous group. We did many things, and I’m not sure I can isolate 
those that had an impact. Things happened that had never happened before. Some of what we did was
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not really ‘professional,’ but nevertheless had value. This made us aware that there were other things 
we could be doing to which we had not paid sufficient attention.”

Jona Rosenfeld asked the nurses to express what they were thinking. They reacted to what had been 
said and spoke of their expectations:

♦ Anger was expressed at social workers, who, despite their professional knowledge and financial 
resources, allegedly do not do enough for these families.

♦ The nurses feared taking on additional work because, while they received praise, they were also 
exposed to suspicion.

♦ There was interest in learning how to work with families which had been a source of frustration. 
“Each of us has families whose needs we can identify, but who see their needs differently from the 
way we do. We try to point them in the right direction, but the families are unwilling to follow it. It 
is very frustrating for us to watch things go badly. It is their [the families’] right, but we feel 
responsible and frustrated. We expect to be given tools for working with these families.”

One of the nurses volunteered to talk about a family in her care, and she chose Shir-ya’s 
family. She described them in the following way:

“The parents are a young couple. The mother grew up in a dysfunctional family — her 
father was violent, and her mother ran away from home. She has a tenuous relationship 
with her mother. She raised her younger siblings on her own. She became pregnant from a 
one-time encounter, and married at 21. At first, she and her husband lived with her father.
Today they live in their own apartment.”

“The parents have had another child, a baby girl, who is now nine months old. The boy, 
now three-and-a-half years old, was bom with health problems (respiratory problems and 
an infection) and was hospitalized for two months. At the time, the husband was 
unemployed and in jail.”

“The boy, named Shir-ya [a rare name meaning “song of God”], began talking very late.
He is hyperactive and poses a danger to himself. The mother feels helpless. The family 
was referred to the Center for Child Development. The mother went, but when she 
discovered that the psychologist was physically disabled, it frightened her and, according 
to her, it also frightened the child. She never followed through on the recommended tests.
The family health center is central to the family’s life, and what the nurses say carries a lot 
of weight. The mother comes to ask our advice about every little thing. She insists that we 
‘do something,’ but then does not do what we suggest.”

“The mother is constantly making scenes at the child’s day care center, saying ‘It’s your 
fault.’ The father seems to relate well to the boy, and the mother also displays warmth
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toward him. She does not reject him, but she is frequently at a loss with him. I identify a 
problem requiring family therapy.”

Jona Rosenfeld: “This woman feels guilty all the time. If I feel guilty I am helpless. I believe she also 
feels guilty about having become pregnant with her son out of wedlock. She does not feel guilty about 
her daughter. Because she does not know what to do, she runs from one place to another seeking 
advice.”

Nurse: “Perhaps the woman is uncertain of her ability as a mother and fears losing the child.”

Jona Rosenfeld: “What you are saying is very important. It sounds like she feels a diagnosis will 
confirm her guilt, so she says, ‘To hell with it, I don't want to know!’”

Nurse: “When I test a child, the mother often feels I am testing her, rather than the child.”

Jona Rosenfeld: “The last thing some people want is to know that they have a problem, because a 
problem seems to say, ‘There is something wrong with me.’”

Batsheva Levi: “The mother is not ready for her child to be diagnosed. She became pregnant before 
she was married, the birth was difficult, the child is having difficulty learning to talk and is 
hyperactive. Her sense of guilt is tremendous. Diagnosis will only confirm what she fears. I am not 
sure you have to send her to get a diagnosis right away.”

Jona Rosenfeld: “What is the difference between the boy and the girl? They had a different start. The 
boy was bom before she was married and while she was still living in her father’s house; the girl was 
bom in the couple’s new residence, without the ‘baggage’ from the previous situation. Maybe it is 
worth asking the mother what things were like when the boy was bom. Ask her why she called him 
‘Shir-ya.’”

Rosenfeld goes on to point out that names can have significance. He tells how his own fascination for 
names began. When he worked at a family health center after the War of Independence, many male 
babies were named Yigal, which means “bringer of salvation.” “‘Shir-ya’ is an intensely meaningful 
name; perhaps the mother has invested this name with her story, her call for help.”

