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CHAPTER 1
PSYCHIATRIC AND PSYCHOLOGICAL EXAMINATION OF
CHILDREN!

Reginald S. Lourie and Rebecca E. Rieger

The diagnostic process in child psychiatry has gradually evolved over
the last 150 years into a usually trustworthy pattern of study in trained
hands. It began as a descriptive approach and made its greatest gains during
the past sixty years, with the development of dynamic concepts of human
behavior and the perfection of a variety of pertinent psychological
instruments. More modern diagnostic efforts began around the turn of the
century, with interested and concerned pediatricians moving into the
disturbed child’s home and living with the family for a period. A modification
of this was what Leo Kanner called “noodle soup psychiatry,” in which the
diagnostician was invited to have dinner with the patient and his family. The
most significant statements of the most current status of the psychiatric and
psychological diagnostic examination of the young are in the Group for the
Advancement of Psychiatry’s “The Diagnostic Process in Child Psychiatry,”
Anna Freud’'s “Normality and Pathology in Childhood: Assessment of

Development,” and James Simmons’ “Psychiatric Examination of Children.”

The present form of diagnostic examination of children had its

beginnings in the retroactive studies initiated by Sigmund Freud in
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psychoanalysis and Adolf Meyer in psychobiology. Its greatest impetus came
from the development of the child guidance movement and the fields of child
psychoanalysis, clinical psychology, and pediatric psychiatry. Important
contributions about constitutional factors came from the pioneers in
developmental neurology, such as Bronson Crothers and Samuel Orton, from
such pediatricians as Donald Winnicott, and from the fields of mental
retardation and cerebral palsy. Psychology contributed not only intelligence
testing, projective techniques, and basic information about learning but also
their use as sources of clinical information. Psychiatric social work added the
important component of family dynamics and environmental influences on
the child, leading to the more recent inclusion of information from
anthropology and sociology about cultural and societal forces. Add to these
the specialist in educational diagnosis and the speech pathologist, and one
sees not only how the classical clinical team concept became an accepted

approach to the diagnostic process but also how the team has expanded.

It is also obvious that there needs to be a coordinator of the team, an
integrator of the information about the individual child and the influences
from his family, school, and community. The more or less expanded team
functions chiefly in the outpatient clinic, treatment center, community mental
health program, and hospital, but it is also found in such settings as school
systems, juvenile courts, family agencies, and more recently in

comprehensive child health programs. The private practitioner may combine
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the roles of various team members or work with collaborators from other
disciplines who are also in private practice. Similar combining of roles takes
place in many clinics. The role in diagnosis for the rapidly growing category of
nonprofessional mental health workers is an expanding one. These valuable
additions to the clinical team, if properly trained and supervised, have
provided an extension of the clinical team in the inner city and rural areas for
communication with otherwise hard to reach community resources, including

neighborhood and regional action programs.

Goals

Almost everybody is a diagnostician. Almost everybody has an opinion
as to what is wrong with a disturbed child. The goal of the psychiatric and
psychological examinations, however, is to obtain as complete and valid a
picture as possible of the child’s current status. This includes evaluating the
areas of weakness and strength in the child, his family and living situation, his
environment, and his community as a basis for defining not only what has
gone wrong and how the patient became the way he is but also what can be

done about it correctively.

In dealing with the child himself, one begins with how he is put together
constitutionally. In addition to information about developmental milestones

and medical history, a current physical examination should be part of every
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diagnostic study. The pertinent information about contributing constitutional
factors may come from the prenatal period. For example, a hyperactive child
may have been a “whirling dervish” even in utero. Individual differences
beginning in the newborn period are important to annotate, such as hyper- or
hypo-sensitivities to touch and sound, excessive passivity, high or low
impulse levels, imbalances, poor coordination and integration, poor control
patterns, and tolerance for anxiety. Here Lois Murphy’s vulnerability

inventory has been quite valuable.

The constitutional “givens” of the child should be matched with their
interaction in and with the environmental matrix. What have been the
facilitators, the inhibitors, the distorters, and perpetuators of any
constitutional hazards to normal development? This information comes both

from history and direct observation.

There should be an evaluation of how the child has developed in a range
of expectable (ego) functions. These include his patterns of coping and
adapting (defenses), cognitive abilities, memory, relationship patterns, reality
testing, self-image, autonomous functions, space orientation, language, and
synthetic functions. The latter should particularly be examined in terms of the
response of patterns of organization and integration in the presence of stress.
Especially important is knowing whether there is disorganization of thinking

and acting in the presence of anxiety or pressure. This body of information is
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also obtainable from both history and direct observation and testing.

Another area of information gathering about an emotionally disturbed
or malfunctioning child is in terms of how he has moved along the lines of
development in a range of maturational patterns. These include patterns of
relationships and socializations both within and outside his family. How have
dependency and basic trust developed? How has the individual dealt with
survival problems, with separation problems, with negativism, with
aggression, with sexual interests, with work, with impulse control and body
control (including sphincters)? What kind of conscience (and other superego
components) does the child have, what concepts of property rights (including
“owning” people), and what response to rules? Are there identity distortions?
Are there habit and/or fear patterns that indicate earlier fixations and
immaturities? These questions too can be answered by both history and

direct examination.

Technical Aspects of Psychiatric and Psychological Examination of the Child

The basic components of a diagnostic study for children are the history,
the psychiatric examination, and psychological testing. The clinical team of
psychiatric social worker, clinical psychologist, and child psychiatrist
traditionally divided these facets, but there has been considerable blurring of

disciplinary lines and overlapping of functions as professionals who
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developed more than one area of competence progressed in the child mental
health field and trained others in their fields. Thus, in every step of an
evaluation, clinical observations are being made, beginning with history
taking. The psychiatric social worker, the public health mental health nurse,
the psychologist, and the child psychiatrist use their formal examinations,
including contributions about constitutional factors, to obtain history
information and define dynamic processes. It is no longer valid to treat the
psychological study simply as a form of laboratory testing, as was true in
many settings in the past. Sometimes, where indicated, more than one
member of the team will see children and parents together for a combined

history and clinical examination in a family diagnostic type of study.

The History

Usually there is a scrutiny of preliminary information about a patient (in
the clinic most often in an intake conference) as a basis for deciding the most

appropriate patterns of examination by psychologist and psychiatrist.

Where indicated, additional information may need to be obtained first
from the members of the extended team, or the pediatrician, neurologist,
geneticist, biochemist, teacher, special educator, speech therapist, police,

and/or probation officer.

History taking in child psychiatry needs to include information from the
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prime child-care agents, who may be parents or outsiders. These outsiders
may be relatives such as a grandmother, or a babysitter, nurse, or governess.
This is especially important when the mother works full time or is otherwise
relatively unavailable. In addition, there should be information about the
parents’ health, developmental problems, and value systems, as well as their
interests and relationships and/or problems with their own families. It is
useful to have information on intercurrent events that influenced critical
stages in personality. The patient’s systems and the parent’s understanding
and handling of them are important, but should not preclude obtaining a
comprehensive picture including the social and cultural influences on the
family. Finally, the history taking should end with helping the parents prepare
the child for the diagnostic visits. One way this can be done is to explain that
there are people who know how to help children get over troubles or to make

plans, such as about school.

The Psychiatric Examination

The setting for the examination and battery of tests will be determined
by the age of the child, his symptom complex, and the questions to be
answered. The preschool child will need different toys and tests than the
school-age child. The pubertal child may need to be seen in a playroom or,
depending on maturity, to be treated more like the adolescent in an office

interviewing setting. An especially fearful child or one with marked
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separation problems may need to be seen with a parent present, so that
history taking cannot then be simultaneous. Sometimes the examinations
must take place in other than clinic or office settings. Thus, children are seen
in day-care centers, nursery and other schools, detention centers, welfare
programs, or child-care institutions. A portable kit with appropriate toys
and/or testing materials is useful for such purposes. It can be particularly
appropriate for examination of hospitalized children. Some have used the

World Game for this purpose.

For the psychiatric examination of preschool and school-age children, a
playroom is ideal. It is also quite possible to carry out such studies with toys
in a closet, desk drawer, or in a box. As is well established, toys serve a triple
purpose. First is the need for interesting, even enticing, a child patient who
usually sees no reason of his own for a visit to the examiner. Second is the
child’s use of playthings as a means of working out developmental problems.
Third is the child’s use of play as a means of expressing himself, both as a
nonverbal language and as a medium and expeditor of fantasy. In observation
of and participation in their play there is also the opportunity to take note of

children’s body language as still another form of nonverbal communication.

It is particularly important for the examiner to become expert in
“reading” children’s nonverbal language, because by four or five years of age

children have usually learned to use words to cover up how they really feel.
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Dr. Charles West, who founded the Hospital for Sick Children (Great Ormond
Street) in London in 1854, wrote in his lectures to medical students, “Your old
means of investigating disease will here to a degree fail you, and you will feel
almost as if you had to learn your alphabet again. [It is] as if you were to hear
around you everywhere the sounds of a foreign tongue, and to observe
manners and customs such as you had never seen before.” He then added, “If
you are not fond of little children you cannot learn it, for they soon make up
their minds as to who loves them, and when ill, they will express their real

feelings, whether by words or signs, to no one else.”

The variety of toys is planned to explore the child’s developmental and
interpersonal concerns and his method of dealing with them. For exploring
relationship interests and patterns, there should be human figures, puppets,
and an unstructured dollhouse where possible, with the usual furniture,
including kitchen, toilet, and bedroom items. Toy animals should be available
for those children who are too sensitized to deal directly with their feelings
about people. Some children may need to avoid anything resembling the
living (dolls, stuffed animals) and can only respond to relationship play with

families of inanimate objects, such as blocks or cars.

Movement toys, such as cars, trucks, and airplanes, help to define a
child’s motor and control problems. Soldiers, blown-up clowns, and guns and

rubber-tipped darts help to show the child’s interests and solutions to

www.freepsychotherapybooks.org 46



aggressive patterns. A few games, appropriate for different ages (and not time
consuming), can show competitive interests and attitudes toward rules. For
younger children, a pull toy is useful. Communication toys are useful, such as
one or two toy telephones, a typewriter, and a few books for children with
difficulties in communication. Blocks are good to provide demonstration of
constructive and destructive interests, motor and spatial orientation. In their
use for house building, they can give clues to body image. Drawing materials
are helpful for this purpose as well as providing an avenue for constructive
interests, fantasy, self-image, and such scorable tests as the Goodenough
Draw-A-Person test and the house, tree, and person drawings (see discussion
of psychological approaches). For adolescents it is useful to have such
materials readily at hand for doodling or drawing as a basis for face saving
(hopefully), temporary retreat, or regrouping of defenses. Other construction
materials, such as clay, finger-paints, and Play-Doh, are helpful not only in
expressing feelings and ideas but in showing interest in messiness or
orderliness. A traveling toy kit for a playroom interview on a spontaneous
basis, such as on hospital ward rounds, consists of pipe cleaners, tongue
blades, blank paper, and paper clips. Pipe cleaners can make people, animals,
and houses. Tongue blades can become people, animals, autos, planes, trains,
and so on. Paper for drawing, making cutouts, or folding to make planes and

helicopters is useful. Origami is a helpful skill.

The psychiatric examination begins in the waiting room. There is
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considerable value in structured waiting-room observations. A method to
accomplish this has been developed, utilizing a checklist, which can be filled
in by a receptionist, secretary, or mental health aide. Not infrequently parent-
child interaction goes on in the waiting room and ceases when the examiner
appears. The mothers and children who are very close or far apart, the fearful
mother or child, the permissive mother whose child climbs all over her with
hands under her clothes, the hyperactive child whose parent sits helplessly,
unnoticingly, or mildly reproves him from across the room when he hits
another, throws things around, or pulls the paper out of the secretary’s

typewriter are providing usable information often otherwise unavailable.

The examiner’s role in the psychiatric examination is to establish a
working relationship with the patient in which the child is free to share
feelings, thoughts, actions, and fantasies. With a warm, friendly, interested
approach, most children will respond favorably, particularly since they want
to be liked. The examiner’s manner should be calculated to establish
confidence and a feeling that he is there to help the child. To minimize the
child’s mistrust, the parent or substitute should be helped as part of the
intake process to prepare for the examination by explaining that the examiner
is there to find ways to help children get over troubles and to make the best
kind of plans for school, for example, and not because he is “crazy.” This is not
always effective, however, because the child may have been threatened that,

for example, if he did not stop wetting his bed, he would be taken to a place
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where they would make him stop. The child is then wondering all through the
visit when and how he will be made to stop. Or the child has been tricked into
stopping at the clinic or office on the way to the movies or to see Santa Claus.
The examiner’s neutrality and interest in the child must be established,
especially when the patient has been sent for evaluation by the juvenile court,

school authorities, or lawyers or judges in a custody suit.

After the usual introductions, it is useful with verbal children for the
examiner to explain what will happen, stating, for example, “We have a room
with all kinds of toys and we invite boys and girls to visit with us there to play
and talk. Do you know what happens when we are finished? [Without waiting
for an answer] Then you go home [or back to school and so on]. Let me show
you where it is.” The child and often the parent are relieved when a complete
gestalt is presented in some such way about a feared unknown experience.
Comfort or discomfort with separation is seen at this point. Some children
need the visual (more than verbal) permission of the parent before making a

move.

On the way to the playroom a number of mental notes can be made
about gait and other large muscle movements. A hand briefly on the child’s
shoulder (not with adolescents) will show the individual who melts into the
examiner’s side or pulls away, uncomfortable with closeness or with a

stranger. Some children will wait to have their hand taken to be led to the
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playroom or will insist on the parent’s accompanying them. Some will run on
ahead, acting all knowing, or having to explore every door or touch every
picture on the way. Some show their negativism, fear, or need to control the
situation by stubbornly refusing to go. The resulting parental cajoling,
bribing, anger, or helplessness can be the reenactment of a familiar script or
tableau as a demonstration for the examiner. With the fearful or willful
preschooler, a pull-toy may be brought out or a ball bounced to woo the child
or change the subject. When a child brings a favorite toy or book with him, he

can be invited to bring it along.

Once in the playroom (or other examining setting) it is important to
note the patient’s first interest. The child with relationship problems often
will go first to the dolls or doll-house. A boy may only look at it carefully, then
back away and perhaps say “Only girls play with that,” thus suggesting an
underlying interest. The hyperactive child who goes first to the movement
toys and plays patterns of controlling movement tells of an interest in solving
his difficulty with control. The aggressive child may pick up the guns. The
child with communication problems may go first to a telephone or a
typewriter. The child concerned with fears of bodily hurt will spot a doll or a
toy soldier with a part missing, sometimes even when these are not obvious,
and may ask how it happened. The child concerned with problems of order or
impulse control may say “This is a messy place” and proceed to line up the

toys. On the other hand, the child with any of these problems who studiously
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avoids the toys or play related to his underlying problems, even when later
introduced by the examiner, is also telling something about his motivation

and defenses.

The anxious child may flit from toy to toy, touching or testing, and
moving on. The child concerned with dependency may pick up something he
knows quite well, such as a gun or ball, and ask “What’s this?” or “Can I take
this home?” to test the examiner’s interest in helping, giving, or responding to
him. The inhibited, shy, or overly passive child may stand immobilized in the
middle of the playroom and wait for help in getting involved. The too
uninhibited child who is the tyrant or “bad one” in the family or the bully may
immediately turn a gun on the examiner or throw something at him to test
from the start who is in control. The all-knowing child who is the family
autocrat may declare that he knows all about the games, has all these toys,
and much better ones. The exhibitionistic child will demonstrate something
he knows or a dance step he has learned. The rivalrous or competitive child
will ask to start a game in which scores are kept, sometimes setting his own

rules or changing them if he is losing.

With the younger (preschool) child one may need to structure the play
for most of the examination. Describing the examining situation is important
with children available to verbal approaches. The first step is to explain the

ground rules, such as saying “This is a place where you can play with anything
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you want and do anything you want here, but we have one rule.” If one asks
the child to guess what this rule is, interesting and often telling answers
result. Then the usual playroom rule is shared with the child, such as “You
can’t hurt yourself, and you can’t hurt me.” This is not only reassuring but also
gives the examiner considerable leeway in deciding what will be harmful to

the patient.

Then it is useful to repeat the examiner’s function as one to help
children get over troubles or make plans: “The best way he knows to help is
to get to know the child and his views by having a visit with him and by not
having to rely on what others have said.” This also provides an opening for a
question, such as “Tell me what troubles [problems] ‘they’ say you have.”
Then confidentiality should be stressed in such terms as “Whatever we talk
about here is just for us here.” Some prefer to add “You can say anything

about it to anyone. We won'’t.”

For those examiners who prefer to take notes during the visit, it is good
to clarify the basis for this with the child and even ask his permission. This
can be done in terms such as “I like to write down some of the things we talk
about. My memory isn’t always so good and I would rather not forget. Is that
all right with you? I don’t have to if you would rather not.” Seldom, if ever, will
a child refuse permission. However, the mistrustful or suspicious child may

later ask what is being written or surreptitiously peek at the notes. It is useful
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to note at which point this occurs during the examination. Reading the last
sentence aloud, letting the child look at the notes, or simply saying that only
what has been happening is being noted is usually enough to stop the
questions. With adolescents note taking is adjusted to the individual situation
and attitude. More often than otherwise, notes are not taken, particularly with
hostile, reluctant, rebellious, or paranoid teenagers. With any age group it is
well to put aside pencil and paper when discussing particularly sensitive
areas, such as sexual interests, details of a stealing episode, and runaway
plans. On the other hand, it is important to make an obvious note of suicidal

thoughts and attempts.

In order for the examination to provide information that will achieve
the goals and objectives outlined above, both the psychological and
psychiatric studies should be a combination of structured and unstructured
approaches. The psychological is obviously the more formally structured. In
contrast to treatment interviews, diagnostic examinations are calculated to

obtain as much information about a child as possible in the time available.

For those who have the luxury of an extended diagnostic period with a
number of visits, usually less structure is necessary for the psychiatric
examination. However, the pressures for service have made it more
appropriate to obtain the necessary information in a single visit if possible.

There are exceptional situations in which additional visits are necessary.
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Usually, sufficient data can be made available in the single hour, particularly if
the psychological examination can be counted on to complement the needed
clinical data for a useful evaluation. The one-shot psychiatric examination,
which is part of a consultation or the private office visit, thus has the hazard
of providing only a single time segment of behavior, which can give less than

a comprehensive picture of the child.

The less structured part of the examination provides opportunity for
tuning in on the child’s nonverbal communication. One watches for the points
at which he changes play patterns, such as what was happening in play at the
moment when one activity is given up. Was it in relation to the reaction of the
examiner as a participant, as an observer, or as a questioner of what is
happening? Particularly if a question was raised, watch for the next bit of
activity because it may be a playing out of the real answer, in spite of what
verbal answer was given. Watch for the reactions to frustration or failure,
whether it is giving up, persistence, projecting blame elsewhere, wanting his
mother, or becoming disorganized, awkward, demanding, aggressive,
destructive, dependent, unavailable, overactive, messy, and so on. Watch for
the body language. What is the point at which a brain-damaged child begins
to drool? Can the child calm himself down when he becomes overstimulated?
At what point does the enuretic or encopretic child begin to wet or soil
himself or ask for the toilet? What is happening at the point at which the child

puts his hands to his genitals to protect or reassure himself about them?
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Glances, grimaces, looking over the shoulder at the examiner, eyes beginning
to tear, blushes, and fearfulness are examples of forms of communication, as
in the old song “Every Little Movement Has a Meaning All Its Own.” With a
large majority of verbal children it is quite possible to have a productive
diagnostic interview sitting at a desk, with emphasis on verbal
communication while the child is playing or otherwise occupied. It has been
commonly said that child psychiatrists stop seeing children when at age fifty
they cannot get down on the floor so easily. Lippman, however, described and
demonstrated how one can be less physically active and still effective as a

diagnostician (and therapist) with children and, as always, with adolescents.

The verbal approach, following the preparatory comments to set the
stage as described above, should begin with some evidence of the examiner’s
personal interest in the child. One time-honored way of starting this is to say
“I know very little about you. I am not even sure about your age. Can I guess?”
Then the guess is at least a year older than the child really is, which is almost
always flattering. If the child indicates that he is often thought of as being
older or younger, this can be followed by an inquiry as to whether that is

good or bad.

Explorations into specific areas of a child’s functioning should begin
with a neutral area, much as in a physical examination, where the sore throat

or abdomen are examined last, if one wants a cooperative patient. The
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exception is where the complaints about him, his troublesome symptom, the
habits he wants to get rid of, the basis for his failure, the parent, the sibling,
the bully giving him trouble, the unjust accusations of the police, the unfair
teacher, and so on are on the surface, and the child himself may introduce it.
Sometimes a parent will, as the last word as the child leaves with the

examiner.

A cardinal principle in the verbal approach to school-age and pubertal
children is to avoid direct questions as much as possible. Particularly the
word “why” is the most abused word in the examiner’s lexicon and should be
avoided whenever possible. Children have usually become expert at parrying
questions, especially to “why,” or giving the answer that they feel is the “right”
or expected one. Besides, mostly they want to please. The exceptions are the
passive child who cannot resist pressure for a reply to questions about even
the most sensitive areas and the resistant sullen, suspicious, or withdrawn
child who retreats into silence. Even with the latter group, there are
nonverbal responses, particularly when key areas are touched on. For
example, if they are drawing or doodling suddenly the spaces must be filled
in, or the lines become fragmented or wild or tighter. Examples of the use of
positive statements, the “tell me” approach, instead of questions will be given
in the discussion of specific areas to be investigated. It should also be kept in
mind that one should not stop with the factual information about a specific

area. The thinking or fantasies behind it should also be looked into. The
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examiner should also realize that the objective of the examination is to get a
rounded picture of the child’s personality development and the factors
underlying it. Therefore, the frequent tendency to spend most of the inquiry
on the presenting symptoms should be avoided. Thus, in spite of the child’s
and examiner’s often necessary pressure to get the details of a rape, suicidal
attempt, stealing episode, runaway, or acid trip, the questions to be ultimately

answered are “How did it get there?” and “What can be done about it?”

Where possible, the sequence of areas explored should lead naturally
into each other. If one begins by looking into the school situation as a neutral
subject (where the major complaints do not center around school), this can be
structured to lead into attitudes toward aggression, friends, and fantasies. An
example of one way this can be done is with the following sequence:

“Everybody goes to school. Tell me about your school. I don’t even know
which grade you are in.”

“Tell me how many other schools you were in and which was the best

»”

one.
“Tell me about the best [easiest] thing in school.”

“Tell me about the worst [hardest] thing.” Specifically, learning problems
should be looked at further.

“You know how in every school that there are bad children and ones who
get into trouble. Tell me about the ones who fight and what you do if they
fight you.” Where there is complete denial of anything bad or aggressive in
the child’s experience, one can add: “Tell me what you heard that the bad
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ones do in other schools and outside of school. Tell me about the ones who
tease and call names and the best thing to do about it.” If stealing has been
a problem, this is an easy place to introduce it.

“Tell me about children who steal in your school [neighborhood] and why
they steal.” The child can then, on a face-saving basis, tell about at least
conscious awareness of motives.

“You know how some children like to help each other and like to play
together. Tell me if you like to be with friends or to be alone.”

“Tell me what kind of fun you have with friends.” With the girls who prefer
sports, horses, and boy’s games and boys who like girl’s games this should
be further explored as to sex identity preferences.