Batsheva Levi points out that the more reinforcement the mother receives about how she is raising her 
daughter, the better she will feel about herself.

Jona Rosenfeld: “I would not try to deal with the hyperactive child right now. I would wait. This is 
not a matter of someone who is stubborn, it is a matter of someone who is stuck in her attempts to be a
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good mother. Medication will not help. Her abilities and experience must be pointed out. After all, she 
had experience raising her brothers. With encouragement she will rally her mothering talents and come 
up with something. I am not against finding solutions for the boy, but right now she is in a trap and 
cannot utilize outside advice. I would tell her, ‘Let's forget about the diagnosis. You didn't go? Okay, 
so you didn't go. You're not the first. Let's talk.’ I suggest letting her talk about herself. A mother can 
find room for her child if she has room for herself. Let's leave it at that, and let’s not expect that by our 
next meeting the boy will speak with eloquence. (Laughter) This woman aroused in me, and in the 
group, a great deal of compassion, and that is a major asset. Someone who arouses compassion has a 
better chance than someone who puts people off. Perhaps each of the parents is something of an 
orphan. The relationship with and between them gives one a good feeling; the fact that there is 
something likeable about them may be for the good.”

One nurse suggests making a house call on the family in their new home. The nurses discuss this 
among themselves. Jona Rosenfeld quiets the group and repeats the nurse’s suggestion. "It’s been 
suggested that someone make a house call. What do you think about this?”

Nurse: “You make a house call when there is a reason for one. In this instance there is no reason.”

Nurse: “I usually ask a woman if she would like me to make a house call. Maybe she should be 
asked.”

Nurse: “I don't think it’s a good idea. The woman is terrified of criticism. The suggestion of a house 
call could make her suspect that the nurses are critical of her parenting.”

Jona Rosenfeld: “She comes on her own to the center, so why not leave it at that.”

Outcomes
The changes that took place were substantial, in both the nurse’s ability to do her job and to overcome 
the impasses that blocked her relationship with the family.

Changes in a Nurse’s Work with a Family
The description of Shir-ya’s family was provided by the nurse during the first session of Stage Two. In 
a subsequent session the nurse reported: “I adopted the group’s suggestion to stop pressuring the 
mother to go to the Center for Child Development for a diagnosis. When we met I made no mention of 
it. I only commented on how well her daughter seemed to be progressing, and how she seemed to be 
getting a lot of love from her mother. The group suggested that the mother would come back if she 
needed to, even if I didn’t pressure her, but I didn’t believe it. To my surprise the mother did show up 
late one afternoon. She burst in, upset, and asked what would become of Shir-ya. I asked her about 
herself. She began to talk as if a great weight had been taken off her chest. I didn’t ask at all about the
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Center for Child Development and didn’t refer to Shir-ya. She said her father was about to remarry 
and that he was very violent toward her sister. She said her sister had broken up with a boyfriend who 
was a drug addict, and that she was trying hard to help her sister. She said she felt guilty for having left 
her sister at home to assume all the responsibilities. As I listened, I noted both her pleasant appearance 
and coherence. I thought about what to say, how to respond. I referred her to a case worker for 
adolescents in the social welfare services who might be able to help her sister. She left. I never heard 
from her again. She simply wanted to talk. Apparently she has no one to talk to. She came in asking, 
‘What will become of Shir-ya?,’ but she really wanted to talk about what was troubling her. Her father 
was about to leave home with a new wife; he was violent toward her sister; the sister was struggling 
not to lapse back into drug use. She was doing her best to help. It was impressive that she felt 
responsible for her sister. I spoke with the case worker and she said she was trying to find the sister, 
but hadn’t caught up with her yet. Sometime later I heard from the Center for Child Development that 
Shir-ya’s mother had brought him in.”

Overcoming the Impasse between a Nurse and Family
Behavior Indicative of an Impasse
1. The nurse continues to suggest that the mother take the child for diagnostic tests, even though this 

suggestion elicits the mother’s opposition.
2. A priori, the mother resisted taking Shir-ya for diagnosis at the Center for Child Development. 

When she finally did take him, she was shocked that the psychologist was physically disabled, and 
has since refused to complete the diagnostic process.

The Nurse's Description of the Case and Explanation of the Impasse
When Shir-ya was bom, his mother was still living in her father’s house and raising her siblings. ,The 
mother had become pregnant out of wedlock; when she married, she initially lived with her husband 
and child in her father’s house. The mother was anxious, insecure and confused; there were many 
problems with Shir-ya as a baby. She feared that diagnosis of Shir-ya would reveal that she was not a 
good enough mother to him. When Shir-ya’s younger sister was bom, circumstances were different: 
The parents were married and living in their own home, and the father was gainfully employed. The 
mother is relaxed with her daughter and feels she is a good enough mother to her. However, she is still 
anxious around Shir-ya, apparently continuing to consider herself a failure; her behavior in her 
relationship with him is still inconsistent. The mother avoided the nurse’s questions about Shir-ya’s 
diagnosis, as they tormented her. The suggestion that she take her son for testing aroused her feelings 
of guilt and failure, resulting in an impasse.

Overcoming the Impasse
To overcome an impasse, it seems wise for the nurse to do the following:

♦ Understand that the mother’s opposition is meaningful and respect it.
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♦ Stop pressing the mother to go to the Child Development Center; be open to talking about other 
matters.

♦ Change the focus of the conversation from criticism of the mother’s care for her child to interest in 
her and her welfare.

♦ Concentrate on the mother’s being a good enough mother to her second child.
♦ Get to know the mother, allow her to talk about what is troubling her and respond to it.

Changes in Work Methods Effected by the Learning Program
When the nurse stopped pressuring the mother over an issue that made the mother feel guilty and 
inadequate, and instead emphasized the mother’s success with her daughter, the mother was able to tell 
the nurse that she felt guilty over having left her sister with responsibility for their siblings, as well as 
to talk about her efforts to help her sister. By shifting the focus from the mother’s failure to take 
Shir-ya for diagnostic tests to how she herself was doing, the nurse enabled the mother to share pain. 
The mother went to the Center for Child Development with Shir-ya when the time was right.

Ways of Resolving Impasses
To identify and overcome an impasse, it is necessary to first identify the behavior that has led to the 
impasse, and then to replace it with alternative behavior, which will lead to more open 
communication. For example, the nurse can do the following:

♦ Listen, take an interest in and get to know the client.
♦ Avoid labeling the client, and try to see his situation from several perspectives.
♦ Focus on the client’s positive behavior and strengths.
♦ Maintain one’s professional identity and attitude.
♦ Acknowledge the client's feelings and reactions, and know when to abandon bureaucratic 

procedure.
♦ Promote dialogue with the client’s family members and avoid getting drawn into what is 

“acceptable.”
♦ Ask open-ended questions.
♦ Address requests by clients and their families and acknowledge their aspirations.

9. Nurses’ and Supervisors’ Reactions to the Program
As noted, the goal of this program was to develop an approach that would help public health nurses 
find ways of working with parents with whom they had previously been unable to form open, dynamic 
relationships due to impasses in the parents’ relationships with their children and with them. The 
method of work developed to achieve this goal was for the nurses to acknowledge a parent’s overt or 
subliminal desire to be a good enough parent. This method, which was organic to the nurses’ work 
patterns, was arrived at through group discussion and creative thinking.

Following are the reactions and thoughts of the participants in the program.
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Reactions of the Nurses
At the end of the work with each group, the nurses were asked to react to the program. Some of their 
reactions follow.

General Reactions
♦ The sessions imparted knowledge, pride, enjoyment and a feeling of warmth, trust and 

attentiveness, and encouraged creativity and originality.
♦ The program enhanced the motivation to work, reinforced feelings of self-worth as nurses, and 

improved the nurses’ abilities to rely on their skills and intuition. The sessions provided some new 
directions and reinforced others, and — perhaps most important — taught how to distinguish 
between those directions which can make a difference and those which maintain the impasse. ,The 
facilitators pointed out matters which might be important to the parents and families. They 
succeeded in helping the nurses to feel less anger and be less judgmental toward the families, while 
forming relationships that were not dependent on attaining results instantly.