“Tell me what you like to do when you are alone. Lots of boys and girls like
to pretend when they are alone or play or make-believe.” With
adolescents, talk about daydreaming. “Tell me what you like to pretend.”
Particularly with those children who avoid fantasy (and usefully with all
children) one can add: “I'll bet I know one thing you like when you're alone
—television. Tell me which are your favorite programs.” This can be varied
to include movies, comics and books. “Tell me one thing that happened in
that program [movie, book], the first thing you think of. I don’t mean the
whole story, just one thing that happened.”

The use of the child’s favorite media as a projective approach can lead to
further insights about dynamics, since each child seeing a program is looking
at it in terms of his own experience, motives, and interests and usually is
reported in a version that includes the individual’s own preoccupations and
concerns. The incident reported should be followed up. Questions are more
appropriate for this, such as “I wonder what made him do that?” or “How

come that happened?” One may add “How did it end?” “Why?” For children
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who attend Sunday school or church, the Bible can be used as a similar
projective technique, such as “Tell me one thing that happened in the Bible.”
One can hear some startling versions of incidents in the Good Book and the
motivations behind them. And the Bible is a remarkably complete record of

human experience.

In exploring the patient’s family and relationships, one can get a picture
of where the child sees himself and the others in terms of closeness or being
left out by asking him to draw a picture of his family. “Tell me which one is
the biggest nuisance [or who makes the most trouble, or is bad, if the child
does not know what a nuisance is].” Attitudes about parents are better
assessed by impersonalizing. “Tell me what a mother has to do to be a good
mother. Any mother, not yours.” “You must know what bad mothers do; you
see them on television and in movies.” “Tell me what old witches do.” The
witch is the age-old symbol for the bad mother. Similarly for good and bad
fathers. One can usefully explore sleeping arrangements or have the child

draw the interior of the house for this purpose.

In some situations it is helpful to check on early memories, especially
screen memories. One way to accomplish this is to say, “Some children can
remember way back when they were little. Tell me how far back you can
remember. What is the first thing you can recall, not what somebody told

you?”
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Patterns of closeness, alienation, trust, and self-image relationships to
others can be explored by the use of selected Duss fables. One of the most
useful of these is the desert island story. It can be introduced by saying “Let’s
pretend again for a few minutes. Let’s say you had to go far away to five on a
desert island [or on a piece of land in the middle of the ocean with no one
living there]. But you could take one person from the whole world. Tell me
whom you would take.” Some children will need additional reassurance that
this is only daydreaming or fantasy. The usual school-age child will take a
friend. The deprived, untrusting child will take God, Jesus, an angel. The child
reaching out hungrily for any port in a storm will want the examiner, never
having seen him before. The rivalrous, hurt, or neglected child may go alone
or take a sibling or a pet animal. The fearful child may take Superman,
Batman, or Hercules. The immature child or the oedipal child will want one or
the other parent. The answer should be interpreted in terms of the normal

expectations about relationships at any given age.

Another form of projective approach to check on a child’s self-image as
to competence, dependency, separation, and close relationships is the game of
providing an ending for a structured story. One of the most frequently used
Duss fables for this purpose is the baby bird story. “Let’s pretend that there
was a baby bird living in a nest with a mother bird and father bird. The baby
bird could fly just a little bit. Then along came a big wind which blew the

mother bird out one way and blew the father bird out the opposite way. Let’s
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make up a story about what happened to the baby bird. Remember it could fly
just a little bit.” The answers forthcoming give clues to the child’s own fears
about hurt and survival, to hopelessness with separation and abandonment,
to trust that someone will care for it, to feelings of readiness to be on one’s
own and coping with outside dangers, to magical solutions, to optimism
versus pessimism, to getting rid of one or the other parent, and so on. Here,
too, it may be necessary to say “Tell me how it ended for the mother and the

father.”

When exploring fears, it is well to establish that the examiner is
comfortable talking about fears, that he knows that all children have had
them, and that the patient is expected to be like all other children. This area
can be opened with a statement such as “You [and I] know how children are
afraid of things when they are little, like before they go to kindergarten or the
first grade. They are afraid of the dark and animals and storms and ghosts and
witches and robbers and kidnappers, and monsters. Tell me what you were
afraid of when you were little.” Later one can add, “Sometimes these fears
don’t stop when you go to school.” Then it should be followed up by finding
out who takes care of the fears, and what is done about them. Similarly one
approaches dreams. “You [and I] know how everyone has dreams, good ones
and bad ones. Tell me something that happened in a dream. Only one thing,
not a whole dream.” This can be followed up by exploring how the dreams are

cared for. Especially with nightmares: Does the child then have to get into bed
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with someone, and who is it?

Sexual areas can be explored in the same way, that is, first establishing
the normality of such interests and then expecting that this child has been like
others. This type of structuring in terms of normality often is most reassuring
and relieving to a youngster who had never dared to talk about this part of his
makeup. “You [and I] know how when children are little, even before they go
to school, they like to play with their wee wees or whatever they call them.
Tell me how old you were when you first found out about it. Some children
find out at home, some outside, some from friends, some from brothers or
sisters or big boys and girls, and some find out by themselves. Tell me how
you found out.” The leads opened up can be followed, such as fears of self-
hurt or hurt by others as a basis for giving up sex activities. With the
overstimulated or sexually active child one may need to talk in the child’s

vernacular about “getting pussy.”

With teenagers this area can be explored in terms of “making out,”

» o«

“going all the way,” “making first, second, third bases, or a home run,” and so
on. One must use judgment in opening up the question of sexual fantasies
with adolescents, keeping in mind the risk of creating a crisis in a borderline
psychotic individual or one close to a homosexual panic. In general, it is

surprising to some how much of this type of information is available in a

diagnostic interview, in contrast to treatment interviews. One often has an
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opportunity at this time to find out about a girl’s concept of menstruation, her
preparation, difficulties, and understanding of it. With young adolescent boys,
asking factually about wet dreams can be helpful. With younger children, it
may be appropriate to look into their concept of how babies are born as well

as sex differences and how one finds out about these.

Health and medical background as seen by the child should be looked
into, including reaction to hospitalizations, operations, accidents, and so on.
In the child with psychosomatic manifestations, finding out what helped and
his own views of what’s wrong in contrast to those of others can be useful.
“Drawing the pain” is a technique developed at the Children’s Hospital,
Washington, D.C. The child with headaches or abdominal pain is asked to
draw a picture or an outline of a head or an abdomen of the size and shape of
the pain. The child with an organically based pain will look at the examiner as
though there is something wrong with him. However, the child with a
psychological basis for the pain usually seems to know just what is meant.
Often the resulting drawing will be inconsistent with anatomical nerve
distribution, for example, a sharply outlined small square or a pinpoint or a
circle the size of a dime. One girl with headaches, who had been raped by her
father, drew the area of the pain in the shape of a penis. One girl drew the
shape of her chronic back pain as a bell. On being asked what the shape
reminded her of, she replied “It's a bell, but the clapper is missing.”

Adolescents, especially those with poor self-concept or in an identity crisis,
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can be asked: “If this were a physical examination and you were examining

yourself, what would you find wrong or think could be better?”

If the symptoms or complaints that brought the child for study have not
yet been discussed, they should be covered before ending the interview.
Important to bring out is not only the child’s picture of the situation but also
what he has been told about the basis for the problem, incident, or

manifestation and what the child really believes.

An additional area to explore is a child’s present interest for the future,
as well as what he used to want to be. The psychiatric examination should be
ended where possible on an optimistic forward-looking note. One way of
doing this is to return to the open-ended fantasy such as these two time-
honored approaches to underlying fantasies: (1) “Let us pretend again for a
little bit before we have to stop. Suppose you were walking down the street
and found $100. Tell me what you would do with it if it is all yours.” (2) “Let
us pretend that there is someone magic, maybe with the powers of God, and

they gave you three wishes. Tell me what you would wish for.”

Structured play as part of the psychiatric examination is preferred by
some examiners to the purely verbal approaches. It is also an important
adjunct with the less verbal child, with the shy, reticent child, and with the

otherwise unavailable child, such as those with autism or other psychiatric
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features. It is useful, too, as a means of validating or clarifying an ambiguous
verbal response or one that is suspect of being the response the child thinks
the examiner wants or that the child feels is the “right” one. It is also the

approach of choice with the preverbal child.

The use of structured play was highlighted by David Levy in his
research studies on sibling rivalry and maternal overprotection. It was
further refined by Conn and Hambidge. It can be facilitated by having the
range of toys available in the world game as developed by Margaret

Lowenfeld.

The principle involved is setting up a play situation that creates an
opportunity for the child to bring his own reactions and solutions to an area
of functioning to be evaluated. This offers the possibility of re-creating and
reenacting traumatic situations encountered in the patient’s life about which
details have been repressed. One can also set up details of school, home,
neighborhood, aggression, property rights, habits, special symptoms, and so
on. It is possible too, to play out open-ended projective approaches, such as

the Duss fables.

The use of puppets and role playing in expressing feelings go back in
history to long before psychology and psychiatry were developed. One

variation in the use of puppets in diagnostic settings is for the examiner to
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adopt a puppet character, which explores the areas to be investigated and

acts as commentator as the child plays.

With the preverbal child, the psychiatric and psychological
examinations are attempting to explore the same areas of constitutional
personality and mental makeup as with the older child and with the same
goals outlined earlier. Mother-child interactions should be closely observed,
both in and out of the examining room. With the very young child who has
separation fears, it is better for the examiner as a stranger not to look directly
at the child for the first few minutes, concentrating on the mother until the
youngster decides from the mother’s responses that the examiner is safe.
Otherwise, one has a crying, fearful, uncooperative subject from the start.
When the mother is in the playroom as necessary, it is well to include her in
the child’s play at the examiner’s direction or else she becomes the observer

or examiner of the examiner, a less than comfortable examining climate.

It may be necessary with many young children to “prime the pump” as a
means of initiating play. This may take the form of rolling a ball back and
forth, building with blocks and knocking them down, rolling cars and having
them bump into one another, and so on. In addition to the child’s own specific
play interests, structured play situations should include relationship
situations, a child getting hurt, getting punished (spanked), toileting, bathing,

aggressive play (hitting), sleeping, fears, dreaming, and so on. The desert
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island story and baby bird story can be played out. Mothers and fathers can
go out together, fight, or go to sleep together. At a family meal, one of the
family can eat poisoned food or have a stomachache. A sleeping child can
wake up, perhaps on a far off place (desert island), and be afraid or have a bad

dream. What is the fear or the bad dream?

The clinical psychiatric examination of infants has not yet been
developed into an organized art and science. However, it is in the process of
being defined, and portions of the process are more or less refined. The
problems and principles involved have been outlined by Cytryn. A great deal
has been written about mother-infant transactions and their observations as
well as about infants in institutions for research purposes. Individual
differences in babies and their meaning in terms of vulnerability to
developmental distortions have been defined by Heide, Murphy, Thomas,
Chess, Birch, Hertzig, and Korn. Psychosomatic responses have been studied
by Lourie and Richmond. Psychological patterns have been defined by Wolff
and autonomic responses by Lipton, Steinschneider, and Richmond.
Nutritional and developmental neurological pathology are increasingly

available.

As this type of information becomes accessible, the reluctance to think
of particularly vulnerable infants having emotional problems is gradually

disappearing. Also, as the searchlights increasingly highlight the first few
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years of life at the time when the roots of personality and adjustment
problems are laid down, a more defined basis for infant psychiatric evaluation

becomes necessary and will be available.

In the psychiatric examination of adolescents, a few additional technical
points can be added to those already mentioned. Though the diagnostician is
usually better advised not to use teenage slang or “hip” language, it is often
helpful to let the individual know of the examiner’s familiarity with such
colloquial communication patterns. Some teenagers are afraid to talk about
themselves because they might find that they are “crazy,” particularly as they
are afraid of the nature and intensity of their wishes, fantasies, impulses, and
so on. In other words, many adolescents come to the diagnostic interview on
a basis that handicaps communication. Such individuals require patient
approaches, sometimes repeat visits and an opportunity to test out the

examiner’s integrity before trust can develop.

There are many ways in which the psychiatrist can be fooled by the
adolescent. The florid quality of symptoms may convince the psychiatrist that
he is dealing with a schizophrenic patient, whereas he may only be seeing a
transient episode of short duration from which his patient returns to
adequate functioning without residual deficit. Episodes of great
aggressiveness, running away, or seemingly total disorganization can be

short-lived and have no ominous implications. On the other hand, one sees
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seemingly inexplicable suicides and psychotic episodes for which only the
most minor antecedents can be discovered. There has been a trend to
underestimate the seriousness of adolescent psychological conflict and to
hope that the developmental process will take care of it. Careful assessment
will forestall the great waste of therapeutic time that can occur when a
patient is over-treated or treated inappropriately. For example, the impulse-
ridden, delinquent teenager may be taken into intensive outpatient
psychotherapy under the false notion that he can utilize this treatment
situation effectively. Obviously, he cannot, and the result is that the therapist

becomes the rider of a runaway horse.

Toward whom is the problem directed? Planning is greatly facilitated by
narrowing down the areas of major conflict into manageable proportions.
This helps both diagnostician and adolescent to see what their work will be. Is
the conflict between mother and child or father and child? Is the problem one
of displacement from parental figure to a schoolteacher? Since school failure
or a drop in grades is often the signal for psychiatric consultation by the
parents of teenagers, it is exceedingly important to understand the true
significance of such phenomena. For example, failing in courses may be
secondary to preoccupation with sexuality or jealousy and have little to do
with the actual school situation. It may reflect a conflict between teacher and
youngster. It may also reflect a lag in the conceptual and abstractive

development of the youngster. Each would require a different kind of
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therapeutic intervention.

The Psychological Tests

The point at which the psychological examination enters the psychiatric
diagnostic process is a function of the preferences of the team members, or of
practical scheduling problems, or most importantly, of the questions that are
asked about the child. In some private psychiatric practice, the psychologist-
clinician is asked to make a preliminary survey of the child’s difficulties, to
secure the pertinent history (either directly or through a social work
colleague), and to advise the psychiatrist where the principal locus of the
problem appears to lie, that is, in an inhospitable or inappropriate
environment, in the child’s constitutional (including neurological) deficits, in
the child’s emotional and social development, or in some combination of
these factors. A preliminary review by the psychologist is particularly useful
when the child’s principal presenting problem is focused on the school—the
underachiever, who is presumed to be emotionally disturbed, the slow
learner, who is presumed to be constitutionally handicapped, the hyperactive
disruptive child, who is viewed as handicapped or hostile according to the
forbearance of the teacher—since in many such cases the psychologist may
clarify the primary or secondary nature of the omnipresent emotional
problem. In some instances, the psychiatrist may then see an approach to the

problem that obviates the need for direct psychiatric intervention, for
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example, the psychologist’s communication to the school with suggestions for
remedial teaching and/or better classroom handling. More usually, the
psychological examination is seen by the psychiatrist as a complementary

concomitant to the psychiatric examination and the developmental history.

The psychological examination within the psychiatric diagnostic study
has as its primary goal the exploration of aspects of the child’s functioning not
easily accessible to the psychiatric interview nor established decisively by the
developmental history.# In addition, the psychological examination may
investigate areas covered by the psychiatrist from a different vantage point,
with the possibility of corroborating, extending, or questioning the latter’s
interview findings, thus leading to the need for reconciliation of the disparate
interpretations from the data and the emergence of a fuller picture of the

child and his difficulties.

The formal psychological examination is primarily mediated through
the use of psychological tests, though it often encompasses an interview and
always includes clinical observations of the child’s elicited and spontaneous
behavior in the test setting. The psychological test may be defined as a
systematic procedure for comparing the behavior (performance,
characteristics, responses) of an individual to a criterion, the criterion usually
being the age-appropriate behavior of the population on which the test was

standardized. In contrast to most other interview techniques (for the
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psychological examination is itself a type of standardized interview), a
psychological test is characterized by reproducibility, standard
administration, systematic recording and scoring, and explicit criteria for
interpretation and evaluation. (The structured psychiatric interview, used
primarily with adults for research purposes, has many qualities that

approximate a formal psychological test.)

Psychological tests used by the clinician may be classified according to
the structure of the test and the purpose or domain of the test: There is a class
of tests described as structured, objective, or psychometric. These tests
typically focus on the subject’s response as a product, a discrete, scorable
answer to a definite question or to the request for an act demonstrating skill
in nonverbal tasks. At the other end of a continuum are unstructured,
projective, or open-ended tests, which typically focus on the subject’s
individual mode of responding, the coping process he engages in when
confronted with conditions of relative ambiguity. Stated another way, with
the class of structured tests both the subject and the examiner have a clear
idea of the nature of the expected answer (even if the subject does not know
the “correct” answer). A child asked “Who discovered America?” will respond
with the name of a person (or “God”). Asked “How many legs does a dog
have?” he will respond with a number. Asked to copy a design, he will attempt
to make his product look similar to the model. Asked to arrange picture cards

to tell a sensible story, he will move them around to form a sequence
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corresponding to his story. In the case of the unstructured, or projective,
tests, the subject is not privy to the examiner’s frame of reference for judging
the response, and in fact the subject is given to understand that there are no
right or wrong answers, and is invited to respond in his own way, which leads
to a revelation of his personal associations, mode of response, and style, with
only incidental information about his level of knowledge or ability. Asked to
tell what a Rorschach inkblot resembles, the subject has as his only clear cue
that a verbal response is expected, but no guidance as to the nature of the
expected answer (the subject matter category, the level of organizational
complexity, the dominant determinant reform or color, the portion of the blot
to be interpreted, and so on). Asked to tell a story to a Children’s
Apperception Test (CAT) picture, the child is ignorant of the examiner’s
intention to see his responses to animal pictures as analogues of his
responses to humans and, more particularly, as reflections of his perceptions
of himself and his interpersonal world. Although structured and unstructured
tests differ along the dimension of the explicitness of the examiner’s response
expectations, they also exist along a continuum of more or less structure and
more or less opportunity for revelation of personal style. As an example, the
Bender Motor Gestalt Test, which requires the subject to copy nine designs,
may be seen as a highly structured test with explicit directions to make the
product closely resemble the stimulus, that is, to reproduce the form with

accuracy; unspecified are such aspects as the size of the copied designs, their
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arrangement on the page, and the quality of the lines. The Bender has both
psychometric and projective aspects, both of which contribute to the
examiner’s understanding of the subject. In similar fashion, the relatively
structured Wechsler Intelligence Scale for Children (WISC) has questions that
permit the observation of personal style, while the test is formally scored on
the basis of a limited range of acceptable answers for each task. For example,
to the question “What should you do if you saw a train approaching a broken
track?” with the expectation of an answer reflecting the child’s awareness that
one needs to warn the train and/or summon help, following are some of the
answers that seem to reveal more about the child’s self-concept than about
his level of intellectual functioning. A thirteen-year-old underachiever
answered: “I wouldn’t do anything; what’s the use, after all, the engineer
would look out and see a little kid trying to signal, and would ignore him.” An
aggressive eleven-year-old boy said: “Nothing, I'd just stand back and watch
the action.” An anxious ten-year-old girl replied: “I'd move back as fast as I

could; you could get hurt, you know.”

The relatively unstructured Rorschach, though permitting open-ended
response possibilities, does consist of a standardized set of ten cards, each
having discriminable objective attributes of size, shape, shading, and color, as
well as complex gestalt stimulus properties which tend to elicit certain
responses far more often than others (the “populars,” which represent the

subject’s ability and/or willingness to give a socially expected response). The
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Rorschach responses are scored on several variables, including the level of
form perception, that is, whether the subject’s match of a verbalized image to
the stimulus is among those that can be or have been consensually validated.
There are then psychometric aspects to performance on an unstructured test,

related to reality testing and the acceptance of group norms.

A second classification of tests in terms of their purpose or domain
would include tests of cognitive functioning, such as intelligence tests, tests of
perceptual-motor functioning, tests of language function, those revealing
personality structure and interpersonal perceptions, those reflecting
vocational interests or vocational aptitudes, achievement tests in specific
subject matter or skills, and tests empirically developed to reflect the

presence of impaired neurological functioning.

When we turn from the classification of individual tests to the
psychological examination, we can consider some of the factors that influence
our choice of the tests we use with an individual patient. One basic
assumption underlies the psychological examination, namely, that the
behavior we observe, elicit, and record in the testing situation, in relation to
the tests, the examiner, the environment, or to a combination of all these
factors, is in some sense representative behavior, from which we may
generalize to the subject’s real life. This assumption, relating to the validity of

the tests and the examination process, can only be tested against the success
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of the resultant prediction, post-diction, or contribution to understanding of
the subject’s behavior. Within the testing situation, we need to get a
representative sample of the subject’s behavior, that is, we need to observe
the subject’s responses across enough stimuli, under varying conditions of
difficulty, so that we can be confident that the behavior is somehow typical of
the subject and not a momentary aberration. Further, this broad sampling
permits us to specify the contingencies that elicit various behaviors. For
example, we may observe that a child handles questions on the structured
tests very confidently, but shows uncertainty and agitation when faced with
the projective tests. Or, we may see that a child is very slow and seemingly
inhibited in handling verbal tasks, yet comes to life with the nonverbal tasks.
It is therefore generally desirable to rely on batteries of tests rather than on
single tests, since the broader sampling permits a wider range of
observations, a comparison between intra-test and inter-test variability, the
testing of tentative hypotheses across situations (permitting a statement
concerning internal consistency, which is one criterion of validity), and
sequential observations, including responses to fatigue, variability in

concentration, and motivation.

In planning the test battery, it is important to include tests sensitive to
the child’s overt problem areas as stated in the presenting complaints or
uncovered during the course of the playroom interview and/or

developmental history. If, for example, a child is described as absent minded
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and forgetful, it would be desirable to include tasks tapping recent and
remote memory and his ability to concentrate, as well as tests that might
reveal the role of fantasy in his lapses of attention; if a child comes with a
history of slow speech development and learning problems, it is important to
include verbal tasks of sufficient range and difficulty to assess the current
problem and its contribution to the learning difficulties, as well as other tests
related to school performance (such as an intelligence test and the Bender

Gestalt).

A cardinal principle in test selection is to choose a test or battery of tests
appropriate to the subject. Thus, we would not use a test of adult intelligence
with an eight-year-old, nor a test requiring vision with a blind subject, nor a
test involving full command of English with a Spanish-speaking subject. It is
assumed that a test is valid only when applied to subjects similar to those in
the standardization sample. When we test members of minority groups with
instruments standardized on the dominant cultural group, where their test
performance is judged against the majority norms, we violate one of the
assumptions in test administration. While it may be possible to compare their
performance with the standardization norms, and to assess their ability to
adjust and/or compete where the majority standards hold sway, it is

hazardous to extrapolate further. 3

Where there is a sufficient background of experience with minority
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group children, such that there exist formal or informal norms for their
performance, it is possible to report their performance in relation to their
own peers. In addition, such tests as the intelligence tests can be legitimately
used as clinical instruments, exploring the child’s strategies for coping with a
variety of problem situations, some within his grasp and some frustrating,
leading to insight into his cognitive processes, attitudes toward school-related
tasks, ability and/or willingness to concentrate, and feelings about authority
figures who make demands on him. Then the child’s relative standing in his
peer group and the clinical observations of his functioning can be reported

with attention to his individual needs and recommendations for remediation.

The psychological examination is often spoken of as objective, scientific,
and partaking of the validity of a laboratory procedure, because its tools are
standardized tests—reproducible, scorable, and using explicit criteria for
interpretation. Though there is some truth in this assertion for many of the
more structured tests, particularly tests of cognitive function, it is far less true
of the projective tests, which are really specialized, standardized interview
techniques with certain rules of procedure, standard stimuli, scoring criteria,
and general rules of interpretation, in fact, multiple systems of scoring and

interpretation.