♦ The sessions reinforced the sense of “let’s talk” and partnership with the parents. Nurse-parent 
relationships became more reciprocal and mutual, and the nurses became less authoritarian and 
judgmental.

♦ The sessions promoted new forms of dialogue among the nurses — consultation, mutual and group 
support. Legitimacy was given to asking questions and exploring subjects needing clarification.

♦ The sessions served as a work model for the head nurse that was mutually beneficial, examined 
alternate points of view, and promoted joint problem solving.

♦ The sessions became a model for the socialization of young nurses.
♦ The sessions led to openness and an understanding of other professionals outside the public health 

system.
♦ The most notable outcome of the learning program was recognition of the importance of teamwork 

and group support.
♦ Staff meetings modeled on the program sessions were organized at the centers. Nurses realized that 

it was essential to take time out and think things through together before deciding on a course of 
action. Space was created for personal thinking, while the repertoire of ideas for action was 
enlarged and enriched.

Reactions to the Facilitators
♦ The facilitators’ calm, tranquil attitude encouraged the nurses to approach families with tolerance. It 

was beneficial that the facilitators were from outside the system. This prevented the sessions from 
becoming bogged down and provided a fresh outlook.
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Reactions of the Nurse Supervisors
Public health nurse supervisors met in October, 1995, to evaluate the contribution of the experimental 
phase of the program (1992-1995). At this summary session, the supervisors discussed the expansion 
and dissemination of the program.

The approximately 40 participants in this session were nurse supervisors from the Public Health 
Service of the Ministry of Health or from the sick funds. They represented the five groups of nurses 
who participated in the experimental stage of the program, most of whom work with the Jewish 
population. This session was organized by Yael Davidson, National Supervisor of Public Health 
Nursing, and Nira Baram, Head Supervisor of Mother and Child Care at the Ministry of Health.

The following are the main points, presented orally and in writing, about various aspects of the 
program.

The Program’s Goals and Accomplishments
One goal of the program was to provide the nurses with an opportunity to discuss and consult about 
ways of serving “defeated” families, families in distress and “fourth world” families (those living on 
the periphery of society in extreme poverty). Emphasis was placed on the families, and not exclusively 
on the neglect or abuse of children. Another goal of the program was to allow nurses and other 
employees at family health centers to develop their leadership abilities, to recognize their feelings, and 
to create support groups of colleagues. The program enabled the nurses to create another, different 
pattern of service provision.

Perceptions of the Sessions
The nurses reported that the sessions were interesting and instructive; that they were run in an open 
atmosphere at all levels (supervisors, head nurses and registered and practical nurses); and that there 
was no attempt to hide anything. The sessions provided an opportunity for the nurses to receive 
constructive criticism as well as feedback and encouragement from colleagues and facilitators. In 
addition, the nurses said the sessions provided them with time to reflect on their work, and that in the 
course of the sessions they developed a shared language. The nurses were surprised to realize what 
they had accomplished; an additional bonus was the contact with nurses from other centers, which 
allowed them to look beyond local consensus and see things from a new perspective.

The Program’s Effect on the Families, the Nurses and the Community
The nurses addressed the program’s effect on their work with the families, on the community and on 
themselves.

The Nurses ’ Work with the Families
♦ The sessions presented the nurses with a variety of alternatives.
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♦ The nurses were encouraged to listen and also to smile.
♦ The nurses chose to “go with” the families and refrain from appearing to be threatening.
♦ The nurses now try to accommodate the families’ choice of appointment time, rather than forcing 

them to come at a time that is convenient for the nurses.
♦ The nurses understand that a family’s extreme distress sometimes paralyzes their ability to respond 

effectively.
♦ When the nurses become “stuck” they are now more likely to persist in their goal, remembering and 

considering the family’s perspective.
♦ The nurses understand that most “difficult” families are ready and willing to receive services.
♦ The nurses discovered that the families have many hopes.
♦ The nurses sensed that the families had come to appreciate and respect them more.

The Nurses ’ Work with the Community
In order to work successfully with the families, it is important to understand the community in which 
they live. The nurses must vigorously stick to their position and trust what they know, while remaining 
open to other perspectives and consulting with professionals from other agencies that serve these 
families. The nurses learned to act and dress in a way that is appropriate to the community in which 
they work -- for example, wearing a dress rather than slacks in a religious community.

General Lessons Learned by the Nurses
♦ There is no one right way of doing their work.
♦ It is all right to focus on the distress, and not on its causes.
♦ The ability to generalize can contribute to improved job performance; the nurses must find ways of 

verbally expressing what they do.
♦ There are many options; accordingly, the nurses must be able to learn.
♦ Just as there is a “family physician,” there can be a “family nurse.”

Changes
Some of the chronically problematic families stopped avoiding appointments with the nurses once the 
nurses became less critical, and the appointments less unpleasant. The program returned to the nurses 
the faith they had in their work in general, and with these families in particular, as well as the basic 
tool of being part of an interaction. This improved their ability to communicate. The nurses attained a 
new level of unconventional nursing, and were given legitimacy for exceeding their areas of 
responsibility and expertise.

Unresolved Issues
Several issues which are at the heart of the enterprise were either not addressed or emerged only 
during the course of the years of work reported here. We mention these now with a view of addressing 
them when writing about the dissemination phase.
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1) The evaluation of changes in three areas:
• the patterns of work employed by nurses in their attempt to overcome the impasse with the 

families;
• the patterns of work employed by nurses in their work with the population to which these 

families belonged;
• the patterns of parenting in the families discussed during the sessions.

2) The obligations and opportunities involved in using the legal system as a partner in the work with 
the families.

3) The issues related to the basic training, continuous learning, and inspection-supervision of the work 
of the nurses.

4) The opportunities for ensuring long-term investment in families where transcending the impasse 
was not enough.

5) The relationship and collaboration with other services and professions, with special emphasis on 
crystallizing the unique role of the nurses.

10. Toward Dissemination
On the basis of the work described here, the Ministry of Health, the Tel Aviv University School of 
Nursing, JDC-Israel and JDC-Brookdale Institute will sponsor the dissemination of the “To Be a Good 
Enough Parent” project through a training program for “coaches” to be drawn from among public 
health nurses in each region. A curriculum is now being developed to serve as the basis for an 
intensive training seminar and for ongoing regional group tutorials. Special emphasis will be placed on 
developing this work with nurses in the Arab population.
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Appendix I: Family Health Centers

Family health centers are a unique public health service, administered primarily by the Ministry of 
Health. There are approximately 800 family health centers throughout Israel, organized according to 
the ministry’s regional and district service areas. The centers function in a regional community system 
in conjunction and in cooperation with other community services (e.g., social welfare, education and 
rehabilitation services provided by the government, and various public, private and voluntary 
organizations).

Areas of Activity
Work in the centers focuses on at-risk groups such as pregnant women, infants, toddlers, elementary 
school pupils, the elderly, and other groups in a given population facing special risks.

The following principles guide the centers’ activities:
♦ Services are offered within a realistic and defined geographic area (neighborhood, suburb, village, 

etc.).
♦ Services are egalitarian, serving all and available to all.
♦ Services are accessible and provided in proximity to the residents of the community for whom they 

are intended.
♦ Services are appropriate to the needs of the residents.
♦ The family is the basic unit of service. There is a reciprocal relationship between the staff of the 

center and the community.
♦ Services are administered on the basis of set procedures, which are implemented in response to the 

type of client.

Principles of Preventive Health Care
♦ Health promotion through education, counseling and improvement of the environment.
♦ Provision of preventive services (e.g., inoculation).
♦ Monitoring of growth and development.
♦ Early detection of deviation from good health.
♦ Rehabilitation.