The face-to-face testing situation with an examiner and an individual

patient shares many characteristics of other two-person interactions, and in
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assessing the formal test findings, it is important to recognize and take into
account various factors that may influence the test results. Under the heading
of examiner variables, it is important to consider the examiner’s philosophy
of testing, which includes his perception of his role, whether he views himself
as a diagnostician who relates to the patient neutrally and divorces the
diagnostic interview from the helping process or whether he relates to the
patient with more positive affect and believes that any contact with a
professional should have therapeutic implications. In both cases, it is possible
to follow standard testing procedures, but the atmosphere and stimulus to
rapport are quite different. In the same connection, examiners differ in their
view of whether the patient should be examined under minimal stress
conditions, to elicit his best functioning, or under greater stress conditions, to
investigate his breakdowns in functioning. The testing situation is, of course,
inherently stressful for many children and adults who perceive it as a threat
to their privacy and to their defenses against feelings of inadequacy. A case
can be made for testing under conditions facilitating the greatest cooperation
and effort on the patient’s part. His failures and difficulties are usually
reported at length in the presenting complaints and developmental history.
What often remains unreported, unless the interviewer of the parents is very
skilled and knowledgeable, is the area of strengths and assets. A sympathetic
examiner, supplying reassuring structure and appreciation of the child’s

efforts, can begin to sort out the basic capacities from the inefficiencies
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associated with internal and/or external stress. In addition, the accepting,
interested adult may lessen the child’s need for a defensive armor, so that

more of his covert problems may be open to exploration.

Another set of examiner variables includes his own personality makeup,
race, social class and professional identification, and self-awareness
regarding prejudices, stereotyped expectations, and power needs in relation
to a patient. These variables may exert a subtle influence on the test results
either through their effect on the examination itself, mainly in terms of the
rapport and level of encouragement of the patient’s optimum efforts, or in the
evaluation of the test results, and possibly in both. Though there is clearly a
serious problem in the validity of test results where the examiner is openly
antagonistic, contemptuous, condescending, or admiring of the patient, or
where the examiner and the patient cannot communicate adequately because
of a significantly different cultural frame of reference or language barrier, the
greater danger lies in the less blatant, more covert examiner attitudes and

practices.

On the patient’s part, there are also variables influencing his
performance in both obvious and covert ways. The issue of trust is perhaps
paramount: In the very young child, it will come in immediately and directly
in the child’s refusal or willingness to leave his parent and participate in the

test situation. In the latency child, it is more likely to take the form of

www.freepsychotherapybooks.org 80



reticence or willingness to verbalize freely or to engage in any projective task.
In the adolescent, the issue of trust may be expressed in a direct
confrontation with the examiner regarding the implied invasion of privacy,
the examiner’s perceived role as the agent for the complaining parents, and
against the examiner’s identification with the establishment. In all cases, the
basic issue is the patient’s concern and fantasies as to the purpose of the
examination. From the child’s viewpoint, his degree of cooperation with the
examiner will be very different if he feels the examiner is a benevolent adult,
interested in his side of any reported troubles and understanding of his
worries, as against his perception of a demanding, punitive, authority figure
who has the power to recommend significant changes in his way of life.
Though the child’s responses may reflect his habitual pattern of reaction to
perceived threat, and therefore provide valid data for observation, his
responses to a particular examiner may not be representative of his
responses to stress situations generally and may be more a function of his
fears and expectations regarding school authorities, probation officers, or
doctors. His approach to the examination may limit the amount of
information available to the examiner, or obscure his assets and conflict-free
areas of functioning, or give a distorted picture of his functioning in other

situations.

It is the examiner-clinician’s role to be aware of the interpersonal,

situational, and intrapersonal factors affecting the psychological evaluation

American Handbook of Psychiatry - Volume 2 81



and to assess the validity and representativeness of the findings. The process
is analytic, inferential, syntheticc and evaluative, and the report
communicated to his mental health colleagues is neither a laboratory
summary nor a direct reading of the raw test data but ideally an integrated
clinical judgment. Overall, the criteria for evaluating the child’s test
performance relate to his coping ability: How adaptive or maladaptive is his
behavior, that is, does it seem to further the goals of the organism, to reduce
discomfort, achieve individuation, maintain dependency, achieve mastery,
and so on? How efficiently does the child achieve his goals, that is, with what
degree of effort and at what cost to other competing needs? How appropriate
are his solutions to his chronological age, that is, what is his level of maturity
in relation to the expected stages of development (cognitive, psychosexual,
social)? How well can he communicate with significant others to elicit
environmental support, to give necessary feedback, or to relieve stress, and

soon?

The movement in psychological assessment is away from diagnostic
classification with its inherent emphasis on pathology and with its potential
for hampering a flexible approach to remediation (for example, the despair of
mental health professional with an autistic child, the distrust and despair
toward a sociopath, the frequent loss of interest in the emotional problems of
a retarded child). In fact, the clinical psychologist as diagnostician has

recently come in for increasingly heavy criticism from several sources: from

www.freepsychotherapybooks.org 82



minority groups who see the tests as invalid instruments inimical to the
needs of their children; from schoolteachers and special education teachers
who feel the tests do not speak directly to methods of remediation and
therefore offer them little useful information; from behaviorally oriented
psychologists, who feel the findings are too inferential and the tests invalid
because their rationale is frequently unsupported by research and there is
insufficient spelling out of the contingencies under which behavior is elicited

and maintained, and therefore insufficient information for effecting change.

In the light of all the above, following is a discussion of psychological
test instruments and their principal uses. The instruments cited are those
used in individual diagnosis with children and adolescents, omitting group
intelligence and achievement tests, which are typically administered in a
school setting. This list of tests is selective and consists of those common in
clinical child psychology practice rather than highly specialized instruments

reserved for intensive neurological diagnosis or research.

Let us first consider the area of cognitive development and functioning,
which is usually assigned to the psychologist for formal investigation in the
psychiatric diagnostic process. The principal tools in this investigation are the
individual intelligence tests, which have a comparatively long history,
beginning with the first attempt to predict a child’s capacity to profit from

school experience. The test devised by Binet in 1905 was different from

American Handbook of Psychiatry - Volume 2 83



previous laboratory tests of single functions in that it assumed that the
capacity to learn in a school setting was a complex function including
adequate language development, problem-solving ability, computational
skills, social judgment, and command of other complex tasks. Here the
concept of intelligence is broad and related to the capacity to learn from
experience, where experience is assumed to be daily life experiences, not
directly linked to school learning. The usual distinction between intelligence
and achievement tests is misleading in that it implies that the intelligence test
is not an achievement test. In fact, it is a generalized achievement test with
emphasis on a wider sampling of behavior and of acquired concepts than the
usual standardized achievement test, which focuses on specific subject matter

or skills.

The intelligence tests most commonly in use report their results as a
summary 1Q, which reflects the relative standing of a subject in comparison to
his own age group? It is a deviation IQ, based on the assumption of a
statistically normal distribution of intelligence within each age group, and
expresses the degree to which a subject resembles the average or deviates
from it in either direction. Underlying the use of a summary score is a concept
of general mental ability reflecting the finding of high correlations among the
mental tests making up the intelligence scales. But the many tasks also

provide an opportunity for the observation of individual patterns of ability.
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There are two basic assumptions underlying the interpretation of
intelligence test results: (1) the subject taking the test has been exposed to
the relevant experiences reflected in the test questions; (2) one can best
predict future learning capacity on the basis of the evidence of past learning.
Differences in the level of achievement on the intelligence test are therefore
interpreted as evidence of the organism’s capacity to learn, where
environmental opportunities have been similar to those of the
standardization population. The leading individual intelligence tests have
been standardized on white subjects from a range of socioeconomic groups
and geographical areas but with the predominant socioeconomic level within
the middle class and white collar workers in urban settings. The assumption
of comparability of experience is challenged when these same tests are given
to children of different racial-cultural backgrounds, socioeconomic level, and

social status in the society.

Opposition to the use of intelligence tests with nonwhite, minority
group children is particularly intense where the test results are interpreted as
bearing on the genetic superiority of one group over another. There is little
argument that genetic and other biological factors operate in the realm of
mental ability, but there has been a lively controversy for many years on the
relative importance of nature and nurture, and the controversy has boiled up
anew with the publication of a review by Jensen purporting to support the

greater role of heredity in explaining white-black differences in IQ results.
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For the clinician, the study of the individual child in the context of his
own racial-cultural peer group is more defensible and diagnostically more
significant for highlighting individual differences in ability and coping style.
Thus, intelligence test results of minority group children are best reported in
terms of their more restricted but relevant norms, with appropriate
comments regarding the qualitative aspects of their performance. Where a
minority group child is in a situation of direct confrontation with the majority
norms, or where it is anticipated that he will be, it can be useful to indicate his
standing in the larger group, together with the implications for his success or
need for compensatory work. The concept of intelligence as reflected in the
intelligence tests is held to include nonverbal problem-solving ability and the
area of social competence and judgment. Though the tests were designed to
evaluate cognitive functioning, the level of functioning at any one time is a
function of basic capacity (genetic-biological, modified by environmental-
experiential influences); attitudinal, emotional, and motivational factors
(habitual and pertaining to the immediate situation); environmental factors
(the setting and the examiner); and the subject’s way of meeting intellectual
challenge (including test-taking experience, expectations, and behavior). The
individual intelligence tests are moderately successful in predicting school
performance, with implications for future work possibilities, for groups of
subjects, but have less success in predicting the school performance of

individuals whose rate of growth may vary from the norm and whose
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environment may undergo marked alterations. Significant changes in a child’s
health, life experiences, emotional development, or environmental
expectations may greatly affect his functional intelligence in either a positive
or a negative direction, though for most children in stable living conditions
the I1Q, reflecting their relative standing among their peers, tends to remain

relatively constant (that is, within five to ten IQ points).

The predictive value of intelligence tests declines sharply as we go
down the age scale. The best prediction comes from sampling of behavior
comparable to the later requirements of the criterion, that is, in predicting
school performance, language development and concept formation are most
relevant. Infant scales survey the repertoire of responses and behaviors of the
infant and toddler, but language development is in its preliminary stages and
cannot be assessed reliably. It is possible to observe whether the child is
showing developments normal for its age, what pediatricians call
developmental milestones, but few of the observations will be predictive of
later performance. The only two areas correlating somewhat with school-age
performance are early vocalization and fine motor control. Moderately and
severely retarded children usually show lags in development while still in
infancy, but the mildly retarded child may show sensorimotor development
and relationship patterns within normal limits until the stage of language and
concept development, when the deficit first becomes apparent. The rise in

predictive capacity of tests for two- and three-year-old children, though still
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modest, in some sense reflects not only the increasing appearance of speech
and language development but the inherently more reliable test subject, re-
attention and alertness. Early childhood is a period of a very rapid rate of
maturation and change and the acquisition of new responses to
environmental stimuli. Until the repertoire of behaviors is reasonably well
stabilized, attempts to conduct a formal examination are necessarily

unreliable.

The most recently standardized infant scale is the Bayley Scale of
Mental and Motor Development for children two to thirty months. The
standardization sample included minority group children (about 25 per cent
of the total sample of 1,200 to 1,400 babies). The Bayley scale took items from
the Gesell, Cattell, and Griffith (an English scale) scales, through
standardization determined the best items, and added some new features to
form the best standardized infant scale now in use. The Cattell Infant
Intelligence Scale is a downward extension of the Stanford-Binet (see below),
for testing ages two to thirty months; the Gesell Developmental Schedules, for
ages four weeks to six years, is a schedule of behaviors in the areas of motor,
adaptive, language, and personal-social behavior, similar to a careful pediatric

examination.

In the age range from eighteen months to five years, the preschool

period, the intelligence tests have greater predictive power than the infant
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scales, but the young child’s short attention span, distractibility, insistence on
immediate gratification and discharge of tension make for considerable
unreliability in single session samples of behavior. It is in this age range that
the examiner’s patience, skill, and flexibility are put to the greatest test. The
preschool tests have many performance tasks that have a play quality, helping
to engage the child’s attention and cooperation. With some overlap with
infant scales, the most commonly used scales for the preschool child are the
Stanford-Binet Intelligence Scale, for the child who does not perform below a
two-year level on any function measured by the scale (the Binet is discussed
further under the school-age tests), the Merrill-Palmer Scale of Mental Tests
(ages two to five), and the Minnesota Preschool Scale (ages one and one-half
to six). For the developmental assessment of infants and preschool children,
who for behavioral or physical reasons are unable to participate in the
testing, it is possible to interview the mother or other responsible adult with
the Vineland Social Maturity Scale. The Vineland, developed to evaluate the
social competence of mental retardates in conjunction with an intelligence
test, has a substantial correlation with IQ and can yield developmental
information in areas of socialization, self-help, self-direction, communication,
locomotion, and occupation. The largely nonverbal Merrill-Palmer can be
helpful in surveying the abilities of children with delayed speech or language
problems, but the absence of verbal items makes it hazardous to predict to

later school adjustment.
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Bridging the preschool-school range is the relatively new Wechsler
Preschool and Primary Scale of Intelligence (WPPSI) for children from four to
six and one-half years of age, a downward extension of the WISC. For children
of elementary school age, and up to middle adolescence, the two most
commonly used instruments are the Stanford-Binet, form L-M, and the WISC.
The Stanford-Binet can be used from early childhood through the entire age
range, including adult life. There is a set of Wechsler scales covering the range
from age four to six and one-half (WPPSI), five to fifteen (WISC), and sixteen
through adult life (Wechsler Adult Intelligence Scale [WAIS]), all of which are
descendants of the Wechsler-Bellevue Intelligence Scale, dating from 1939.
There exists a vast literature on the Binet and Wechsler Scales as intelligence
tests and as diagnostic instruments, and this survey will touch only briefly on

their characteristics and uses.

The Binet scale is organized by age levels, from age two to superior
adult 3, and at each level the subject is presented with tasks appropriate to
that level, so that the test given to the three-year-old is different from the test
given to the eight-year-old, not only in the level of difficulty but in the very
nature of the tasks. Below age six, the tasks are fairly evenly divided between
verbal and nonverbal, but above age six the test is heavily weighted on the
verbal side. The range of abilities surveyed is very wide, including language
development and usage, reasoning, concept formation, computational skills,

rote and meaningful memory, planfulness, verbal abstraction, understanding
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of absurdities, visual-motor development, and problem-solving. Though the
test is not organized to focus on evidence of differential abilities within the
scale, it is possible to analyze patterns of successes and failures to reveal
consistent areas of handicap or deficiency. Qualitatively, the Binet test is
particularly useful in the evaluation of very bright children and adolescents
because it has so high a ceiling (into the superior adult range) and because it
presents the intelligent subject with many different novel and challenging
tasks, thereby sustaining interest and motivation. Its low floor (at the two-
year level) permits an adequate sampling of behavior and abilities in young
children and retardates, with economy of time, which is important in the
testing of subjects with short attention spans. The Binet provides varied
opportunities for clinical observations of cognitive style as well as cognitive
efficiency. The inclusion of the absurdities tasks and interpretation of
proverbs within the under sixteen age range provides the examiner with
samples of verbal behavior useful in the identification of a developing thought

disorder.2

The Wechsler scales consist of verbal and performance subtests, leading
to separate verbal and performance IQs as well as a full-scale 1Q, each
computed on the basis of the subject’s relative standing in his age group. In
contrast to the Binet grouping of items in age levels with mixed content tasks,
the Wechsler scales are point scales which expose each subject to the same

range of subtest tasks; within each subtest, items are arranged in order of
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difficulty, and the raw scores attained on the subtests are converted into
scaled scores, that is, normalized standard scores, with a mean of ten and
standard deviation of three. There are five or six verbal and five performance
subtests, affording opportunities to observe varied classes of behaviors, some
general problem-solving behavior across modalities, and a more explicit
analysis of abilities in different areas from those possible with the Binet.
Correlation between the WISC full-scale 1Qs and the Binet are high, but the
WISC verbal scale IQs are even more highly correlated with the
predominantly verbal Binet. Yet, 1Qs of bright young children run consistently
higher on the Binet. Average or bright children above six with visual-motor
handicaps, might fare better on the largely verbal Binet, because there would
be little opportunity to reveal the deficit, whereas the timed performance
tasks on the WISC would highlight the problem. Between the ages of four and
six and one-half, the WPPSI is an interesting and varied test, but mainly for
bright, highly motivated children; for the slower and/or duller child, it takes
too long to administer, leading frequently to loss of attention and frustration,
and it tends to underestimate the 1Qs of the bright children in comparison to
the well-established Binet. Thus, its purpose to extend the WISC downward,
where the WISC has proven weakest (in the five to seven year period), has

been only partially achieved.

As a group, the Wechsler scales permit analysis of the patterning of

subtest scores, from which one may derive diagnostic hypotheses beyond the
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issue of overall mental ability, but the “profile analysis” must be used
cautiously in individual diagnosis, where careful qualitative examination of
responses may reveal supporting evidence, or may lead to a rejection of the
hypothesis. As one example, the finding that the verbal IQ is significantly
greater than the performance IQ may, on closer examination, be a function of
(1) the fact that all the performance tasks are timed, whereas only the
arithmetic subtest is timed on the WISC, resulting in a lower performance 1Q
in the case of a depressed subject; or (2) the inadequate visual-motor ability
of a mildly neurologically handicapped subject of average verbal ability,
whose qualitative performance on the nonverbal tasks as well as timing are
relatively poor; and (3) the relative verbal-language acceleration in
development of a bright young subject, whose physical motoric maturation is

proceeding at a more average pace.

A performance test concerned with a special aspect of intelligence,
namely, foresight and planning ability, is the Porteus Maze Test, which has
been used extensively since 1922, usually in conjunction with standard
intelligence scales (in fact, mazes have been included in the performance
scale of the WISC as an optional task). It can be analyzed quantitatively, in
terms of level of achievement, and also qualitatively, in terms of details of
performance in the areas of impulsivity and persistence. (It was among the
tests used to study the effects of prefrontal lobotomy, and reflected the loss of

future-oriented behavior in the lobotomized patient.)
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For the examination of physically handicapped children, it is possible to
give the verbal or performance Wechsler scales, depending on the area of
handicap. The Columbia Mental Maturity Scale is a brief nonverbal test
consisting of large cards with three or more items, requiring the child only to
point to the item that does not belong with the others, yielding two derived
age-based scores: the Age Deviation Score and the Maturity Index. In its 1971
edition, it is standardized on a new sample of children purported to be
representative of socioeconomic level and ethnic group membership as
determined in the 1970 census, and suitable for ages three and one-half to
nine years. Spanish directions are included in the manual for Spanish-
speaking subjects. It gives information on abstract reasoning, an important
component of intelligence. As was noted earlier, the Vineland Social Maturity
Scale is suitable where subjects cannot themselves cooperate for physical or

emotional reasons and an informant is available.

A truly developmental approach to cognitive maturation is offered by
Jean Piaget and his followers, which traces the orderly sequence of changes in
the nature of thought processes as the child grows from infancy to maturity in
adolescence. An increasing number of psychologists are becoming interested
in assessing a child’s cognitive processes in terms of his stage of intellectual
development in the Piaget sense, rather than in comparison to other children
in his peer group. It would then be possible to have a scale of the

developmental maturity of the thought processes. One endeavor to construct
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a standardized test using Piaget’s concepts of development was that of
Laurandeau and Pinard, who investigated the mode of precausal thinking, one
of the early stages of cognitive development, which they found generally

decreasing with the increase in chronological age.

There is a burgeoning field of writers on the applications of Piaget’s
developmental theories to the process of education, establishing direct links
between the child’s stage of functioning and efforts at education and

remediation.

A host of tests were designed to explore the child’s level of perceptual-
motor maturation, integration, and intactness of functioning. They offer
developmental norms and often include scoring criteria for pathological
deviations, or there are pertinent research findings permitting assessment of
neurological central processing functions and dysfunctions. They are
particularly useful in studying children with learning disabilities because they
deal with less complex, more basic response capacities of the child than are
generally tapped in the intelligence tests, and frequently have associated
remediation suggestions and programs. For most children, these tests
generate relatively little anxiety and represent conflict-free areas of
functioning. The exceptions are of course the children with moderate to
severe perceptual-motor problems, who are aware of their inadequacies and

may find such tests very trying. However, the clinician is then in a position to
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observe how the child deals with his anxieties and frustrations in tasks
similar to classroom requirements in learning to read and write. The tests, as
a group, can give information as to the child’s readiness for classroom
learning, can indicate children who constitute high risks and need special
handling before or on entering the formal educational channels, and can tag
some children as needing careful neurological study because of pathologically
deviant performance. Though these tests are relatively culture free, that is,
less directly reflective of differences in socioeconomic level and cultural
group than the intelligence tests, there are indications that rate of maturation
and other normative criteria may differ between groups, and deviations from
majority group norms should be treated cautiously in diagnosing pathology in

minority group children.

Following are pencil and paper perceptual-motor tests that involve
copying of designs, where both the visual-perceptual and motor-expressive
aspects are necessary for successful performance: The Developmental Test of
Visual-Motor Integration by Beery and Buktenica can be used with children as
young as two years of age and goes up to age fifteen. The Haworth Primary

Visual Motor Test can also be used with young children.

The Bender Visual-Motor Gestalt Test (1938) has become a standard
part of most test batteries for children from five years of age (with no upper

age limit on its use). With the appearance of the Koppitz scoring system for
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ages five to eleven, and with the widely used Pascal-Suttell system, which is
applicable in adolescence and adulthood, its usefulness as a developmental
test and as a diagnostic instrument for neurological dysfunction in the visual-
processing sphere has been enhanced. The Background Interference
Procedure was designed to increase the sensitivity of the Bender to
neurological dysfunction. The Bender is a useful diagnostic tool beyond the
issues of neurological maturation and dysfunction since it permits
observations on the management of motility—the strength of drive, the
capacity to control, the style of control, that is, the defensive patterns—and in
this area of motility patterns are many diagnostic clues in cases of
hyperactivity, behavior disorders generally, compulsivity, and childhood
psychosis. Within the Wechsler intelligence scales, the WISC Coding subtest
and WAIS Digit Symbol are speed tests that demand adequate visual
perception of simple geometrical figures and rapid motor reproduction, with
norms for ages five and above. They also afford an opportunity to observe
attention and concentration since the subject is required to move along rows
of symbols, shift constantly from one to another, and monitor his own
performance without any help from the examiner. The fact that there is no
inherent structure to engage the subject’s attention, nor inherent interest in
the material, makes this type of task useful in extrapolating behavioral
expectations to other situations, such as the classroom, where the child is put

to work on his own to master dull repetitive material. Among the pencil and
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paper tests, the Graham-Kendall Memory for Designs introduces an
immediate memory factor since the subject draws each of fifteen geometric
designs after looking at it for five seconds, then the stimulus card is removed.
The test was empirically developed as a test of neurological dysfunction, and
errors resembling those most frequent in an independently diagnosed
population of brain-damaged subjects are most heavily penalized with a
higher score. There are some manifestly brain-injured subjects whose
performance on the Bender, though slow and uncertain, is not clearly
pathological, but whose Memory for Designs performance reveals gross
errors in perception of the gestalt, with loss of symmetry and fragmentation

of the gestalt most prominent.

The Frostig Development Test of Visual Perception surveys different
areas for children four to seven, such as spatial relationships, position in
space, form constancy, figure-ground relationships, and eye-hand
coordination. Also an associated remedial program is offered to develop
proficiency in visual perceptual abilities. The Frostig test and remedial
program are specifically aimed at identifying and helping the child with

potential learning difficulties.

Another group of tests, also involving visual perception and motoric
execution, is constructional in nature, the assembling of a gestalt out of

discrete pieces. The Wechsler Object Assembly has the subject put together a
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concrete object (a manikin, horse, auto, hand), where the subject will usually
have guessed the nature of the object early on, and the task then requires the
integration of the parts into a perceived whole. The Wechsler Block Design,
on the other hand, has the subject reproduce a nonrepresentational design
from the examiner’s model or a drawing, using discrete blocks. This entails
perceptual analysis first, into the component parts, then organization and
synthesis. In both the object assembly and block design tasks, the motor
element is minimized in that the subject has only to move the pieces around,
which requires much less manual dexterity and fine motor control than the
drawing tasks. The mosaic test is a much less structured task, in which the
subject is invited to construct something using multicolored, multi-shaped
flat plastic chips. The completed product is judged on a variety of dimensions,
with the overall criterion the successful construction of a recognizable gestalt,
representational or nonrepresentational, using the forms and colors to form
patterns showing inner coherence and organization, appropriate to the child’s
age and developmental level. The task calls on internalized imagery and self-
organization, as well as awareness of the adequacy of the overt production

and is particularly difficult for brain-injured subjects.

Another test in the area of visual perception, the Draw-A-Person (or any
of its variants, for example, House-Tree-Person and Harris-Goodenough) calls
on the internalized body image of the subject and therefore has a memory

factor, a perceptual factor, and a motor factor. The test originated in 1926
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with Florence Goodenough’s Draw-A-Man test as a measure of intellectual
maturation, gained considerable prominence as a projective technique for
adolescents and adults with the Machover description of the drawings as
projections of personality (1948), and was expanded into the Buck House-
Tree-Person test (1948); it has been brought back into the area of intellectual
maturation with the Harris (1963) adaptation of the original Goodenough
test. More recently, Koppitz published a scoring method for children’s human
figure drawings with explicit developmental considerations, drawing
attention to the elements expected at each age level as well as other
normative information. The figure drawings are a source of information about
the child’s self-concept and concern about body functioning, often expressed
through omissions, exaggerations, and distortions of parts of the body, and
sometimes displaced from the locus of anxiety. It is particularly important to
judge personality dynamics in the context of the developmental expectations,
or else there can be a confounding of intellectual-maturational and
personality conflict features. The human figure drawings are often very useful
in the diagnosis of neurological dysfunction, with special attention to such
elements as consistent unilateral disproportions (asymmetry) and 90-degree
rotations of the figures. It is often true that children with emotional
difficulties, with or without neurological dysfunction, will produce human
figure drawings that score below chronological age expectations, and it is

therefore unwise to use the drawings as a primary source of information

www.freepsychotherapybooks.org 100



about intellectual maturation.

The Lincoln-Oseretsky Motor Development Scale, for children six to
fourteen, is primarily a motor test, with associated perceptual elements. It is a
revision and restandardization by Sloan of a test of motor proficiency
originally published in Russia in 1923. It consists of thirty-six items, about
one-third of which involve gross motor behavior, and the remainder, hand
and arm movements that demand speed, coordination, rhythm, and dexterity.
It provides age norms, yields developmental and maturational information,

and has proved useful in the diagnosis of neurological dysfunction.

The foregoing tests all involve some motor expressive components. On
the other hand, the Columbia Mental Maturity Scale (revised 1971) requires
the subject only to point to the pattern that is different, making it almost
purely a test of visual discrimination. It is useful as a non-language screening
test of intelligence, but it demands comprehension of the concept of
“different.” Raven’s Progressive Matrices also largely eliminates the motor
element and requires the subject to indicate which one of four possible
choices is appropriate to complete a series of items. It has complex visual-

discrimination elements and is also used as a test of nonverbal intelligence.

The Illinois Test of Psycholinguistic Abilities (ITPA) was described by its

authors as a diagnostic test of communication abilities for children two to ten

American Handbook of Psychiatry - Volume 2 101



years of age designed to delineate specific abilities and disabilities in
children’s communications with a view to remediation. It is called a
diagnostic test of specific cognitive abilities, as well as a molar test of
intelligence. The twelve ITPA subtests are intended to pinpoint problems in
two channels of language input and output (auditory-vocal and visual-motor),
three processes of communication (receptive, expressive, and a central
mediating organizing process between the receptive and expressive), and two
levels of language organization (the representational and the automatic). It
shares with the foregoing tests of central processing in the perceptual-motor
area immediate relevance to learning problems, with associated remedial
implications, and the ITPA has become a respected test in the repertoire of
the school psychologist. Its applicability to the preschool child makes it
particularly valuable in helping the clinician to analyze early language
disturbances, such as delayed speech, and permits early intervention where
appropriate. Taken together with the verbal material on the intelligence
scales, the language usage observed on the projective tests, and the
spontaneous language interchange with the examiner in the test situation, the
child’s varied communications patterns can be surveyed and described in rich

detail.

Of all the psychologists’ test instruments, the projectives are the most
well-known and the most frequently requested in a diagnostic study. This is

so despite the fact that the psychiatrist has interview techniques for children
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at his disposal that overlap with the domain of the unstructured and semi-
structured tests (see the discussion above on playroom observations, the
World Test, Duss fables, and so on.) Among the projective techniques, the
Rorschach is most in demand by the psychiatrist-client and is rarely omitted
from a clinician’s test battery. The Rorschach is considered a
multidimensional test of personality, but it is at its base, according to
Rorschach, “a diagnostic test based on perception.” Rorschach believed that
through the ten symmetrical inkblots, with their variations in form, shading,
and color and ambiguity of associative value, he could elicit an individual’s
unique way of perceiving, interpreting, and responding. He further believed
that the person’s way of responding bore a lawful relationship to that
person’s view of the world, his reality orientation, defensive structure, and
diagnostic group. It is important to stress that underlying is the assumption
that the person is capable of performing the basic perceptual task—finding in
his mind a matching engram, a memory image to correspond to the
ambiguous visual stimulus before him. In fact, the individual must repeat this
process of searching the stimulus and his associations for an appropriate fit at
least ten times. With some neurologically damaged subjects the task is too
difficult, and they fall back on perseveration, primitive naming of stimulus
properties, and repeated expressions of impotence. In such cases, the
individuality of the subject is obscured by the pathological interference with

spontaneity and normal variability, much as a patient with Parkinson’s
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syndrome, seen at a distance, will resemble other Parkinson victims rather
than reveal a unique gait and expressive movement. The Rorschach may
indeed reflect the neurologically damaged organism’s problems with lack of
structure, but will scarcely do justice to the multidimensional personality of
the subject. For the same reason, when the task is developmentally beyond a

young child, the results are meager regarding personality structure.

The Rorschach has definable overt properties and response tendencies
(from normative studies), and yet provides an open-ended opportunity for
response (except for some group administration versions that require the
subject to choose a response from a fixed number of alternatives). As a test
based on perception and association, predictions regarding the subject’s
behavior are inferential, and there can be no direct translation from the
verbal behavior elicited by the test stimuli to actual behavior in life situations.
What can be defined are response tendencies of the organism, but the
probabilities governing their emergence would depend on environmental
contingencies and the internal state of the organism at some particular
moment in time. The information regarding personality structure would be
useful in clarifying the subject’s expectations and needs from the
environment, his probable competence in unstructured situations, and his
repertoire of responses in comparison with others of his peer group, but
would not help specific, short-term prediction without other kinds of

information, such as evidences of past performance under similar conditions.
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As an example, a sixteen-year-old boy, hospitalized for wild acting-out
episodes, including the taking of hallucinogenic drugs, multiple and varied
sexual experiences, and gradual withdrawal of interest from school and other
adolescent peer activities, presented the picture of adequate if slightly shaky
reality testing on the WAIS and a floridly anxious, bizarre, confused picture on
the Rorschach. On the hospital unit, where a conscientious psychiatrist-
administrator surrounded him with firm but appropriate behavioral
expectations and limits, his behavior was controlled and steady, but he
complained a lot and his room was chaotically messy. Could one predict from
the Rorschach to the hospital behavior? Not without assessing the degree of
structure in the hospital setting and the firm parental role taken by the
administrator, and certainly not from the Rorschach alone, since a predictive
clinical judgment should rest on an adequate sampling of the patient’s
behavior, which in this case would include his performance on the more

structured, emotionally less stimulating intelligence test.

Within the class of projective tests, the Rorschach is one of the least
structured. There is a group of semi-structured tests requiring the subject to
make up a story, largely involving pictures of human beings interacting in
different combinations and situations. These tests retain open-ended
response possibilities, but their effective range is greatly restricted. The
oldest and most famous is Murray’s Thematic Apperception Test (TAT),

supplemented by Bellak’s Children’s Apperception Test (CAT) involving
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animal figures, and a later CAT (1965) using human figures. There is also the
Michigan Picture Test and Schneidman’s Make-A-Picture Story. These tests
are called “content” tests, in contrast to the Rorschach, which is a test of
personality structure, and the content they are eliciting is largely
interpersonal: the protagonist in relation to a single significant figure; in
relation to a group; in relation to parental figures, peers, sexual love objects;
and by himself in relation to situations suggesting a coercive environment, a
state of depression, loneliness, fearful fantasy, suicidal concerns, and so forth.
There are multiple ways of analyzing these content tests, beginning with
Murray’s thematic approach to the subject’s need and the environmental
press, but in most approaches there is interest in representing the subject’s
view of his world, his drives, his emotional reactions to the different figures,
his conception of the parental role, his overt and covert presentation of the
protagonist’s role, his mode of resolving conflict and dealing with anxiety, his
level of immersion in fantasy and the quality thereof, and his ability to
organize and present his ideas, with implications for diagnosis. However, the
content tests are particularly useful as part of a test battery for clarification of
interpersonal perceptions rather than as a primary contribution to diagnostic
classification. With adolescents, the TAT is the best instrument; with
elementary school children, probably the Michigan Picture Test is most useful
(particularly selected cards, including the first, which is the only card showing

a whole family together); for younger school and preschool children, the CAT
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in either version is useful. The Make-A-Picture Story test can be given to
children and adolescents and offers an attractive theatrical quality, since the
subject can choose his own dramatis personae and backgrounds for his

stories.

Sentence completion tests are attempts to survey a subject’s
interpersonal attitudes, self-concept, and relations to such institutions as
school and job and are suitable for older children and adolescents for whom

reading is not difficult, since they are usually self-administering.

Though any of the semi-structured content tests permit interpretation
along psychoanalytic lines, only the Blacky test was expressly designed to
evaluate psychoanalytic concepts and to analyze the subject in terms of his
psychosexual development. The protagonist of twelve cartoon drawings is a
dog named “Blacky,” whose adventures are supposed to relate to the
psychoanalytic stages of development, oral, anal, and genital, with subthemes
around oral eroticism and oral sadism, anal sadism, guilt over masturbation,
castration anxiety, oedipal rivalry, and penis envy. Thus, the Blacky pictures
provide a specific structure within which personality dynamics are studied in
a developmental context. It is appropriate for children six to twelve years of

age.

A new approach to assessment comes from the behaviorists, some of
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whom hold that operant technology is consistent with an approach to the
study of individual differences: “An effective diagnostic procedure would be
one in which the eventual therapeutic methods can be directly related to the
information obtained from a continuing assessment of the patient’s current
behaviors and their controlling stimuli.” A major point is that knowledge of a
subject’s responsiveness to reinforcing contingencies could lead to successful
prediction of behavior. In an experiment reported by Moore and Goldiamond,
form discrimination was taught to preschool children using a behavioral
fading technique. Such behavioral approaches might lead to the observation
that a differential rate of learning under specified conditions might be seen as
an assessment technique for separating out children with various types and

degrees of learning problems.

Let us now reconsider the psychologist’s contribution to the total
diagnostic process with children, in terms of the areas where his
contributions are of primary importance, or secondary but significant, to flesh
out or test hypotheses derived from other sources. Within the division of
labor between the psychiatrist and psychologist in their formal examinations,
(and before other specialists are brought in, such as neurologists, educators,
speech and hearing experts), the psychologist has primary responsibility for
formal investigation of what Hartmann and Rapaport discussed under the
autonomous ego functions, those inborn biological apparatuses that form the

core of ego development—memory, perception, and motility—as well as
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others such as affect expression and stimulus barrier. In addition, the
psychologist is particularly charged with investigating the direct derivatives,
such as cognitive development, synthetic functions and their vicissitudes
under stress, concept formation and language development, and the
relationship of these functions to the central processing efficiency of the
nervous system. Still of interest but not crucial for the psychologist are
patterns of adapting and coping in the interpersonal sphere, the role of
fantasy, self-concept, and reality orientation with respect to meeting
environmental pressures and demands (for example, school, home). In terms
of developmental lines, the psychiatrist can usually investigate psychosocial
and psychosexual development adequately without psychological test inputs,
but in the larger framework of psychobiological growth and development,
including the maturation of the perceptual-motor apparatus, cognition, and
the management of motility patterns, the psychologist’s input is immediately
relevant and important. A detailed exposition of how each of these goals is to
be met through the psychological examination is outside the scope of this

chapter, but following is a brief survey of the psychologist’s approach.

Perception and the association of perception with motor patterns
(perceptual-motor functioning) can be investigated through tasks within the
intelligence tests, through the tests of visual perception and visual-motor
processing, such as the Beery-Buktenica Developmental Test of Visual-Motor

Integration, the Bender Visual-Motor Gestalt Test, or the Frostig
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Developmental Test of Visual Perception, and through the ambiguous
stimulus properties of the Rorschach. Motility patterns can be studied
through any of the performance tasks on the Wechsler scales, through many
items on the Merrill-Palmer and Binet tests for younger children, through the
Lincoln-Oseretsky Motor Development Scale, and through the motor
expressive aspects of the Bender. Affect expression can be examined in
relation to the Rorschach and the content tests and often is a part of the
human figure drawings. Stimulus barrier is studied across all the tests in a
battery, in terms of the inherent neutrality versus stimulus attributes of the
different tasks, but can be looked at in a focused way in the differential nature
and sequence of Rorschach responses to the varied and known stimulus
properties of each of the ten cards. Overall cognitive development and the
related areas of concept formation and language development are in the
domain of the intelligence tests, including the Piaget approach to cognitive
maturation, but can also be studied with the ITPA, particularly where the
issue is one of efficiency of communication. The synthetic functions need to
be looked at in the context of the entire psychological examination, in terms
of the subject’s baseline level (his habitual patterns in the area of higher
cortical functioning where the synthetic functions are mediated) and in terms
of breakdowns in functioning (when they occur in the temporal sequence of
the test; where they occur in relation to the neutrality or emotional charge

inherent in the particular task; how and to what degree the inefficiency is
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expressed behaviorally, for example, in delayed responses, in confused
sequence, in manifest disorganization; and how discrete or pervasive does
the breakdown become, that is, can the subject recover when a new task is
presented or does the incipient or manifest disorganization immobilize his
usual coping resources). Within the test battery, the Rorschach, with its
combination of anxiety-inducing ambiguity (that is, stress), variability in
stimulation attributes (the color, chiefly), and sequence of stressful and
relatively unstressful cards (cards 1 and 5 are relatively neutral stimuli,
whereas cards 2 and 9 are frequently experienced as stressful), proves to be a
useful microcosm for the study of the synthetic function. A full TAT analysis

could also contribute significantly.

In general, specific questions within the diagnostic process regarding
interpersonal behavioral patterns, self-concept, and fantasy can be answered

from analysis of the projective tests, including the human figure drawings.

In the exploration of structural or constitutional or organic versus
functional or emotional factors in children’s difficulties in coping, the
psychologist is not so much called on to rule in the emotional, which is usually
present as a primary or secondary factor, but rather to rule in the organic
factors, if they can be identified. In any sense, we can never rule out a factor
that may be resistant to our examination, but we can speak to the probability

of its contribution to the genesis or persistence of the presenting problem.
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Certain test findings have the consistency of syndromes, and as such can be
readily identified. For example, a combination of adequate or better verbal-
language development, relatively poor perceptual-motor development,
excessive stimulability with a tendency to cognitive disorganization, poor
self-concept, and observed behavioral hyperactivity in the test session leads
to the diagnosis of minimal chronic brain dysfunction (or whatever current
term is more acceptable to a behavioral approach). In most instances, the
psychologist’s suggested diagnosis of neurological dysfunction rests on the
integration of several lines of inquiry: Are the inefficiencies and errors in
performance related to basic processes such as attention, retention, motor
control, perceptual discrimination, perceptual flexibility = versus
perseveration, and excessive concreteness versus appropriate levels of
abstraction? Is there greater difficulty with tasks requiring self-organization
and perceptual flexibility than with structured, specific answer tasks? Are the
breakdowns pervasive or limited to emotionally charged material? Are the
elicited verbalizations appropriate in content, mood, and intensity, aside from
their level of cognitive maturation? Does the self-concept fairly approximate
the level of deficit? Is there a depressive response to the self-concept of
damage? What are the compensatory and/or defense operations in relation to
the deficit, and how adaptive are they? There are very few pathognomonic
signs, which taken in isolation are valid indicators of neurological

dysfunction, and the usual clinical test battery is not geared to explore
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neuropsychological connections in any detail. For that, such batteries as the
Reitan-Halstead are recommended and should be administered by an

experienced neuropsychologist.

Summary

The analysis and interpretations of the findings from these
examinations can seem like putting together a complex jigsaw puzzle, unless
there is an organizational pattern in which they are structured. This pattern
starts with the information about what kind of basic constitutional makeup
the child has as gleaned from his history and the physical, psychological, and
psychiatric examinations. This is then matched with the parental and family
makeup and situation and any special problems and conditions that would
influence the manner in which the child has dealt with expectable stages of
personality development and ego functions. Stock is then taken of the
resolution or lack of it for each of these stages and functions. Any unresolved
areas and developmental defects and lags are annotated. These then are
examined in terms of their interaction with the child’s living situation and
both daily and out of the ordinary events in it. Particularly the reactions to
anxiety-producing situations are looked at, whether they are created by the
child’s own fixations at earlier levels along unresolved developmental lines or
by inappropriate or distorting handling or life experience which perpetuates

or exaggerates them. Then the child’s symptoms and other manifestations
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internalized and externalized are correlated with these reactions and
examined as his attempts to defend against the anxieties, to find better
answers to the unsolved problem areas, to maintain homeostasis and/or to
perpetuate and reenact the conditions and situations that led to the unsolved
problem area. One takes stock of the cumulative poor answers as the
unresolved answers to earlier stages make for additional poor or incomplete
answers to later stages. The end result should be a picture of the child’s
current functioning with as logical as possible an ordering of the factors and

forces that created and continue to influence it.

This process is carried out by picking up clues from any part of the
examination and looking for validation of these leads. The data one uses
involve soft facts for the most part, and care should be taken not to be misled
by unvalidated clues. Interweaving the material from psychological and
psychiatric clinical and testing examinations enlarges the opportunity for

such validation.

Unused clues are not discarded but are stored. Later information or
observation may not only provide their validation but also may change the
emphasis in the diagnostic formulation. It is always interesting to look back at
the diagnostic study after a treatment program has filled in the fine print to
go with the headlines written in the diagnostic formulation. One usually finds

that the diagnostic study never can provide a complete picture.
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The recommendations are logical outgrowths of the factors and forces
underlying, perpetuating, and/or exaggerating the child’s symptoms, his
family’s current status, and the conditions and resources in his community.
Therefore, the survey of assets and weaknesses in the child, family, school,
and community, matched with dynamic and genetic factors, should be made
with an eye on the possible resources for remedial approaches, the ideal and
the practical and possible. This should include a picture of the availability and
readiness of the child and family for change. It should be kept in mind that
one does not give up on the possibility of change in the child even if the family
is unavailable or resistant. It has been reassuring to learn how much

tolerance children can learn to have for the difficulties parents can present.

Diagnostic labels may need to be carried out on two levels. The ideal
type of diagnostic formulation identifies the etiology, psychodynamics, and
predominant symptom and/or character patterns. At times, however, from a
practical point of view, another component should be added to indicate what
treatment plan is needed. This can help a school, court, treatment institution,
or insurance company understand the legitimate nature of the problem and

the child’s needs for a therapeutic program they can support.

The diagnostic study is never complete until it is shared with the family
and/or other responsible individuals. The principles of interpretation of

findings so that they can be heard, understood, and carried out should be
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always kept in mind. These principles include the translation of findings into
understandable words, presenting the present problems in developmental
terms to assist in seeing how the difficulties arose, relieving guilt (such as
inappropriate handling or mistakes having been made not on the basis of hate
but in the interests of helping the child), and describing what can be done
about relief or help with the problems. The latter should include practical
suggestions about trying changes in handling, appropriate medications where
indicated, and contacts to be made. The family, school, referring physician,
court, and so on should not be left with only promises of help in the future.
They should not be left helplessly waiting while a treatment plan is being

worked out. They should be given things to try or do.

The mental health professional often can feel helpless when social
pathology or distortions in the system are heavily implicated in some cases.
The questions one must ask are how has this child and this family responded
to these conditions and what can be mobilized to help and modify these
responses. At the same time, the needed changes in the system should be
shared with community planners, community change agents, and community

advocate programs.
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Notes

1 Chapters on mental retardation will be found in Volume IV: Organic Conditions and Psychosomatic
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Medicine.

2 The psychological examination will vary in its goals and emphases depending on the referral source
(for example, pediatrician, neurologist, schoolteacher, or parent) and the nature of the
presenting problems and questions to be answered.

3 There is, particularly in the communication of 1Q scores to school authorities, the constant danger of
setting up conditions to foster self-fulfilling prophecies in the case of poor inner-city
black and other minority children. The 1Q scores for the majority of such children are
below the national norms. School authorities accept the idea that IQ scores are predictive
of school performance, which is generally true for the majority population, but in the
case of areas where there are large numbers of underprivileged minority children, the
schools are discouraged by the implied prediction of their poor learning ability, and
school personnel lower their expectations, lose their enthusiasm, and lessen their
investment in these children, thus helping to fulfill the prophecy.

4 The IQ no longer retains its meaning of “intelligence quotient,” that is, a ratio between the mental age
(the chronological age at which the average child does as well as the subject does) and
the child’s actual chronological age, where level of performance higher than
chronological age (the precocious child) yielded an IQ over 100 and level of performance
below chronological age yielded an IQ below 100, with the majority of subjects having
IQs between 90 and 110. The 1Q was originally meant to represent the child’s rate of

mental development.
5 My first experience with the Binet as a clinical instrument was with adult psychotic patients at St.

Elizabeth’s Hospital in Washington, D.C., where it proved to be very sensitive to

schizophrenic modes of thinking, particularly in the aforementioned tasks.
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CHAPTER 2
FAMILY DIAGNOSIS AND CLINICAL PROCESS?

Nathan W. Ackerman and Marjorie L. Behrens

Our approach to the concept of family diagnosis evolves from the nature
of the clinical encounter. To diagnose means to distinguish by knowing. In
this special context, the clinician acquires a “knowing” through his
involvement in a series of exploratory family interviews. It is through this
participatory experience of face to face confrontation that the therapist
empathically “feels into” and “sees into” a troubled family. The method
involves continuous observation and interpretation of relevant events. The
encounter stimulates in the therapist a progression of clinical hunches,
deriving from and enriched by his knowledge of psychodynamic and
psychosocial processes and by his past personal and professional experience.
These hunches are continually put to the test of the prevailing interpersonal
realities. Across time, the therapist develops fragments of theory concerning
family diagnosis which must be tested, amended, and verified in an ongoing
process of consensual validation. This, in effect, is our “manner of inquiry”2
into the problem of family diagnosis, a stage by stage development of
diagnostic insight derived from the experience of therapeutic involvement.

What is learned is a function of how we learn it.

Thus, family diagnosis and family therapy are parallel, interdependent
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activities. Insofar as the family is an ever-changing phenomenon, the
diagnosis changes as the family changes. Diagnosis serves as a guide to action.