The centers are operated by public health nurses, most of whom are registered nurses with 
supplementary training in public health (epidemiology, life sciences, management of a public service 
organization, etc.) and in nursing care (management of a nursing program, behavioral sciences, 
supervision, quality assurance, etc.). The nurses consult with specialists in obstetrics, pediatrics and 
other health and social professions.
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The History of a Unique Service
In 1921, the first family health center was opened in the Old City of Jerusalem by the Hadassah 
Medical Organization. Family health centers later sprang up around the country. With the founding of 
the State of Israel, responsibility for their operation was transferred primarily to the Ministry of Health. 
The service is also provided by the sick funds, particularly Kupat Holim Clalit (Israel’s largest sick 
fund), within the framework of its out-patient clinics.

The expansion of this service, the increasing needs of the population, Israel’s variety of ethnic 
communities, and the development of health institutions in general and preventive medicine in 
particular, all contributed to the development of unique work patterns that have enabled the service to 
benefit all those who use it.

The services provided by family health centers are utilized by 90% of the country's families during 
pregnancy and after birth.5 It can be said that the centers express the society’s commitment to 
promoting good enough parenting.

In spite of all of the changes that have taken place, the work of nurses at family health centers has 
always been characterized by maximum accessibility to families during childbearing years — 
specifically, during pregnancy, birth, infancy and early childhood - and flexibility in response to their 
needs. It is also characterized by the provision of information, advice and support concerning health 
and health promotion.

It is worth noting that with the implementation of the National Health Insurance Law, it has been 
decided not to transfer care for this population to sick fund out-patient clinics.

.Utilization rates are higher in low-income areas (Ben-Aryeh, 1995, p.157) ־
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Appendix II: Description of Families

The learning program dealt with families with whom the nurses found it difficult to communicate. 
This difficulty was expressed in few visits to the center, the family’s failure to respond to the nurse’s 
invitations to visit the center, and in their refusal to accept help from the nurses.

The only criterion for the choice of families was the nurse’s feeling that there was a barrier to her 
making contact with the family, that she and the family were at an impasse and were unable to develop 
a positive, active partnership. The impasse was generally characterized by the family’s disregard for 
the nurse’s attempts and commitment to stand by the parents.

Following are brief thumbnail sketches of seven families that the nurses discussed at program 
sessions.
1. A mother of three daughters whose husband is not known to the nurses. She calls upon a variety of 

services for support. She works cleaning houses. Her daughters occasionally arrive dirty at their day 
care centers, and the mother sometimes does not come to pick them up. The mother is considered 
“disturbed” (her own mother is mentally ill), but refuses to see a psychiatrist because she wants a 
driver’s license. The nurse wavers between despair and empathy.

2. A pregnant mother of six in an ultra-Orthodox community. Two of the children have vision 
problems. One child, apparently autistic, is kept hidden at home, away from social services. The 
mother stays at home and does not attend to her children’s vision problems, or to diagnosis of the 
autistic child.

3. A mother of a hyperactive son and an infant daughter. Her own mother abandoned her and her 
father, and she raised her five brothers. She ignores repeated requests that she take her son for 
diagnosis at the Center for Child Development.

4. A religious mother of six, who cut herself off from the center and from social services when she 
gave birth to a child with Down’s Syndrome.

5. Parents of four girls. The mother is apathetic and passive, and the father treats her as if she is a fifth 
daughter. The five are in the exclusive care of the father, whose ties with the center are reasonable; 
the nurse has no contact with the mother.

6. Parents of five who are supported by the wife’s parents. The wife appears to be mentally retarded. 
Her parents - who live in France - raise each child in turn, from birth until the next child is bom, 
at which point the previous child is transferred to a foster home. The mother was about to give birth 
again and was “hospitalized for social considerations” after the grandparents cut off support and the 
father had threatened divorce. Until that point, the family health center had not intervened in this 
parenting pattern.

7. Religious parents with eight children, the four youngest of whom have hearing impairments. 
Despite rabbinical permission to use birth control, the mother continued to have children. She
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ignored attempts to outfit the children with hearing aids and refused to accept help from social 
services.

At the sessions, over 30 cases were presented and discussed with the aim of finding ways to approach 
them and to overcome obstacles and impasses that had hitherto prevented the nurses from providing 
necessary care.
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