It provides a strategy for therapeutic intervention.

Within the limits of present-day knowledge, does the task of family
diagnosis make sense? Is it realistic? [s it feasible? Whatever one thinks and
however one does it, whether well or badly, it is a fact of everyday clinical
practice. The issue is not shall we but rather how shall we diagnose. Clinicians
inevitably draw judgment on the families they treat. They describe, compare,
and contrast them; they draw meaningful distinctions among them. In a
tentative way, therapists hypothesize certain correlations between family
transactions and the adaptation of individual members. They cannot help but
do so. The functions of observing, conceptualizing, and interpreting such
correlations are inherent in the therapeutic encounter. The issue is, therefore,
family diagnosis toward what ends, by what means, with what criteria, by

whom, and with what measure of reliability.

In taking this posture on the problem of family diagnosis, we are fully
cognizant of the existing climate of opinion. The disenchantment with the
medical model of psychiatric illness is widespread. The bias against labeling
people and families is sharp. In many quarters, psychiatric classification is
viewed as passe, useless in therapy, or even harmful. Nonetheless, the

challenge is there to be met. The answer to bad diagnosis or the abuse of
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diagnosis is better diagnosis—not to toss out this responsibility altogether.

The turbulence of contemporary behavior theory, the disillusionment
with traditional standards of diagnosis, these are precisely the products of
new knowledge. What is called for now is a fresh start, a new, more effective
paradigm for the responsibility of clinically oriented family diagnosis. Such a
model needs to take into account the ecological perspective, the changing
theory of behavior, of therapeutic process, of mental illness and its causation.
Within this framework we must underscore the contagious and
communicable nature of pathogenic emotion in family group process. We are
impelled, also, to adopt a broader interpretation of psychiatric disorder as a
family phenomenon, a cluster of multiple disturbances among the members
of the family group, interdependent, interacting, and emerging in series
across time. Individual diagnosis, whether child or adult, achieves a fuller

meaning within the matrix of the family as a behavior system.

To sum up the argument thus far, family diagnosis begins with a clinical
hunch, an intuitive, informal fragment of theory; it then moves gradually
toward a more formal, explicit, systematic diagnostic judgment, a shift by
progressive stages from a subjective toward a more objective formulation.

The use of multiple observers facilitates this process.

The Family Group
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In the family-group procedure, we are evaluating a group different from
other groups, a culturally patterned biosocial unit embracing two or more
generations, both sexes, a constellation of persons sharing emotion, identity, a
way of life, and a related quality of struggle and growth. We are judging
persons within the family, the family within the community. We are assessing
a path of movement, what the family is, was, and where it is going. The family
is a living entity, an open system of behavior, characterized by a life cycle
uniquely its own. It grows up; it grows outward. It undergoes periods of slow
change and rapid change. It experiences a sequence of crises. To maintain its
functions, it must weather each crisis in turn. The family moves forward, or
else it loses its vital force (gets “sick”) and “dies”. Following each upset, it
must mobilize its homeodynamic powers to restore equilibrium and yet

preserve its potential for movement and growth.

We evaluate what goes on inside and outside the family, inside and
between the minds of individual members. We examine the structure and
functions of the family, how the family fulfills its multiple responsibilities or
fails to do so, and how this molds the experience, development, and emotional

health of its members.

The family is a unit of living, yet its parts are divided and differentiated.
It has male and female, old and young, big and small, strong and weak, smart

and stupid, appealing and unappealing members. Within its larger
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representations of unity, there are shifting alignments and splits. A conflict of
identity, values, and strivings brings a rift, a split in the family group which
mobilizes one faction against another. These factions do battle with one
another for a position of dominance in determining what the family does for,
with, and against its members; what they do, in turn, for, with, and against the
family. Such splits within the group may be horizontal, vertical or diagonal.
They may be male against female, mother and son against father and
daughter, mother and children against father, the younger against the older
generation. Fragmentation and alienation of family relationships may proceed
to the extreme where finally it becomes each member for himself. Such trends
divide the family, throw its functions off balance, favoring some, disabling and

warping others.

It is the character of a living system that it has a boundary, and across
this boundary there is an incessant exchange from outside in and from inside
out. How we define the family, its boundary, whom we include and whom we
exclude, depends on what we are trying to do. We expand or contract the
“rubber fence” (L. Wynne) of family in accordance with our special interests
and purposes. If we adopt too narrow a focus, we get more precise data but
are in danger of omitting important processes. If we use too broad a focus, we
clutter our understanding with an overabundance of unmanageable data. Of
necessity, our focus is selective; it concentrates on those components of

family experience that are relevant and specific for the emotional destiny of
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the members. Within this framework, diagnosis has a special meaning related
to the clinical goal, a program of intervention that seeks to exert a favorable
influence on the critical balance of forces as between those that predispose to

breakdown and those that enhance health.

The Functions of a Family Therapist

As indicated, diagnosis and therapy depend on the clinician’s use of self
as family therapist. Therapeutic family interviewing is a personal art; yet each
artist is called on to optimize existing knowledge of the dynamics of family
and individual behavior. The role of the family therapist is that of a
participant observer. He engages a family group in a face- to-face interview,
searching for the forces, both open and hidden, that affect the wellbeing of the
family and its members. The encounter is a free-wheeling, open-ended
adventure, limited only by the potentials of the fit between family and
therapist. With a particular family, one clinician may make it; another may
fail. A special kind of human chemistry is involved. It is the idiosyncratic
quality of the match of family and therapist that determines the potentials

both of therapy and of diagnostic understanding.

With the involvement of the therapist, the family group is instantly “re-
peopled.” The therapist becomes part of what he is observing. He is drawn

into the whirlpool of the family struggle. He moves in but must also know
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when and how to move out. He must be continuously aware of the risk of
being sucked into the family system and thus lose his capacity for
autonomous, flexible, and appropriate intervention. Stage by stage, the
therapist evolves the priorities and sequences of his actions. The selection
and timing of his interventions are of the essence. Through his active
participation, the therapist shakes up the existing alignments and splits of the

family.

In face-to-face confrontation, the therapist makes instant observations
of appearance, mood, and behavior of the members and their integration into
family roles. He pays attention to their demeanor, manner of entry, and
seating arrangements. Who joins with whom? Who is against whom? Who
speaks? Who is silent? Who is open, who closed? Who looks cheerful, who

seems sad? Who moves quickly into the fray? Who slides into retreat?

The mood is all important. What part of the group is alive and spirited;
what part is depressed and dying? Which of the members are hopeful,
expectant, or on the other hand, resigned and despairing? What are the
expressions of hurt, fright, and anger? Of confusion, mistrust, and hostility?
Do the members reach out to one another and to the therapist? Are they
receptive? Do they turn coercive? Do they sink into apathy and cease to ask

for anything?
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A first concern of the therapist is to establish rapport, a feeling of trust
and empathy (a touching quality of contact and communication), and to
rekindle the hope of something better. The therapist reaches out to meet the
family members on their own ground, to join them emotionally where they
live. He feels his way toward the idiosyncratic mood and language of the
family, how they talk, what they talk about, what they do not talk about. The
therapist, through his openness and candor, catalyzes the interchange of
conflict-loaded material. When the members engage in a silent pact to evade
such confrontation, the therapist seeks ways to penetrate their complicitous
denials. He draws judgments as to how far these family secrets are valid, or
false, how far they are on the side of health, or on the side of sickness. To
whatever extent they are judged to be pathogenic pseudo-secrets, the
therapist supports the family in exposing and sharing the hidden content. In a
white family with three daughters and one son, it was necessary to crack
open the pseudo-secret: One daughter lives with a black man, and the only
son is homosexual. Every member knows yet pretends not to know, a

conspiracy of silence.

The therapist zeroes in on the most destructive levels of conflict, on
those relationships that generate the most intense anxiety. To stir movement,
he engages in a tactic characterized by “tickling” the defenses. He catches the
family by surprise, pointedly confronting them with contradictions between

their self-justifying rationalizations and the truer emotions. He exposes the
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discrepancies between verbal utterances and what is felt below the level of
words in facial expression, gesture, and bodily posture. He challenges empty
verbalisms, clichés, and pat formulae for the problems of living. Maximizing
the stream of empathic emotional interchange, he invites increasingly candid
disclosures. Stage by stage, he reaches out for a deeper, more meaningful

emotional interchange.

He assays the main patterns of conflict and coping, the patterns of
complementarity, the interplay of family defense and individual defense. He
traces the sources of anxiety that freeze the reaching out of members, the

asking for closeness one with the other and with the therapist.

He cuts through the vicious cycle of blame and punishment, which is
nothing less than an unconscious collusion to prevent change. When one part
of the family armors itself to assault and scapegoat another, the therapist
intervenes to neutralize and soften the assault. By counteracting scapegoating
as a pathogenic defense, he retransposes the conflict to its place of origin
within the group. By identifying a cluster of interrelated roles—persecutor,
victim, and peacemaker or healer—he is enabled to support and strengthen

the forces of healing within the family.

The emotions and images evoked in the therapist by the crisscross

currents of feeling moving among the family members and toward himself

www.freepsychotherapybooks.org 136



serve, in effect, as a diagnostic yardstick for what is being experienced below
the surface. Sequence by sequence, and in a selective way, the therapist puts
his clinical hunches and insights to the test. The face-to- face interview
provides a continuous opportunity for consensual validation of hypotheses.
What one member conceals, another reveals. What one expresses in a twisted,
prejudicial way is counterbalanced by another. The social structuring of the
interview promotes a sustained process of working through of partly shared,
partly clashing, images and emotions. The therapist acts as a balance wheel,

checking experience against the prevailing interpersonal realities.

The core of the exploratory process involves colliding images, the
family’s image of itself, the conflicting images of the warring factions, the
community’s image, and the therapist’s own image of the family. Throughout
the entire process, the therapist is engaged in a subtly shifting encounter,
joining or jousting with one or another family factions. What is involved is a
kaleidoscope of forces epitomizing a shifting balance of continuity within
change, change within continuity. The quest for relevant insights moves from
the family as a whole, to the warring subgroups, to the cluster of interlocking
disturbances, and finally, to the pathogenic effect on the labeled patient. In so
doing, the therapist assays the relative severity of disturbance and the
family’s capacity for change and growth. Step by step, he optimizes the

opportunity for teasing out the essential character of the family.
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This is our picture of an exploratory family interview; the how of the
encounter determines the what; the information we gather depends on how

we get it.

A Clinical IIIustration3

This family consists of the two parents in their thirties and five children.
The mother is Italian Catholic; the father is half-Jewish. This is a working-
class family. The first issue is survival. The mother is depressed and shabby
looking. She has made repeated attempts at suicide. Her face is marred with
acne; she has a facial tic. The father is a good-looking man; neat and trim,

fearful and yet overbearing.

This couple has been separated for a month, but is again joined. The
father has terminated an affair with another woman, whom the mother

contemptuously calls “the pig.”

During the interview, the mother seats herself next to the therapist. The
father leans away; he “plays it cool”. The presenting mood is one of explosive
rage between husband and wife, barely controlled. The eldest son, twelve
years, has a masked, frightened look; the eldest daughter, ten years, seems

depressed. The younger children are restless and noisy.

The therapist comments on the mood and facial expression of the older
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children. He asks the son how he feels about having his two parents together
again. The boy likes it, but feels helpless as to how to keep them together. The
father is distracted by the noise making of the younger children. He tosses
them a menacing look, as if he would kill them. The therapist gives explicit
recognition to the father’s mean look. The father admits he hits them if they

do not behave. They must keep their place.

The therapist points out that the father has been unable to keep the
mother in her place. He now confronts the father and mother with their
spatial separation in the interviewing room. The wife agrees she does not
want to be close to her husband; she feels safer that way. At this point, the
therapist removes himself from his chair between husband and wife and
challenges the parents to talk with one another. They choose to argue about
the children. The mother wants the children present at the interview; the
father wants them out. The children are frightened and stay out of the
parental war. The mother uses the children as allies against the father. He, in

turn, scapegoats them. The therapist now excuses the children.

Once the mother and father are alone with the therapist, the mother
speaks up in a pained, martyred manner. The husband always treats her as a
“kook,” the sick one. He is severely critical of her. She feels deprived and fed
up. She screams that he cares more about that other woman than he does

about her. The husband denies this. The wife angrily asserts that she has tried
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to be a good wife and mother but never got any approval. The therapist asks
the husband what he wants from his wife. His answer: She must take care of
the children, the home, and feed and sleep with him. He accuses her of being
sloppy, disorganized, and neglecting the children. He blames this on his wife’s
family. Her mother was a drinker and lived a promiscuous life, like a whore.
“It made me sick,” says the wife. She sobs agitatedly about her mother’s abuse

of her and her husband’s infidelity.

She tells of a telephone call from her father alleging that her husband
had made a sexual advance to her sister. He denies this and rebuts with a
countercharge that the wife’s father had made a sexual advance to her. This
she affirms; she bows her head, crying now in a softer way. She discusses her
suicide attempts but agrees with the therapist that despite her anguish, she

very much wants to live.

This leads to an exploration of their sexual life. At first, the wife brags;
no matter what, she can keep her husband happy in bed. She then contradicts
herself; she does not even feel loved in bed. In fact, she is nowhere satisfied.
She reverts to screaming at her husband that as a man he never makes it; he’s
gutless. Alone with him, she would not dare expose him because he would
beat her. In the meantime, he screws around with “this other woman.” In a
flash of fury, “Yes, you can feel powerful on the outside, but at home with me,

you'’re nothing!
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The only time she is happy is when her belly is filled with a baby. At her
husband’s insistence, she had her tubes tied. She reacted with a sense of loss
and depression. Her husband wanted her to have an operation because he felt

her vagina was too big. She, in turn, felt his penis was too small.

Diagnostic Comment

This is a family with recurrent crises. The marriage relationship is
immature and unstable. Each partner is still tied to family of origin. Each
parentifies the other. The prime need is for security and service. The pattern
is one of mutual dependency in which neither partner satisfies the other. Of
the two partners, the husband is stronger and more adequate. The wife
suffers a cyclic mood disturbance. She is infantile, demanding, insatiable,
rebellious, and vindictive. When depressed and agitated, she insults and
emasculates her husband, and sabotages her domestic functions. Incest guilt
makes her feel low, dirty, and unworthy. The husband responds by turning
dictatorial and violent. Having failed in his original role of savior for his wife,
he overreacts with an exaggerated assertion of male supremacy that barely
cloaks his underlying panic regarding a total loss of power. The mother allies
with the children against the father, who turns tyrant and scapegoats the

children. In crisis, all family functions collapse.

A Conceptual Framework for Family Diagnosis
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The work of building a theory of the psychosocial dynamics of the family
and a corresponding concept of family diagnosis is barely begun. At this
moment, we are betwixt and between; we are in a kind of no man’s land,
striving to discover an appropriate conceptual framework. At best, we have
evolved a set of partial hypotheses, relatively unintegrated, a far cry still from
a unified theory. The biopsychoanalytic model of family and individual
personality is inadequate and biased, as is the medical model of mental
illness. The science of psychodynamics and psychopathology shows progress
but has its own built-in limitations. Signs of diminishing returns begin to
appear in the framework of individual psychology. Now come two further
developments, the psychosocial model and the systems theory model. Both

are in the formative stages.

The psychosocial model, therapeutically oriented, places a main
emphasis on the internal dynamics of the family while leaving room for
conceptualization of events at the interface of family and community.
Recognizing that the external environment cannot be viewed as a constant,
the psychosocial approach must nonetheless specialize on the inner life of the

family. It seeks the psychotherapeutic contribution to a theory of the family.

Systems theory is an ecologically oriented model; as such, it holds a rich
potential for illuminating the issues of conceptualization. Yet, in the opinion

of its founder, von Bertalanffy, it is neither exhaustive nor final. At present,

www.freepsychotherapybooks.org 142



the effort to implement systems theory reveals certain limitations and risks.
The abstract quality of systems theory opens a large gap between the theory
model and a concrete case. Discrepancies emerge between the model and
reality. There is often a lack of fit between theory and empirical events.
Systems theory lacks a methodology. As von Bertalanffy puts it: “New
horizons have been opened up but the relations to empirical facts remain

tenuous.”

Systems theory aspires to universality. But, the more a theory
approximates a mathematical model, the less easy it is to apply to a human
situation. To quote Einstein: “Insofar as the laws of mathematics refer to
reality, they are not certain; insofar as they are certain, they do not refer to
reality.” Therapeutic experience suggests that an upper-range theory must be
reduced to a lower order of generalization before we can make practical use
of it in analysis of a clinical problem. A middle- range theory provides a closer
connection with the time- and space-bound vicissitudes of the human

struggle with conflict.

Criteria for Family Diagnosis

Family diagnosis here signifies a means of identifying the psychosocial
configuration of the family entity, a basis of classification and differential

diagnosis of family types according to potentials of health and growth, and
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finally, a method of correlating the dynamics of family and individual

behavior.

For twenty-five years we have worked and reworked the criteria for
family diagnosis in order to make them more simple, practical, and authentic,
and at the same time render a live image of the character of the family. For

the examination of family, we propose the following criteria.

The Most Destructive Foci of Conflict

The most destructive foci of conflict are the contagion of anxiety; the
alignments and splits within the group and related coping patterns; and the

interplay of family and individual coping.

The first step in diagnosis is to mark out the most destructive levels of
conflict, the contagious flow of anxiety, and the family relationships within
which conflict and anxiety are trapped. The coping patterns are reflected in
the organization of alignments and splits and in the interaction of these
competing factions. One part of the family clashes with another about what
the family is and ought to be, how the family serves or fails to serve the needs
of its members, and what the members do, ought to do, or fail to do with the
family. Family conflict revolves around issues of security, need satisfaction,

love expectation, struggle for control or support of a needed self-image.

www.freepsychotherapybooks.org 144



Family coping has as its purpose the protection of the integrity,
continuity, and growth of the family. The levels of coping may be identified as

follows:

1. A shared search for specific and suitable solutions to conflict,

leading to a changed configuration of family relationships.

2. A strengthening of family unity, integrity, and functional
competence through an enhancement of the bonds of love
and loyalty, and with this a consolidation of sound family
values.

3. “Re-peopling” of the family, that is, removing a person from or
adding a person to the functioning family unit.

4. Mobilization of external support for family integrity through social

service, psychotherapy, religious guidance, and so on.

5. A spiritual rebirth, an enhancement of family closeness and health,
after recovery from a family crisis such as the death of a
family member.

6. Reintegration of family role relationships through: (a) tightening of
the family organization, rigidification of authority, sharper
division of labor, constriction and compartmentalization of
roles; (b) a loosening of the family organization, dilution of
the family bond, distancing, alienation, role segregation,
thinning of the boundary between family and community,
and displacement of family functions from inside to outside;

and (c) reorganization of the complementarity of the family
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roles by a reversal of sex-linked parental roles and/or

reversal of parent- child roles.

7. Reduction of conflict and danger through avoidance, denial, and

isolation.

8. Reduction of conflict and danger through compromise,
compensation, and escape, that is, sexual escapades,
delinquency, alcohol, drugs, and the like.

9. Realignment of family relationships through splitting of the group,
scapegoating, and compensatory healing.

The Typical Family Role Relationships and Patterns of Complementarity

As the second step, we identify the typical family role relationships and
complementary patterns. In the reciprocal adaptations of husband-wife,
father-mother, parent-child, parent- grandparent, we examine the question of
complementarity in terms of five items: (1) self-esteem; (2) need satisfaction;
(3) a shared search for solutions to conflict; (4) buttressing of needed
defenses against anxiety; and (5) support of growth and creative

development.

At what specific levels is complementarity preserved; at what other
levels is it sacrificed? We draw a further judgment: In the emotional

involvement of triangular relationships, such as mother-father-child, do the
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needs and anxieties of a family pair impose an emotional sacrifice on the third
member, or do the needs and anxieties of one member of the threesome

invade and impair the emotional complementarity of the other two?

We classify role complementarity in three broad categories: (1) lacking;
(2) partial; and (3) complete. A lack of complementarity exists when there is a
critical reduction at all levels. Complementarity is partial when it exists on
some levels and is absent on others. For example, a satisfactory quality of
complementarity may prevail in terms of need satisfaction and support of
defenses against anxiety, but it may be lacking at other levels—in the support
of self-esteem, in the quest for solutions to conflict, in nourishment of growth
and development. Partial complementarity may contribute to the control of
anxiety by offsetting possible breakdown in one of the partners, while
limiting growth of the relationship and of each partner as an individual. We
characterize this as a form of negative complementarity. Complementarity is
high or relatively complete where there is reciprocal emotional satisfaction

on all five items.

The diagnosis of the marital partnership is a part of family diagnosis. To
be considered are the capacity for love, mutual adaptation, adaptation to

external change, and adaptation for growth.

We are concerned with evaluating the role complementarity of the
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marital partnership, the levels of conflict, benign and destructive, and the
patterns of coping. Worthy of emphasis here are two special features: (1) the
use of the marital partnership to compensate anxiety and support one or both
partners against the threat of breakdown; the use of external relationships to
mitigate marital failure and provide compensatory gratification, and (2) the
quality of integration of each partner into the marital role and the fit of

marital and parental roles.

The performance of the parental pair can be similarly judged by:

1. The complementarity of parental roles, the mutuality of adaptation,

adaptation to external change and adaptation for growth.
2. The levels of conflict, benign or destructive.
3. The integration of each partner into the parental role.

4. The effects of parental behavior on the child and the effects of the
child’s behavior on the parents.

Fulfillment, Harmonization, and Balancing of Family Functions

We may assess the family’s capacity to fulfill, harmonize and balance its
multiple functions according to the following items: (1) survival and security;
(2) affection; (3) the balance between dependency and autonomous

development; (4) social and sexual training; and (5) growth and creative

www.freepsychotherapybooks.org 148



development.

What priorities are assigned to these functions? How are they
integrated and balanced? Which are selectively safeguarded? Which others
are neglected or distorted? Which are sacrificed so as to protect which

others?

Identity, Stability, Value Striving, and Growth

We come now to the question of family identity. Family identity is what
the family stands for. It pertains to a dominant identity, a representation of
shared goals, values, and strivings. Family identity is never fixed; it represents
a fluid, continuously evolving image of the family as a living, growing entity. It
is crystallized out of an ongoing clash of multiple competing and cooperating
partial identity representations. It is molded by the manner in which each
subgroup, whether a family pair, triad, or an individual member, strives to
reconcile personal identity and values with shifting representations of family
identity across time. This highlights the value struggle within the family and
between the family and community. Family identity answers the question:
Who are we as a family at a given time and place and in a defined life

situation?

Family identity and stability must be considered together. Stability

epitomizes the family’s capacity to protect the continuity and integrity of the
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family’s identity under the pressure of changing life conditions. It assures the
intactness of family adaptation in the face of new experience. This is the
conservative phase of stability. The other aspect must provide for the capacity
to adapt flexibly to new experience, to learn and achieve further development.
It represents the potentials of change and growth. Effective adaptation or
homeo-dynamic equilibrium requires a favorable balance between the
protection of sameness and continuity and the need to accommodate to
change. It requires the preservation of the old coupled with receptivity to the

new, a mixture of conservatism and readiness to live dangerously.

Evaluation of the Family’s Capacity for Change and Growth: Discrepancy between
Actual Performance of Family and a Theoretical Model of a Healthy Family

In determining the performance of a family one can assess:
1. Fulfillment of strivings and values.
2. The stability, maturity, and realism of the family.
3. The presence or absence of regressive and disintegrative trends.

4. The quality and degree of successful adaptation.

Our concern here is to evaluate how far the family gets stuck at different
points in the growth curve, how far the family falls short of what it might be in

the family’s view of itself, in the community’s view of family, and finally, in
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terms of a professional standard of a healthy family unit. We try then to
conceptualize the relations of family performance to the alignments and splits
within the group and the effect on the emotional development and health of
individual members. In this way we strive for a clearer picture of the balance
of forces within the family, those that predispose to breakdown and illness

and those that protect health and growth.

Guide for Family Diagnosis

For the gathering and organization of comparable data on a range of
family types, we offer a guide for family diagnosis, which should be

implemented in a flexible and appropriate manner for each family.

1. Identifying data

a. Age and sex of family members and of other persons, in or

outside the home, who are significant participants
b. Living arrangements
c. Number of years married
d. Occupations and incomes
e. Education

f. Religious, ethnic, and cultural factors
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g. Special features: previous marriages, separations, pregnancies,

illnesses, deaths, and so on
2. The problem: presenting complaints

a. Disturbance of “labeled” member; disturbances of other
members

b. Family conflicts; stress factors; crisis in relationships;
impairment of family functions

c. Family attitudes toward problem and toward intervention

d. Previous intervention

3. Conflict and coping

a. Conflicts: explicit, implicit, benign, destructive

b. Mechanisms of control and coping

c. Interplay of family and individual defense and coping

4. Internal organization

a. Typical family role relationships (husband-wife, parent-child,
and so on)

b. Alignments and splits

c. Complementarity: lacking, partial, complete, or “negative

www.freepsychotherapybooks.org 152



complementarity”

d. Adaptation of individual members
5. Family functions: integration, harmonization, balance
6. External adaptation

a. Kin network

b. School, work

c. Social network

d. Religious, ethnic, cultural factors
7. Historical development of family group
8. Identity and stability: standards, values, and strivings

9. Family’s capacity for change and growth: discrepancy between actual
performance of family and a theoretical model of a healthy
family

Case lllustration of the Guide for Family Diagnosisﬂ
Identifying Data

A white, Jewish, conservative family consisting of Mr. O, forty-two; Mrs.
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0, forty-one; Helen, eighteen; Judy, sixteen. Mr. O works as a printing
salesman, earning $17,000 yearly. Judy is in junior high school. Helen quit
college after one semester and is now working as a secretary. Mrs. O held a

job as stenographer for four years; she quit when trouble with Helen began.

Referral

Family referred by psychiatrist; Helen was the “labeled” patient.

Problem

When Helen was sixteen, the family received an anonymous letter
saying she was dating a black boy. She became pregnant, and the parents
helped to arrange an abortion. This fall Helen became pregnant again, this
time by a white boy she met in a bar. She wanted to get married. He did not.
When she contacted the black boy, he proposed marriage and she accepted.
Later, she restored contact with her parents, left her husband, and with the

parents’ help had a second abortion and divorced her husband.

Family as a Group

This family is laden with contradictions. Helen enters, looking every
inch the streetwalker. Her own description of herself, “I'm no plain Jane,” is

the understatement of the year. She is pretty, blond, overweight, heavily
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made up, wearing false eyelashes, a bright orange dress, and dangling jewelry.
In contrast, her father sits next to her looking like Herbert Marshall, gentle,
controlled, conservative. He is the kindly philosopher trying to light the road

of life of the family with a Norman Vincent Peale approach.

Judy and her mother resemble each other; they are not so attractive nor
so flamboyant as Helen. There is something just slightly blowsy in their dress
and grooming. The mother is overweight, has tinted red hair, and is wearing a
red suit and black blouse. Judy just misses the poor taste of her mother,

mainly through dint of her youthful figure and teenage garb.

The father, in his characteristically controlled manner, relates the above
harrowing experiences; he finishes by stating that things are better now, that
he has faith in Helen’s courage and strength of character, that he knows she is
going to come through “true- blue.” He concedes there has always been
difficulty between Helen and her mother, but they are both wonderful people.
He knows they will work things out between them, and everyone is going to
be happy. During all this, the mother is crying, Helen looks depressed, and
Judy sits nervously twisting her hair and cracking her knuckles, the picture of

guilt.

During one session, while the father was saying how well things were

going, the mother was literally choking in the corner. She could not get her
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breath, blaming it on asthma, though she had never had asthma before.

Helen'’s appearance sharply contradicts her manner. If one were to hear
her without seeing her one would visualize a shy, withdrawn, frail, colorless
girl. She speaks barely above a whisper with a slight speech impediment. It
took a long time before she was able to say anything besides “I guess so.”
Once she found her voice, however, her statements were terse, and pregnant
with hostility and bitterness. “Why try to express myself, Mother always has

» o«

the last word.” “She wins every battle. If I talk back to her, I take away her role

as mother. She’d feel unwanted.”

She summed up her relationship with the black boy in one sentence. “I
could never be myself at home. With Joe I was myself.” She gave Joe the same
kind of treatment he gave her. She was bossy, domineering, and always had

the last word.

Though the family describes the mother as being loud and domineering
at home, unable to tolerate anyone’s opinion but her own, in the interviews
she is submissive, silent, appears frightened, constantly cries and timidly
defends herself against Helen’s accusations. She emerges as a fragile monster
who through the years has dominated the family with a combination of

sergeant commands and unnerving tears.

The two sisters themselves are an interesting study in contrasts. Helen,
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the beauty, the sexpot, has always had difficulty dating. Her greatest fear is
that she will be an old maid. Judy, the plainer one, is the belle of the ball. She
has a steady boyfriend and is barraged with phone calls. Despite Judy’s
popularity, she is jealous of Helen’s beauty. Helen is jealous of Judy’s outgoing
personality and her relationship with her parents. Judy is aware she is
favored by both parents and that she constantly overshadows Helen because
of her natural vivacity. She feels responsible for Helen’s unhappiness. Despite
her guilt over hogging the spotlight, however, she also enjoys it and is most
reluctant to share it. When Helen began expressing herself in the interviews,
Judy suddenly became uncomfortable, accusing Helen of sounding like a
“queen” and “high-flown.” Though Judy constantly talks back to her mother
she finds it intolerable when Helen does. She feels she has to protect her

mother from Helen’s intense hostility.

Recently Judy was distressed, as Helen had become despondent over
having no dates and threatened to commit suicide. Judy felt it was due to her

popularity.

Family Mood

The underlying mood of this family is one of apprehension and guilt.
They are suffering from shell shock from the many bombs Helen has exploded

during the past two years. They live in constant fear of another explosion.
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They are currently engaged in trying to patch up the blanket of pretense and
denial under which they have lived and go on as though nothing had
happened. Sex, death, hostility, jealousy are taboo subjects in this family.
There has always been an aura of mystery surrounding sex in the home. The
parents never close their bedroom door, and the girls wonder when they have
intercourse. When Helen, as a child, asked her mother about babies, Mrs. O
was embarrassed to talk about it as grandmother was there. She said she

would tell her later. Helen never asked again.

Helen feels she must cover up her depressed moods on a weekend to
keep the family from becoming upset. She pretends to be in good spirits; the
parents pretend to believe her, though they never go out for fear of leaving
her alone. They deny suicide has ever entered their minds regarding Helen or
anyone else. Yet Judy remembers her mother threatening to drive the car off
the bridge and kill both herself and Judy when she received the anonymous

letter about Helen. The mother has no recollection of this incident.

This denial has a demolishing effect on Helen. Her experiences over the
past two years are being ignored and wiped out by the family. She herself
feels wiped out. “Mother pretends [ was never married to Joe. I'll never forget
it as long as I live. So [ don’t know how to relate to people from here on. |

don’t know what she expects of me.”
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Internal Organization

Marital Relationship

The parents have formed a united front in covering up any
dissatisfaction they may feel in the marriage. They have insisted that they
have “average sexual relationships” and “seldom quarrel.” The father is
extremely protective of the mother, frequently jumping to her defense.
However, his description of her as a “good woman, well-meaning, hard-
working, and conscientious” is a damning one. His hostility has emerged little
by little as the interviews progressed until he recently blurted out “Yes I
always obeyed her. Who'd want to tangle with her? She is a very tough
customer.” Through the years, whenever he showed the slightest resistance
to her plans, she burst into tears, and he was forced to back down. He takes
his revenge by “turning her off.” He does not mind her loud voice as he simply
does not hear it. Mrs. O denied she had any awareness of his “shutting her
out.” Yet Judy recalled her mother as having said only yesterday, “He never
hears a thing I say. It’s like talking to a wall.” Mr. O also retaliates by teasing,
saying to the girls, “watch your mother bite at this one.” She always bites and

ends up agitated and crying.

Their only open conflict has been over the disciplining of the girls. Mr. O
has felt the girls should have stricter rules and regulations. However, he

wanted the mother to enforce them. He has been squeamish in dealing with
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the girls. He admits he does not understand women and he likes to “avoid

scenes.”

The parents met at a dance in an old ladies’ home when Mrs. O was
sixteen and Mr. O eighteen. Then followed what appeared to be a conservative
courtship. They dated for two years. Mr. O broke off the relationship when his
father lost the store and he had to help support the family. Two years later he

resumed the courtship. They dated for another two years before marrying.

Parent-Child Relationship

Both parents have always had a communication problem with Helen.
She was a quiet child, and they never knew what she was thinking or feeling.
Mrs. O has been able to cope with Judy because she fights back openly, and
they can clear the air. Helen never opposes her mother openly. When Mrs. O

criticizes her for eating too much ice cream, she just quietly has another dish.

Despite the father’s distance from the girls there is a measure of
warmth, affection, and humor expressed between them in the interviews. He
seems to be more free and easy with Judy than with Helen. Helen finally
turned to him in desperation about a year ago. She confided her hatred of her
mother in what seemed to be a plea for his interference with the mother’s
intrusiveness. He made one feeble effort. He sided with Helen against the

mother’s waiting at the door every morning to give her the critical once over.
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Both girls feel he should have actively intervened to give them more
protection from the mother’s family. Helen's fear of being an old maid seems
to be related to her fear of being unable to break her symbiotic tie with the
mother. Her fantasy is that she will be going to work, coming home to her
parents every night, just as she is now, when she is fifty. Actually, she is more
concerned with her own rejection of boys than she is with their rejection of
her. She doubts her ability to love anyone for very long. She quickly grew
tired of Jerry, her first steady boyfriend at fifteen, and lost interest in Joe after
she married him. She felt her mother did not approve of Jerry, though the
mother denies this. Helen feels helplessly dominated and overwhelmed by
her mother who constantly nags and criticizes her. The father summed up

their relationship succinctly when he stated “they devastate each other.”

Families of Origin

This family is a carbon copy of the mother’s original family even to the
number, sex, and spacing of the children—two girls three years apart. Mrs.
O’s older sister was the bane of her family as Helen is the bane of this one.
Though the older sister was never involved in delinquent behavior such as
Helen’s, Mrs. O describes her as “a slouch, irresponsible, and fat.” It is this
irresponsible quality she identifies with Helen. When it came time for work,
her sister always disappeared just as Helen does. Mrs. O would always do her

sister’s work to keep her mother from being agitated. “My older sister ate my
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mother up inside”—precisely what Mrs. O feels Helen is doing to her. Mrs. O
considered it her responsibility to save her mother from her older sister, the
role in which Judy is cast in the present family. Mrs. O’s relationship with her
mother was the same as Judy’s is with her. They were able to fight openly and

clear the air.

Mrs. O continues in an extremely close and dependent relationship with
her original family, whom Judy, Helen, and Mr. O dislike intensely and
describe as being “terribly loud and overbearing.” They have secretly
resented the weekly visits they have been subjected to over the years but
until now have not expressed this resentment for fear of “devastating Mrs. 0.”
Mrs. O would not dare interrupt them for fear of “devastating mother.” She is

deathly afraid of her mother’s “hysterics.”

Helen in particular has felt overwhelmed and depressed by the enforced
visits. According to her, the grandparents speak of nothing but scholastic
achievement and rave about her eighteen-year-old male cousin who is going
to Yale. When Helen and this cousin were leaving for college last year, their
grandparents gave them a sending off party. But only the cousin’s name was
on the cake. No one in Helen’s family took issue with the grandmother,

although they were all aware of the glaring omission.

The maternal grandmother is much closer to the older sister’s children
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(two boys and a girl) than to Helen and Judy. Mrs. O pretends this does not
bother her; it does. Her sister’s family lived with the grandparents for five

years after the sister’s husband died.

None of the relatives was informed of Helen’s relationship with Joe or
the two abortions. The parents were forced into revealing her marriage only
after she disappeared. The maternal grandparents were enraged that they

were not informed earlier, feeling they could have prevented the whole thing.

The father is the middle child in a family of three boys. His father was a
salesman who owned a clothing store at one time, which he lost during the
depression. Mr. O quit school to work to support the family. Very little of
significance can be gleaned about his family relationships because of his
positive thinking approach to life. He insists he had a happy childhood and a
good relationship with both parents and siblings. At present he has a warm,
affectionate but not overly involved relationship with his parents. The family

sees them about once a month. Helen and Judy are fond of them.

External Organization

Social Functioning, Values, and Strivings

The values of this family are conventional, constricted, and tightly

bound up with the older generation. The father has inherited the salesman’s
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approach to life from his own father. The mother is still trying to fulfill the
standards and expectations of her parents through the performance of her
children. Helen wanted to get a secretarial job after high school, but allowed
her mother to maneuver her into college. She stayed one semester, hated the
experience and failed every subject. She is currently performing well at a

secretarial job.

Family Diagnosis

This family illustrates in graphic terms the transmission of pathology
from one generation to another. The family is isolated, feeds on itself, and
reinforces a regressive, destructive, symbiotic pattern. Mrs. O duplicates in
her own family the mother-daughter-sister triangle she experienced in her
original family. Mrs. O unconsciously identified Helen with her older sister,
molding her through her anticipatory attitudes into her sister’s image. Helen’s
statement, “I could never be myself at home,” indicates the influence of the
sister’s ghost. She proved to her mother just how much of a “slouch” she could
be since this was what was expected of her. This is indicated in Helen’s retort
regarding Joe. “Since you disapproved of Jerry I thought I'd bring you
someone who was really good enough for me.” Her pregnancies were a
desperate attempt to establish her identity as a person and free herself from
the symbiotic tie with her mother. One cannot underestimate their shock

value either. They served as a temporary means of smashing her parents’
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denial. From the feeling in the interviews, Helen’s unspoken bitter
communication seems to be “Stop pretending; sex exists; it’s here in my belly.
Hostility exists; I hate you. Jealousy exists; you prefer my sister. Death exists; I

feel suicidal. I exist; I'm not your sister.”

The part the father has played in Helen’s acting out is not clear except
by virtue of his absence as a person who might have intervened to dilute the
relationship between Helen and her mother. Being afraid and bewildered by
these strange creatures, women, he withdrew from the fray, giving Helen little

support.

Although Judy seems to be functioning well socially and scholastically,
she shows signs of nervousness and anxiety. Her job as mediator between

Helen and her mother is proving too big a burden for her.

Conclusions

In this essay we have outlined a perspective on the relations of the
concept of family diagnosis to clinical process. In our view, family diagnosis
and family therapy are twin processes, each dependent on the other. We have
described here our version of a clinician’s encounter with a troubled family.
The functions of observing, conceptualizing, and interpreting relevant
emotional events are inherent in the nature of this encounter. The testing of

clinical hunches, step by step, against the existing interpersonal realities leads
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to hypotheses concerning the relations of family transaction and individual
adaptation. We have presented here a conceptual framework for family
diagnosis, a guide that enables us to compare and contrast family types, and

have illustrated these themes with clinical examples.
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1 Ireceived this chapter from Nathan Ackerman a few weeks before his untimely death. Its vivid style

and content help us realize the magnitude of our loss.—G.C.

Grateful acknowledgment is offered to Dr. Walter Sencer and Judith Lieb for thoughtful criticism of this
chapter.

2 What is called truth constantly changes. Since no fact is immune to new information, what remains

much longer is a viewpoint of “manner of inquiry.”
3 For other examples see Treating the Troubled Family.

4 This summary of family diagnosis was written by Peggy Papp, staff member of The Family Institute.
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CHAPTER 3
DISORDERS OF EARLY CHILDHOOD

Peter B. Neubauer

Problems in the Establishment of Diagnosis

Child psychiatry is a comparatively new discipline. It is still struggling
against the effort to apply to children the experiences and diagnostic
categories that have been established for adult patients. At the same time,
over the last decades, and in this field more than in any other in psychiatry,
extraordinary progress has been made: A large number of discoveries have
made child psychiatry a discipline in which research, and the development of
new clinical techniques, have been increasingly gaining in significance.
Moreover, the now general recognition of the existence of early childhood
pathology, along with the difficulties encountered in the establishment of
corrective measures later in life, have made services for the very young child

a national priority.

During World War II, when large sections of the population were being
drawn into military service, the nation became alerted to the great numbers
of people who, for various health reasons, were unable to fulfill the
requirements for induction; many were simply incapable of standing the

stresses of army life and combat. This discovery contributed to a marked
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increase in mental health services. Similarly, the emerging national
awareness of the fact that large portions of the population live at less than
minimal standards has also brought with it recognition of the great numbers
of children who are living under conditions of deprivation, with consequent
serious impact on their development. Legislation was introduced to cope with
this problem, and for the first time programs were devised for services to

children during the first years of life.

This thrust toward social action on behalf of sections of the population
that had hitherto not been reached by traditional mental health services
challenged the child psychiatrists and members of allied professions to
extend their knowledge in many new directions. New disorders were
described stemming from a confluence of economic, nutritional, maturational,
and environmental dysfunction; new techniques of treatment had to be
devised; and new forms of delivery of services became essential. This has
made it even more important for a sound clinical base to be established,
resting of necessity on the appropriate diagnostic assessment of young

children.

The younger the child, the more often do we find that our existing
diagnostic categories are not appropriate for the complex clinical picture. The
more differentiated the mental and psychic apparatus, the greater the degree

of independence that it has achieved from maturational and environmental
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influences, the more precisely are we able to define psychic and mental
dysfunction. Conversely, any nutritional imbalance, or any biological disorder
in early life, has an immediate impact on psychic and mental development.
Similarly, environmental influences on the child’s emotional life will show
direct effects in physiological functioning as well as having an impact on

further development.

Thus, it is not surprising that the history of the establishment of early
disorders reveals that some investigators, depending on their preferences,
will stress either the neurophysiological or the biological components as the
primary source of the disorder, whereas others will be far more impressed by
the influence on the child of the specific environment, ascribing to it
pathogenic powers as a way of explaining the most serious emotional
disorders. Most clinicians and researchers have accepted the proposition that
innate constitutional forces are in continuous interplay with the environment,
and that very often the outcome is decided by both factors. But, as the search
goes on for the primary etiological factor, a clearer distinction between
causation and outcome has been found to be needed. That is to say, the
prognosis in itself cannot make a sufficient explanatory contribution to the

etiology.

The Developmental Factor
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Infant observation, profile assessments, and research in early
development have given us increasing information about ego formation and
its relationship to drive expressions and to the variety of maturational factors
that are operative and enter in sequence into the process of psychic
organization. The role played by ego equipment and by the emerging ego
function is capable of being seen from the beginning in its interplay with the

object.

Early interest focused on the evolution of the infantile neurosis—the
drama and fate of the particular oedipal conflict, as well as the crystallizations
resulting from the subsequent emergence of the superego. Interest also
became directed toward preoedipal contributions, derived from earlier
fixation points, and the effects these had on shaping the infantile neurosis, as
well as character formation. These questions were explored mainly in terms
of the conflict between instinctual drives and ego and superego forces, along
with the resolutions arrived at in relation to that conflict. At the same time, S.
Freud was always interested in constitutional contributions, those that were
derived both from the varying strengths of inborn drives and from the innate
endowment and proclivities of the ego, insofar as these might influence the
course of later conflicts and also their resolution. Hartmann’s concept of
autonomous ego factors that exerted their own independent impact on
developmental processes added to this a further dimension, in terms of the

intertwining of these ego factors with the structures that were formed out of
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conflict.

During recent years, interest has increasingly turned toward the
intricate details of the preoedipal organization of development, and in
particular toward the processes of early ego formation. Two major
contributions have been Erikson’s mapping out of the epigenetic sequence of
phase development and of developing ego modalities and Margaret Mahler’s
delineation of the processes of self-object differentiation through the

vicissitudes of separation-individuation.

There has also been an efflorescence of infant studies, investigating the
processes of the earliest evolution of psychic life, and particularly of incipient
ego formation. Such studies too have focused on the effects of the infant’s
innate equipment (for example, activity type, tension-discharge patterns, or
the particular infant's specific kind of perceptual sensitivity and
discrimination) on the early evolution of ego organization. They have pointed
to the highly complex way in which innate and maturing equipmental factors
will relate to one another, as well as to the differing experiences offered by
the environment. We are referring, of course, especially to the work in this
field done by Kris, Escalona, Wolff, and Spitz. Crucial to this area of study is
the monumental work done by Piaget in investigating the sequences of

learning and of cognitive development, starting from earliest infancy.
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The developmental point of view, that is, the observation of the
processes of unfolding and of the interrelationship between maturation and
the repeated interchange with, hopefully, a relatively consistent environment,
permits us to see how the primitive regulatory mechanisms are increasingly

differentiated, ordered, and systematized.

As we have attempted to identify more clearly the apparent sequence of
stages—the organization and reorganization of libidinal phases and the
concomitant maturational and ego components—we have come to enlarge
our view of the role of conflict in development. We are now able to observe
the many individual variations, reflecting innate predispositions, and with
them the quantitative and qualitative imbalances of the drives as well as of
ego equipment and ego functions. While still taking note of the object’s
influence, we also recognize the infant’s own selectivity as to what he will
react to and how, by which he is in effect codetermining what is to become his
significant environment. Early perceptual preferences, differences in levels of
threshold and motor energy, and variations in drive endowment all make
possible an early impression of the child’s strength and vulnerabilities in his

interactions with his specific environment.

Such studies lead into two directions: (1) They provide us with a greater
awareness of the many factors that have to be taken into account, as we

attempt to follow the organizing and structuring development processes; (2)
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such data make it less easy to reduce later psychic conflicts to some simple

psychic mechanism of infancy, such as introjection, incorporation, projection.

The great degree of individual variability that is operative from infancy
on has begun to help us to more fully understand the relationship of
symptoms and character disorders within the context of individual

consultations.

Anna Freud pointed to the psychosomatic matrix in terms of which the
child’s endowments and reactions can be understood. Annemarie Weil spoke
of a basic core, which attempts to explain those particular clusterings of
factors that are specific for any individual child; these can be assessed very
early, their importance lying in the fact that they tend to be stable and to have
a determining influence on future development. The child’s pathology is thus

capable of being viewed within the context of these constellations.

Within this broad view of the interplay between internal conflicts and
structural variations we are able to include individual variations in the
developmental process itself. In addition to either the precocious or delayed
mode of development, we have been able to see children in whom there is not
only an overlapping of phases but situations where early conflicts and
structures continue to exist alongside later ones or become interwoven with

them. While the progressive thrust continues, phase specificity does not take
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place; in other words, phallic primacy is not achieved. This, of course, affects
the formation of the infantile neurosis, as well as the treatment of these

children during prelatency.

Our awareness of multiple inter- and intra-structural interactions, and
of the individual variability in this regard, has increased our ability to detect
maturational and developmental deviations; faulty ego and equipment;
atypical ego variations, resulting from either constitutional or congenital

defects; deficient or inappropriate stimulation, or a combination of the two.

Any assessment of childhood disorders is, of necessity, in many ways
bound to our notion of the normal developmental process. At present, our
diagnostic categories are continuously in need of refinement, and very few of
us are as yet satisfied with the usefulness or appropriateness of our present
definitions. We need to study more intensively the sequences of

developmental progression.

If we accept Anna Freud’s proposition that one can use the primary task
of childhood, namely, developmental progression, as a yardstick in order to
decide on the health or pathology of a child, we thereby adopt a new way of
arriving at an assessment of childhood disorders. Freud very early proposed
the normal occurrence of the infantile neurosis, a proposition that implied

that in our picture of normal development we must expect to include many
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problems, conflicts, symptoms, and even neurotic constellations. For as long
as the child’s development continues, various symptoms, rituals, compulsive
manifestations, phobic phenomena, and so forth will be found to be part of
those stresses that we can observe in young children and that are transitory
in nature. Any decision, therefore, as to whether they are to be regarded as
within the range of normal expectations must rest on a determination of
whether they are likely to last longer, without being resolved by succeeding
stages and thus interfering with further development. Furthermore, even the
developmental process itself may be pathological, and today we have a

number of categories that address themselves to this condition.

Individual Variations in Development

An outline of normal development, or of developmental deviations
would be incomplete without a consideration of individual variations in
development such as takes cognizance of the variety of modalities of
development as well as the variety of environments in which development
takes place. These developmental variations have their source in factors of
time and structure formation. Is development proceeding according to the
expected timetable, or does it show signs of cautiousness or slowness?
Furthermore, is the rate of development even in all areas of psychic

development, or are certain faculties emerging with different speed?
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Uneven development and maturation are very often observed, and
within certain limits they belong among the individual variations. The
structural aspect, which addresses itself to the formation of psychic function,
is based on our assumption of stages of development. Instead, we very often
see overlapping of stages, in which earlier psychic organization is carried into
the next succeeding stage without there being any signs of fixation, or in
which, at a later stage, psychic functioning from earlier stages continues to

exist alongside the stage-appropriate function.

Another way of looking at individual variation is based on a broader
concept, which includes the developmental aspects mentioned previously but
also takes into account a variety of personality characteristics. This concept
has to do with the temperament of the child. Seven variables are regarded as
being characteristic components in the definition of temperament, and the
question of normality or abnormality in an individual case is tested against
the constellation of these factors. Though we have thus made progress in our
ability to define the individual condition, we have not proceeded with similar
distinction toward a solution of how to assess the environment in which the
child develops and to which he has to adapt. Family diagnoses and family
dynamics have been in the foreground of our interest for a long time, but
attempts to assess those variables that have a specific influence on the child
at various stages have not yet brought about a profiling of the environment.

Hopefully, in the future, this will be part of our overall assessment of the
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child.

In addition, we have become quite aware of the developmental
differences between boys and girls, and thus we now know that a single
outline of development, designed to cover both, may distort our capacity for
assessing a child appropriately. New discoveries as to the role of gender in

development seem very promising.

Infantile Neurosis

The concept of infantile neurosis has played a major historical role in
the establishment of childhood disorders. It was arrived at, during the earliest
period of psychoanalysis, by way of reconstruction of the childhood of those
adults who were coming into treatment. Freud therefore put forward the
proposition that every adult neurosis can be traced to an infantile neurosis.
This proposition implies, first, that no adult neurosis occurred later in life
without first having existed in early childhood and, second, that the infantile
neurosis is part of normal development. This gave significant weight to the
understanding of early pathology and to a recognition of the need to

investigate the development of children during the first years of life.

We define neurosis in terms of those conflicts that arise during the
oedipal stage of development. This means (1) that superego, ego, and id

derivatives are involved in the conflict; (2) that the child is unable to arrive at
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a resolution of the conflict; and (3) that specific symptoms emerge as part of
the compromise formation between the internal and external struggle. In
order for a neurosis to be formed, the conflict has to arise out of an
anticipation of punishment and guilt at a level of social evolution. The
symptom picture that can be observed varies greatly; at times, the variability
can be greater among children than among adults. Later psychic structuring
and patterning of psychic life has the effect of stabilizing these symptoms and
thereby reducing their variability. The younger the child, the more often do
we find changes in symptomatology. Old symptoms may disappear and new
ones emerge, as new compromise solutions are established. Various forms of
phobic manifestations, obsessive compulsive phenomena, habit and conduct
disorders may reach the neurotic level. The diagnosis of this disorder
therefore rests on our ability to determine what characteristics we will assign

to the neurosis.

The proposition that every adult neurosis is based on an infantile one
does not imply that every infantile neurosis has to lead to an adult neurosis.
The possibility of a spontaneous cure or of a change in this disorder during
childhood to a regressive state of earlier pathology also has to be considered.
Thus, during prelatency, diagnosis of an infantile neurosis does not imply a
prognostic view that it will inevitably lead to an adult disorder, and this raises

the question of whether and when treatment is indicated.
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When Freud formulated this clinical picture in the cases of Little Hans
and the Wolfman, he made a significant contribution to our understanding of
early childhood pathology. Today we are able to add to his original clinical
formulation a clearer view of those developmental disorders that precede the
infantile neurosis and that both influence its emergence and color the clinical
picture of the neurotic pathology that is found between the ages of four and
six. We now assume that, when an infantile neurosis occurs, pathology at
earlier levels of development is a necessary precondition for its evolvement.
Just as Freud traced the adult to the infantile neurosis, so we now trace the
infantile neurosis to earlier pathological conditions. This widened view
indicates the importance of earlier diagnostic evaluations. Such an evaluation
will affect the decision as to the choice of treatment and reveals the need to
outline treatment interventions that are able to assist the child during the

earlier years of life.

Infantile Autism

During 1943 Kanner proposed the diagnosis of infantile autism for a
group of children, as differentiated from the overall classification of childhood
schizophrenia. This step was significant in that it initiated the classification of
children with psychoses into subgroupings and thus opened up a new search
for etiologies and differential treatment procedures. At the same time, a

review of the literature will reveal the many questions that are still unsettled
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in our understanding of this and similar disorders. One can utilize Kanner’s
initial category in order to highlight the state in which we find ourselves at
present, in terms of the manifold views that authors hold when they are

examining psychotic disorders of early childhood.

On a descriptive level, Kanner’s outline was clear enough. He spoke
about the affective disorder (most often the absence of affect); the ensuing
difficulties in speech development and in the thinking processes; the
hypersensitivity to various sensory modalities, or the absence of responses to
normal sensory stimuli together with the obsessive need for the preservation
of sameness; the attachment to inanimate objects; and the inability to use the
mother for orienting and for organizing psychic structuring. Kanner related
this condition to an inborn defect; but soon others were using this term in
order to refer to less severe disorders. With the broadening of the knowledge
of symptomatology, researchers have included such disorders as
schizophrenia and many others that are simply labelled “atypical.” Instead of
maintaining the specific and somewhat circumscribed conditions of early
infantile autism, we have extended them to other autistic mechanisms and

thereby confused the diagnostic process.

Similarly, we now find a wide variety of opinions as to the etiology of
this disorder. Kanner assumed an inborn defect, but he did add to it the

possibility of parental refrigeration, that is, an environmental factor that
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contributes to the clinical picture. Some writers consider autism to be the
result of a diffuse encephalopathy or of some form of brain damage
encountered during pregnancy. Others have suggested that one may be able
to differentiate two forms of infantile autism: one based on a constitutional
disorder; the other the result of severe environmental interference with the
child’s development. If one follows Kanner’s original proposition, one has to
be clear that the term “autism” does not refer there to a schizoid symptom,
connoting withdrawal or detachment, but rather to a syndrome that permits
the differentiation of infantile psychosis from infantile autism. Without
recognition of these differences, one may lose the significance of this
diagnosis. Insistence on maintaining this differential diagnosis will help to
distinguish between those disorders based on interpersonal difficulties and
those that stem from a different core, in this somatopsychological makeup of
the child. It is clear that the outcome of a disorder will always depend on the
interplay of the child’s personality structure with the environment in which it
is involved and that the prognostic possibilities also depend on the
environment in which the child’s problems are expressed. Yet this interplay
of factors should not obscure the clarification that has been attained with
regard to the primary etiology, nor should it minimize the role played by

environmental conditions in determining the outcome.

A study of the epidemiology of infantile autism, carried out by assessing

an entire state population under twelve, has shown how rare this condition
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actually is. Schizophrenia and infantile autism together gave a prevalence of
3.1 per 10,000 children. The 280 patients fell into three groups: infantile
autism (25 per cent), psychosis of childhood (57 per cent), and psychosis
complicated by organicity (18 per cent). Infantile autism was thus very rare,
with a prevalence of 0.7 per 10,000 children. This is particularly so if the
meaning of this diagnostic category is maintained, rather than being changed

by regarding infantile autism as a symptom rather than as a disease entity.

Developmental Deviations

Great progress has been made over the last decades in the classification
of children’s disorders through an understanding of those changes that are
owing to deviations in the developmental process itself. The importance of
being able to differentiate these disorders from ego disorders or from those
that are based on conflicts, accompanied by symptom formations, lies in the
fact that the prognostic implications as well as the choice of treatment will be

affected by it.

When we address ourselves to the developmental process, we generally
refer to its essential aspects, the time factor as well as psychic structure
formation. Deviations can occur that involve either of these components or a
combination of the two. For quite some time now it has been recognized that

some children show a cautious or slow development, whereas others show
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unevenness as to the speed of development; that is to say, at different periods
of development there may be a different rate of development, as the result

either of acceleration or of the slowing down of progression.

The developmental factor may be connected with the maturational
sequences, in which central nervous system maturation, along with its
neuromuscular expressions, may follow various rates, within or outside the
normal range. The pediatrician has long studied the physical growth patterns
of children and established certain variations in that regard within and
outside the norm. We know that puberty may exercise a significant influence,
thus indicating the role that hormonal changes can play in maturation and,

with it, in psychic development.

One can today outline quite early a timetable for development and thus
what should be the individual rate of development during the first years of
life. Psychic structuring is generally assumed to proceed according to phases
or stages of development. Along with this concept goes the assumption that,
with the establishment of new hierarchies in psychic organization, there is a
discontinuation of earlier psychic structure. It has been recognized that we
can often find an overlapping of phases within the normal range; but one can
also find children in whom there is a total absence of phase distinction, so
that early and later stages appear together for a long period of time.

Furthermore, one can outline those developmental variations in which earlier
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developmental organization exists side by side with later ones.

Moreover, one can see variations expressed in the progression-
regression balance of a child. There are those children who show a wide
swing in both the forward movement of development and regressive trends,
whereas other children show a very narrow range of developmental mobility,
in which the maintenance of function is closely held to and the psychic
structure shows signs of rigidity. Thus, one could refer to this as the

“elasticity factor” in development.

Ego Deviation

In addition to developmental variations, some writers have outlined ego
deviations that have to do with unevenness in areas of psychic function. Thus,
one can observe children with very low or very high thresholds in the sensory
modalities, so that their reactions to sound, light, or touch are outside the
norm. Such children may respond to normal stimuli with abnormal
sensitivity, fright reactions, and anxieties or with gestures of avoidance of the
stimulus. There are others in whom normal contact with the child has not
reached a high enough degree of intensity to stimulate the child sufficiently
into an appropriate interaction with his environment. If one extends this
latter ego deviation, one then approaches categories that are close to infantile

autism or other psychotic disorders. We are not referring here to a range of
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response, from the more normal to the more pathological, such as would
encompass all forms of disorders and would indicate that, the same set of
factors being always operative, the diagnosis is to be determined by the
degree of intensity of the pathology. What we are maintaining is rather the
notion of a clear differentiation of diseases, based on etiology as well as on a
clustering of symptoms, in spite of the fact that we are able to find similarities

in clinical symptomatology.

Many decades ago, children were being categorized by reference to
their activity patterns. In a group of children studied from infancy on or even
during their uterine life, hyper-motility was found to be characteristic of the
children’s functioning, along with a tendency for that characteristic to
maintain itself throughout childhood. Some of these have been referred to as
congenital activity patterns, with modality of function that could be
recognized early and that later on led to a great range of difficulties in social
interaction and social behavior. Such forms of hyperactivity must be
differentiated from those that are based on a recognizable organic pathology,
in which the motility disorder emerges as a symptom of cerebral pathology.
Follow-up studies of these children show that the majority show a
modification of this abnormal deviation during adolescence, whereas those in
whom it is the organic component that is significant continue to maintain
impulse disorders and other discharge phenomena in the motor area for a

more protracted period of time.
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Similarly, one can outline developmental deviations in the area of the
affective life of the children. Pleasure-displeasure responses, the early smile,
and the degree of stranger reaction indicate variations in the affective
modality of psychic life. The threshold component discussed earlier in
connection with sensory stimuli seems here to be significant as well in the
affective area. There are affect-placid children and there are those with a
wide range of affective responses. At times, it is difficult to be certain whether
one is dealing primarily with a developmental deviation in the emotional area
or whether this is in itself a response to deviations in the area of sensory
modalities (it could even be a mixture of both). Such deviations will have a
strong effect on the degree of interrelationship with the mother, with its
varied forms of object interaction. Whereas some children maintain a strong
interplay cathexis with the mother, others seem to have a wider scanning or
interplay with the environment and are thus less bound to the mother as the

sole source of gratification.

At the extreme, we find the case of an individual whose variations are
described by Mahler as the “symbiotic child.” The deviations of the “symbiotic
child” are rooted in the separation-individuation process. There are children
in whom the smile appears either very early or quite late and children in
whom the intensity of pleasure or displeasure is quite great, so that the
stranger reaction can lead to panic and clinging. In these children, the

necessary separation from the mother, during their toddler phase, cannot be
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negotiated, in that the child shows extreme fear of the loss of the object.
These deviations will have an effect on imitation and identification with the
object, so that anticipation of events and sequences will not lead to providing
regularity and continuity in psychic function. These clusterings of symptoms
in connection with the mother can of course be reinforced by the mother’s
attitude; in severe cases, they may even be the effect of her pathology. We are
addressing ourselves here to variations that seem to stem primarily from the
child’s innate equipment and psychic apparatus, though they manifest
themselves in the interplay with the environment in its specific forms.
Annemarie Weil suggested which groups of children fall within these

categories of deviational development.

The Atypical Child

This category refers to those disorders that can be observed in infancy
as affecting some specific ego function. These children show a variety of
symptoms in the areas of the development of thinking, language
development, motility controls, reality testing, social judgment, and defensive
psychic organization. They are similar to children who have been affected by
various forms of psychosis in childhood; but once again it is important to

differentiate these groups and to establish specific categories for them.

The absence of a psychotic process, and the prognosis of these
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conditions, as well as the early beginning, permit such a differentiation. At
times, what we see is a clustering that points to a deviation in maturation; one
example of this is late language development. When it does finally take place,
the child’s thinking indicates an undue influence on the part of primary-
process qualities. There seem to be difficulties in differentiating those stimuli
that have arisen in the internal psychic life from those that come from the
outside, and thus reality testing is very often affected. What the child sees as
real, and what he wishes or feels, emerge only very slowly. Fears reach a
severe level of intensity, to the extent that one part of the clinical picture is
early phobic manifestations, with avoidance of situations and undue clinging
to the mother. At times, one can observe in the child an inability to move from
the concrete to the more abstract, and thus to reliable concept formation. One
gets the impression that it may be the integrative or synthesizing function of

the ego that has been primarily impaired.

Similarly, psychic control over impulses and motility may be involved.
What is observed as restlessness may be the sign of a continuous high level of
anxiety. At times, infants with this disorder can be comforted only in the arms
of the caretaker; at other times, they show very strong resistance to any
tactile closeness, as if the influence of the mother had already gone beyond
the limits of their tolerance. Bowel control may be delayed, and one may find
an erratic symptomatology. Among those functions that have suffered may be

the process of differentiating internal and external life, developing logical
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sequences and concepts, establishment of the sense of time and sex
differentiation. Frequently, these atypical children show hypersensitivity in
certain areas, for example, to sound or to light; they may respond with panic
to silence, to the sounds of the vacuum cleaner, or to the flushing of the toilet.
They may be finicky in their food selection, and show an early development of
food fads. Enumeration of these clinical manifestations may remind us how
closely they resemble those symptom formations that we associate with
schizophrenia in childhood. Yet these symptoms, as part of atypical
development, may at times be quite mild; they may go hand in hand with
many strengths in the child, and they may not impair progression in
development, at least with regard to stage sequences, nor be connected with
strong regressive phenomena or fixations. Basically, it is insufficiency or
inability in areas of ego function that is characteristic. The child may slowly
evolve his own corrective measures, which, as other aspects of the psychic
equipment become strengthened, may in turn lead to the development of

appropriate compensatory measures.

Personality Disorders

The category of personality disorders has great significance for that part
of childhood when psychic organization and function have been sufficiently
established. Still, it would be a mistake not to use it and to make its diagnosis,

since it is possible very early to determine significant character and
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personality traits that are already deviant from the normal. Today we assume
that these personality disorders stem from the specific makeup of the child,
the child’s preferred employment of defense mechanisms, and the

transmission of conflicts from parent to child.

Within this disorder there are many subcategories. At times, it is
possible to determine these clearly (for instance, the obsessive-compulsive
personality type or the over-dependent or overly independent child); but
most often we find the various disorders commingled, with the result that
hysterical and anxiety reactions, together with some compulsive features,
occur concomitantly. We can find, at about the age of three, a specific core
constellation, which is determined by both the healthy and the abnormal
psychic functioning of the child, in which symptoms, character traits and
specific ego functions together determine the direction of further
development. Stability of function is a prerequisite for the ascription of
personality disorders, since in this category we assume that the disorder has
become part of the defense system and the adaptive process. Since we are
indeed able to discover these conditions quite early, it is important to make
such an assessment and to initiate the appropriate treatment. We have
learned about the existence of a continual change of symptom pictures in
young children, that is, that while the personality disorder can be described,

the symptom pictures within it can shift.
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At times, these personality malfunctions interfere with further
development, so that the stage of oedipal organization or of latency cannot
take place in appropriate sequence. At other times, these disorders are
modified by later stages; or the child does engage in further psychic

organization, but brings to it the earlier deviations.

The successful assessment of large numbers of children shows how
frequently one is able to make these diagnoses. In the past, the diagnosis was
formulated in relation to those manifestations that were a direct outcome of
conflicts in oral, anal, phallic, or oedipal constellations. One therefore used the
diagnosis of oral-anal-phallic character disorders. Outlines and descriptions
were made early of incorporative greediness or oral aggressivity;
compulsiveness in connection with either cleanliness-orderliness or its

opposite as the result of anal conflicts.

Primary Behavior Disorders

In addition, we have a diagnosis of primary behavior disorders in which
the internalization of the process has not yet been established. Psychic
organization from the higher oedipal conflict has yet not added to those

psychic functions that deal with guilt and social consciousness.

Originally, the category of primary behavior disorder was divided into

two parts: (1) habit disorders and (2) conduct disorders. The category of
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habit disorders refers to those difficulties related primarily to body function,
such as thumb sucking, nail biting, sleep disorders, and excessive
masturbation, whereas that of conduct disorders refers to the behavior of the
child in relation to his environment, for example, the biting child, the
aggressive child, and the over-dependent child. These forms of behavior have
been regarded as being the consequence of the child’s experience and, in
particular, inappropriate care by the parents. Since these symptoms tended to
be part of the child’s functioning for a long period of time (at times, over a
number of years) they had to be separated from the category of reactive

disorders.

Reactive Disorders

Under the category of reactive disorders, we observe that the child is
showing a strong and abnormal response to a specific event, but we assume
that that response is transient in nature. The transitory aspect of the disorder
can be related to the fact that the environmental condition may change to
normal, or that the child may be able, after a comparatively short period of
time, to find a more normal adaptive response. Reactive responses may be
expressed in a number of different ways: We may find a depression in early
childhood, in which the affect is dulled, there is a deceleration of the function
of the child, the thriving developmental pull is retarded, or the somatic

vegetative function of the child is slowed down. It may be important to
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recognize the possibility of a state of depression in young children and not to
neglect its significance, since very often the quiet state of the child to which

one would otherwise refer may actually conceal an underlying depression.

The reactive response of some children may constitute a regression to
earlier modes of function, for instance, at a time when a sibling is born; other
children may respond to that same situation with aggressivity, irritability, or
increased dependency. It is clear that, in all areas of psychic function, we may
find symptom formation to be dependent on the age of the child, as well as on

his psychic development up to that time.

Thus we have learned to pay particular attention to those events in the
life of the young child that may have a strong, or even decisive, influence on
further development. This may be, for example, the death or absence of a
parent, particularly the mother, that is, the loss of the caretaking person. It
may be connected with particular handicapping illnesses on the part of the
child himself. The emotional condition of the mother—her own illness, which
may handicap her in her functioning with the child; her depression or other
forms of mental illnesses—may also have a crucial effect on the early years of
the child. There are a host of circumstances that have direct relevance to the
child’s early development; in dealing with these, early intervention on a
primary or secondary level will be essential, and the resources and

mechanisms for it should be part of the community facilities.
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Reactive disorders are very often discussed today under the headings of
crisis conditions and interventions. One assumes here that the cause of the
interference in parent-child relationship has occurred suddenly and that
therefore there are no advance preparations available for the care of the
child. Yet such by no means uncommon events as the death of a parent or
acute hospitalization may create a serious upheaval in the child’s life,
particularly among children in those families for whom the prevailing
economic and social conditions do not permit easy solutions or substitute

measures.

There are a good many studies dealing with these conditions, ranging
from Spitz’s anaclitic depression and hospitalism to interferences during the
first few years of life as the result of various depriving conditions. The
experienced observer will be able to discover and study these various forms
of interference with normal development, one good example being the
findings that have been made in connection with the separation of the young

child from the mother.

Principles of Treatment

It may be advisable to discuss the modes of psychiatric intervention
under one single heading, instead of in relation to each psychiatric disorder.

This will avoid needless repetition, and it will also make for an understanding
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of the therapeutic approach, which may be similar in relation to a number of
different symptom formations. Moreover, there is often a similar treatment

for disorders that share basic dynamic constellations.

1. The younger the child, the more the treatment approach will be based
on the need for supporting the environment that has direct responsibility for
the care of the child. Thus, one will help the mother to provide the
appropriate conditions for modifying or correcting the child’s disorder. If the
mother proves to be unable to use such assistance, or is unavailable, one
would then have to consider that other caretakers need to be brought in in
order to provide such function. It is clear, therefore, that our ability to help
will greatly depend on the parent’s ability to cooperate and to participate in

the intervention that is required for the child.

2. It is necessary, when we outline the treatment program, for us to
assess the parents’ capacity for collaborating with the program, in addition to

making an assessment of the pathology of the child.

In addition to relying on the participation of parents in our efforts to
carry out an appropriate treatment program, we have become more aware
that we have to involve community participation. In our present social
climate, the outlining of needs for services by the community, the feasibility of

the programs, and the mobilization of resources for these programs have all
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become essential factors when one is planning services designed to reach
large groups of those children who are at present outside of the orbit of
appropriate care. Again, this becomes particularly significant with regard to
services for children during their first years of life. Collaboration with well-
baby clinics, outpatient departments of hospitals, community clinics,
prenursery and nursery facilities, day-care centers and so forth is an essential
condition for success in these efforts. It is necessary if we are to detect those
children who are in need of such services and to build in a clinical arm for

those children whose pathology warrants specialized programming.

3. To the degree that the child has reached a more stable psychic
organization and that the child’s difficulties have become internalized, that is,
have influenced defensive patterning and have resulted in symptom
formations based on intrapsychic conflict, one is able to address oneself

directly to the child’s psychic life.

4. It is in the American tradition of child guidance that the individual
therapeutic approach to the child is coordinated with the guidance or
treatment of the parents and is carried out in collaboration with the essential
persons in the child’s life. Often enough, a number of different combinations
are made in which a teacher or a nurse provides appropriate developmental
stimulation for the child, oriented toward the correction of ego function,

while individual therapy may at the same time attempt to alter the internal
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psychic conditions. These combinations may vary in accordance with the
therapeutic needs of the child and with the availability of the resources
needed to fulfill such a program. We have only begun to make available
adequate professional assistance for the correction of early psychiatric
disorders; there is a great need to rapidly increase the training of people from
various professions for effective participation in treatment programs for the
very young child. There is also a need for adequate care-taking programs for
children, as is now established in the Department of Welfare, for those
children who do not have available a family condition that can be guaranteed
to provide for the minimal care of the child. If these programs are
appropriate, they may be of great help; but they cannot take the place of the
special skill that is necessary to help those children who already show signs

of special psychiatric conditions.

One essential prerequisite for carrying out these functions in early
childhood is a knowledge of child development. One must be able to provide
assistance to the developmental progression of the child by buttressing the
thriving components, and to do this effectively one has to be acquainted with
the milestones in developmental progression. The ability of the child during
the first year of life to achieve an attachment to the mother, along with the
emergence of the smile or the stranger reaction, becomes one of the

significant criteria by which one observes and measures development.
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5. One could outline treatment procedures in accordance with the
degree to which the child’s disorder either is based on innate or congenital
conditions or is the result of reaction to environmental influences. There is
convincing evidence that, even if one has to deal with constitutional disorders
or with diagnostic categories whose etiologies are unknown, one nevertheless
does not have to, for that reason, feel helpless with regard to the possibilities
for treatment; one can rely on the child’s responsiveness to his environmental
conditions, which may make the margin of difference for his further
development. Even in the event of the most serious early pathology, one has
the right to expect that some maturation, and with it some form of
development, will take place. Without a full assessment of this capacity of the
child, therefore, a capacity that will reveal itself only over a period of time, it

would be inappropriate to adopt a nihilistic treatment approach.

We have already described above the serious disabilities of the child
with infantile autism (see page 55); the general lack of responsiveness; the
turn toward inanimate objects for stimulation; and the insistence on
sameness and repetitiveness. Experience with these children is likely to make
the establishment of any treatment program seem extraordinarily difficult:
Since the etiology of the illness is unknown, we are unable, it would appear, to
construct an appropriate treatment program. Yet, one can recommend that,
precisely in recognition of these behavioral problems, one can utilize these

very functions to provide stimulation at the level of the present psychic
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organization. The manipulation of inanimate objects by an adult, for example,
may slowly gain in significance; over a period of time, a shift may occur in the
child from activities engaged in solely with the inanimate world to include as
well the person who will then have the opportunity to bring the social
influences to bear on the child. A caretaker who is specially skilled in these

functions can be introduced into the child’s environment from infancy on.

It is important that the child not be stimulated in directions that are, in
fact, beyond his capacities and that stimuli not be introduced in such a way as
to create displeasure and discomfort, for that will surely counteract their
usefulness. The reason why the normal environment is very often
inappropriate for these children is that it exposes them to a world that does
not fit their actual condition and that will therefore increase, instead of
diminish, the gaps between psychic organization and environmental
conditions. It is very often impossible to create such a special environment in
the home, since it would have too great an effect on the living milieu of all the

family members involved.

This principle of therapy is applicable not only to infantile autism but
also to the symbiotic condition, as well as to deficiency syndromes,
maturational unevennesses, and developmental deviations, except that, when
the child’s condition is less serious, one is very often able to provide the

appropriate therapeutic milieu within the home. Special treatment techniques
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have been developed and applied to children who are suffering from
developmental fixations and who therefore require a special form of
intervention by a trained person, who will spend many hours with him in
order to provide the appropriate stimulation. Dr. Alpert’s corrective object
relations program provided just such a technique, based on the following
treatment processes: both adults and peers, becomes one part of the
practicing activities of the child. The teacher supports this activity by verbal
reinforcement of the child’s search and by the very fact of the dependability of
the therapeutic relationship. The child is then able to progress from the initial
one-to-one relationship to an increasingly expanding environment, and to
experience for the first time certain steps in the separation-individuation

process.

1. A special form of object relationship occurs. While the child permits
the therapist to provide need satisfaction, he also recovers the wish for the
mother, the hitherto distant and unavailable adult. In this relationship with
the therapist, the child re-experiences the loss, the frustration, and the
disappointments. It is the task of the special teacher to satisfy the child’s need
and, at the same time, to make possible not only the testing of the availability
of the original primary object but also the emergence of longing for her.
During this period, the special teacher has to be readily available, when and

as she is needed.
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2. Separation and differentiation processes become involved in the
relationship to the therapist, as well as to the environment. In this step,
orientation toward the outside world, both spatially and in terms of relations
to both adults and peers, becomes one part of the practicing activities of the
child. The teacher supports this activity by verbal reinforcement of the child’s
search and by the very fact of the dependability of the therapeutic
relationship. The child is then able to progress from the initial one-to-one
relationship to an increasingly expanding environment, and to experience for

the first time certain steps in the separation-individuation process.

3. A change appears in the fantasy-reality balance. The child moves from
the more autistic, self-contained fantasy world to one that not only includes
the teacher but one in which the child expresses his fantasy, verbally or
through direct action toward and with her. This step can now include reality
testing, during the course of which the fantasies expressed by the child can be
explored in terms of the capacity of the environment to fulfill them. At times,
this reality testing will lead to an eruption of the child’s frustration,
resistance, and anger. As in normal development, such angry turning against
the teacher may further the developmental progression of turning to other

persons in the environment.

4. The capacity to form relationships with peers emerges on the

strength of these hitherto unexperienced progressive developments. In these
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new relationships, too, the child expresses all the primitive mechanisms that
we know from our work with younger children. There is imitation,
incorporative identification, and the trying on of other children’s functions, as
evidence of newly found identity. Slowly, a more complex orchestration of
relationships can be observed, which then leads to a more realistic interaction

with other children and adults.

Dr. Alpert’s form of therapeutic intervention is based on two factors.
One factor carefully follows the child’s own modalities of behavior when a
one-to-one relationship is being established. No technique is imposed on the
child, nor is any specific area selected for improvement. In the past,
enrichment treatment was often either based on the problem of nutritional
supplies or addressed itself to the cognitive or motor control areas. If Dr.
Alpert’s suggested therapy is followed carefully, we find that all these areas—
the affective, the cognitive, and that of body skill functions—are included

within the context of the social experience.

The second factor involves the fact that the therapist must be aware of
the detailed steps of the developmental process. Since so much in this method
is conditional on the effective return to a point of fixation, and then from
there to the exercise of those developmental steps that had never before been
taken by the child, it is essential that the appropriateness of the

developmental experience be understood. Otherwise, various aspects of the
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child’s behavior, which may be quite appropriate when they are seen as
fulfilling the necessary task of developmental progression, may be regarded
as pathological simply because they appear to be age-inappropriate.
Moreover, those aspects of the child's activity that follow a line of
developmental organization must be differentiated from those that are
pathological in nature, being based on conflicts and experiences that may add
to the child’s differentiation syndrome. Nor can one assume, whatever the
degree of developmental inhibition, that the possibilities of other emotional

pathology are excluded.

This detailed description of a technique has been presented in order to
highlight the fact that therapeutic intervention, to be effective, must be based
on a clear knowledge of the developmental processes, as well as on carefully
outlined technical maneuvers, and thus on trained personnel. The treatment
of the atypical child with ego deviations and of those children in whom the
developmental sequences deviate from the norm, will be based primarily on a
clear profiling of the child’s overall function and development. With these
guarantees, detection of the specific area of disorder, whether it be motility,
language development, thought process problems affecting judgment, or

reality testing, can lead to the appropriate therapeutic maneuver.

Development of a treatment plan for developmental disorders requires

that one observe the child’s growth for a long period of time, in order to
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determine the specific forms of developmental deviation. At different periods,
different modalities of intervention may have to be employed; retesting and
reassessing will help to determine the degree of progress the child may be
expected to make or the degree of the fixation and unevenness from which he
is suffering. It is clear that such programs will have to draw on the skills of
specialists in language correction or training, or of those who deal with
perceptual problems in the visual area (problems that very often contribute
to dyslexia), or of hearing specialists. Often enough children who suffer from
these conditions have also developed conflicts at various levels of psychic
organization, with pre-neurotic or neurotic symptoms and other personality
disorders based on inappropriate conflict solutions. Therefore, one has to

keep in mind the necessity for individual psychotherapy.

The criteria for effective therapy are by now well established: (1) The
child must have developed the capacity to form a specific relationship with
the therapist, and there must also be adequate capacity for verbal expression
and for self-observation; (2) A certain degree of individuation and
differentiation must have occurred; (3) A degree of internalization of conflicts

is necessary.

Frequently, the child needs preparatory help by a teacher, a nurse, or
some other specially trained person, in order to arrive at the evolvement of

the conditions mentioned. It is clear that one can establish indications for the
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psychoanalysis of prelatency children. Neurotic conflicts, sometimes the
infantile neurosis, which has already reached an intensity beyond the norm
and is intervening with further development; obsessive-compulsive character
disorders; the early appearance of sexual confusion; perversions; and a host

of other symptoms have all been proven to yield to psychoanalytic treatment.

In the largest number of cases, it is only the intensive and careful
exploration of the child’s inner life—his fantasies, along with his defensive
organization and its relationship to his external reality—that makes possible

a clear diagnostic assessment of the child’s condition.
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CHAPTER 4
PSYCHOLOGICAL DISORDERS OF THE GRADE SCHOOL YEARS

Eveoleen N. Rexford and Suzanne Taets van Amerongen

Since the last edition of the American Handbook of Psychiatry was
published, the confluence of a number of trends has brought changes in the
course and evolution of child psychiatric activities that we did not clearly
foresee a decade ago. The effective treatment of neurotic children has led to
the demand that we similarly treat children with other disturbances and that
we care for many, rather than a modest number of, boys and girls. The mental
health outreach into poverty areas brought the role of cultural deprivation
and racial discrimination into our work with inner-city children and involved
us with a larger number of children showing developmental arrests and
deviations. When education became imperative in a technological society, our
clinics received more referrals of children with serious learning disorders and
perceptual handicaps. A growing emphasis in theoretical discussions on the
role of interpersonal relations in mental health and illness of children placed
a focus on the importance of object relations and object loss in a child’s
growth and development. Medical advances made it possible for children
with serious congenital handicaps to survive and to present later problems in
personality organization, learning, and behavior. The increasing societal

pressures to which all of us are vulnerable have put a premium on the issues
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of self-esteem, flexibility, and adaptation to change. All these trends
contributed to the changing character of the caseloads in our clinics and in
our consultation work, namely, a larger number of children with
developmental deviations, minimal brain damage, and personality disorders.
They drew attention inevitably to the status of our nosology and pressed us to
refine our classifications so that our work could be based more securely on a

psychological understanding of the child and his milieu.

As the community mental health movement gained momentum during
the 1960’s, demands for children’s services led to the creation of a blueprint,
a comprehensive range of services for children from birth to adulthood, from
all socioeconomic and racial groups, with varying modalities to carry out
prevention and treatment efforts for all types of emotional disturbances.
Though few programs have as yet been funded and staffed sufficiently well to
replicate such an ambitious model, most child psychiatric facilities have
moved toward the blueprint, providing a greater variety of services for a
wider range of children. Programs of education for paraprofessional and
indigenous workers and in-service training of personnel for specialized but

limited skills proliferate to try to solve the pressing personnel problems.

These institutional changes highlighted the shortcomings of all
nosological schemata of the emotional and personality disorders of children.

In discussions of the Joint Commission on the Mental Health of Children, the
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criticisms varied with the orientation and responsibilities of the speakers, but
the need for feasible schemata for all child mental health activities was

generally accepted.

In his chapter on “Common Neuroses of Childhood” in the first edition of
Volume I of the American Handbook of Psychiatry, Cramer referred to the
difficulties in constructing a classification of children’s emotional problems
and concluded, “it is probably not possible clearly to delineate one.” However,
because of all the changes and trends outlined above, we in the profession
have been forced to give our attention to nosological schemata and to make

determined efforts to devise more satisfactory classifications.

We remember vividly an experience over fifteen years ago when we
were involved in consultations about diagnostic studies in a state youth
service facility. Three fifteen-year- old youths were committed for the
identical crime, namely, stealing an automobile. Our diagnostic studies
revealed that one boy was floridly schizophrenic, another a young person
whose life pattern of impulsive, disruptive, and antisocial behavior had begun
before his school years and had continued uninterruptedly, and the third boy
was caught up in an intense neurotic guilt reaction related to his unhappiness
over his relationship with a recently widowed mother. Each of these boys
obviously required a different plan if more than custodial aims were to be

met by his commitment to the youth services.
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Child-care agencies, community mental health programs, and child
psychiatric facilities alike need to incorporate within their operations some
systematic sorting out process that offers guidance, however imperfect and
incomplete, in setting up management plans and provides some useful
prognostications about children and adolescents. The evolution of family
diagnosis and therapy and the model of treating the family may create even
more confusion if little attention is paid to the specific elements of the child’s

disturbance and to his special needs.

The problems of constructing a satisfactory classification of children’s
emotional disorders are great, the reason undoubtedly that all attempts thus
far have met with serious criticisms. The very nature of childhood and of the
many factors that can influence a child’s growth and development positively
or negatively create a large number of variables, with interrelationships
extremely difficult to formulate. Nonetheless, during the years since the first
edition of the American Handbook of Psychiatry was published, we have
witnessed significant progress in grasping the intricacies of the classification
process and in bringing to diagnostic thinking concepts of considerable value

for assessment and management planning.

The 1966 Group for the Advancement of Psychiatry (GAP) report on
psychopathological disorders in childhood represents the most ambitious and

effective attempt thus far to provide a nosology bringing together
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psychosomatic, developmental, and psychosocial propositions in positing
major categories of childhood disturbances. The report was the culmination
of work begun by members of previous committees on child psychiatry, and
in it the 1966 committee succeeded in preparing a synthesis of
conceptualizations and clinical experiences more nearly adequate to our
evaluative needs than any previously constructed. The committee took as its
point of departure the nature of twentieth-century scientific thinking, which
“strives to be multidimensional, relativistic and dynamic in character, relying

on probabilities rather than certainties.” They formulated:

a conceptual framework that would encompass the characteristics of
personality formation and development in childhood in sufficiently
comprehensive fashion to permit professional people from differing
schools of thought to agree at least upon a point of departure to a
classification of disturbances and deviations. The influence of hereditary
factors, the impact of familial and other environmental influences, the
significance of developmental capacities and vulnerabilities, the fluidity
and plasticity of the young child’s personality characteristics, and other
considerations obviously had to be taken into account. In addition, the
tendency of the clinician to see and classify pathology rather than health
was recognized. Accordingly, the conceptual scheme evolved must permit
in some measure an understanding and classification of healthy as well as
unhealthy reactions and behaviors. Above all such a conceptual framework
must be clinically relevant if it is to be at all helpful in undergirding a
classification constructed for everyday clinical usage.

In searching for a theoretical framework that would meet the various tests
it must survive, the Committee felt that three basic propositions were
vital: (a) the psychosomatic concept, involving the unity of mind and body
and the inter-related- ness between psychological and somatic processes;
(b) the developmental dimension, so central to the study of the child; and
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(c) the psychosocial aspects of the child’s existence in the family and
society.

The following major categories are proposed:

1. Healthy responses

2. Reactive disorders

3. Developmental deviations
4. Psychoneurotic disorders

5. Personality disorders

6. Psychotic disorders

7. Psychophysiologic disorders
8. Brain syndromes

9. Mental retardation

10. Other disorders.

Each major category is broken down into subcategories, and a symptom
list encourages further specificity in assigning a diagnostic formulation to an

individual child.

Specific aspects or isolated items of this schema may be criticized;
perhaps its most important weakness lies in conceptualizations of disorders
in which social and cultural factors play a predominant role. In a paper for the
Clinical Committee of the Joint Committee, the chairman of the GAP Child

Psychiatry Committee, Dane Prugh, tried to deal more fully with the
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psychosocial dimension. Whatever flaws the report presents, it is an effort at
once practical and creative in a field to which many experienced clinicians
have contributed without producing an end result as effective as this

classification schema.

The GAP report reflects the influence of important bodies of clinical
work and theoretical considerations which encourage a more sophisticated
level of diagnostic thinking and more precise treatment planning. It is difficult
to estimate the influence of Anna Freud'’s concepts of developmental lines, the
end product of the research of her child psychoanalytic group at Hampstead,
England. The group proposed a complex diagnostic profile through which a
child’s development could be traced, indicating the evolution of energies,
defenses, traits, relations to others, modes of behavior, and adaptation over a
period of years. The process clearly rests on a very detailed clinical history
taking, and a mastery of the underlying principles requires intense study and
developmental sophistication. Despite the fact that the profile is attuned to
the collection of data through the psychoanalytic method, the concepts of the
developmental lines are being applied to historical and cross-sectional data

accumulated through other techniques.

A. Freud’s 1970 preliminary classification of the symptomatology of
childhood demonstrated a continuing thrust of the Hampstead clinical

research into the areas of assessment of children not treated by the
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psychoanalytic method. Her concluding comment contains the thesis of this
chapter, namely, “it is reasonable to expect that any step forward in the
refinement of diagnostic assessment will, in the long run, lead to

improvements in matching disorders and therapy in the children’s field.”

Erikson’s concepts of psychosocial maturation according to epigenetic
principles continue to provide guidance to the diagnostic thinking of many
child clinicians who decry the inner directedness of psychoanalytic schemata
but find the usual symptomatic rubrics too slight for the assessment task to
be done. However, Dane Prugh illustrated how far- reaching Erikson’s

psychosocial schema actually is:

In Erikson’s “house of many mansions” we can thus fit various types of
learning theory including operant conditioning; Piaget's and other concepts
regarding intellectual development; cybernetic theory; small group and
family theory; sociocultural theories; field theory; systems theory and
communication theory, not to mention the more classical theory of
psychosexual development derived from Sigmund Freud and Anna Freud'’s

recent elaboration of “developmental lines.”

Certain themes relevant to wunderstanding childhood emotional
disturbances appear and reappear in the literature. Though neither the

supporting work nor the concepts first appeared during the last decade or so,
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they have nonetheless lately received emphasis and elaboration so that they

strongly influence diagnostic and therapeutic thinking.

One of these themes is the focus on constitutional and/or congenital
deficits which limit and distort the child’s developmental capacities from
birth on and strongly influence the responses and behaviors of caretakers.
Studies of the congenitally blind child (Fraiberg), many papers concerning the
minimal brain damage syndrome, and studies of children with other serious
physical handicaps reflect the growing appreciation of the influence of such
conditions on personality organization and parental response to the child,
and provide cues for more effective management when such children are

brought to the child psychiatrist.

A second theme that strongly influences diagnostic thinking and hence
treatment planning is that of object relations and object loss. We are indebted
to the Kleinian group of English analysts for studies and formulations that
centered our attention on the crucial roles of the child’s objects and their
images in his inner life. Fairbairn’s writing on object relations and their key
place in personality development and organization and Bowlby’s work on
early maternal deprivation promoted the search for ways of understanding
human relatedness and its vicissitudes. The other side of object relations, the
loss of the object, again is not new to our theorizing about personality

development and child psychopathology; however, the emphasis given to it
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by Rochlin underlined the ubiquitous character of loss, the constant fear of it,

and the crucial power of these to shape character and future experiences.

The issue of object relations and object loss appears to be one of the
most cogent and useful considerations in viewing the natural history of a
child’s emotional disturbance and in setting up what needs to be done to free
the progressive developmental forces for the child’s growth and maturation.
The child’s actual experiences of loss, when they occurred, the support
available to him, and the manner in which he could cope with the loss are
definitive in determining the degree of his vulnerability to future stress and
the quality of the resources he can muster to master a real or fantasied
recapitulation. New developmental challenges or life’s vicissitudes have a way
of probing the weaknesses in trust and self-esteem that previous experience
of loss can engender; the more global defenses available to counter massive
anxiety and rage at an early age may need to be remobilized when later
traumata or extreme stress break through the current adaptive equilibrium.
In addition, each developmental step carries with it the abdication of prior
gratification and the giving up of previous modes of behavior; along with the
gains of mastery and a new level of adaptation go the losses of parts of the
past. Loss as well as gain is an inevitable component of change and

adaptation.

Mahler intensively studied the nature and significance of the period of
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separation-individuation during infancy, and her concepts have value for
identifying basic difficulties and for tracing the vicissitudes of effective or

faulty adaptations to the developmental task of self-other differentiation.

Still another theme frequently used for its diagnostic and explanatory
value is that of the need of the infant and young child for an optimal degree,
kind, and variety of stimulation and interaction with his caretakers. There are
many controversies about whether certain inner-city children have too much
or too little stimulation. The issue probably is more wisely phrased in terms
of the child’s relationship to the one stimulating him, his preferred sensory

modalities, and the timing, intensity, or nature of the stimulation.

The concept of adaptation plays a larger role in diagnostic thinking
about childhood emotional disorders since the developmental point of view
and the teachings of psychoanalytic ego psychology became more widely used
by clinicians. This issue was dealt with at some length in the report of the

Clinical Committee for the Joint Commission:

Concepts of health and illness or of function and dysfunction in children
differ somewhat from those applicable to adults, depending upon the
child’s capacities at a particular stage of development, the current nature
of the family transactional operations, and other factors. Nevertheless, the
concept of adaptation to the environment (or of effective coping, mastery
or psychosocial functioning) is central in relation to both children and
adults. In the modern unitary theory of health and illness, health and
disease are considered phases of life. Health represents the phase of
positive adaptation by the human organism, and in the child, the phase of
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growth and development. In this phase, the child is able to master his
environment and himself, within stage-appropriate limits, to learn
effectively, and is reasonably free from pain, disability or limitations in
social capacities. Illness or dysfunction represents the phase of failure in
adaptation or of breakdown in the attempts of the organism to maintain an
adaptive equilibrium or the dynamic steady state (at any one moment in
the forward development of the particular child).

These themes and concepts have played their part in the growing
tendency to use the developmental point of view in clinical assessment and
management planning. The developmental approach to the evaluation of
children’s emotional difficulties and to the planning for their amelioration
offers the clinician many advantages. He is oriented to a point of view that
postulates a series of developmental stages during the course of which the
child’s constitutional givens interact with his experiences to the end of
mastering psycho- biological tasks and adapting to the demands of growth
and maturation in ways acceptable to his society. The clinician looks,
therefore, for information about the child’s makeup and his health; he looks
for data bearing on the effectiveness and the fit of the way the child was
raised by his parents or their surrogates. He wants to know how the child met
traumatic situations and adapted to such normal but often taxing events as
the birth of a sibling, change of domicile, and leaving home to enter school. He
assesses whether the child experienced the support of his milieu as
predominantly positive and helpful or whether he lacked trust and

confidence. The clinician tries to discover what the child’s coping modes are
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and under what circumstances he is able to use them; he wants to know of the
people and the structures in the child’s life that promote or could promote his
growth and maturation. Within such a context, he studies the child’s
symptoms, their history and course, and he is alerted to evidence of earlier,
even if transient, childhood disturbances which left vulnerabilities in the
child’s capacities for object relating, tolerating frustration, mastering
anxieties, and reality testing. The clinician looks for data bearing on the points
of great inner stress and tries to follow the vicissitudes of the child’s handling

of sexual and aggressive impulses.

The growth process hence becomes the central focus, and the child’s

symptomatology is viewed as a manifestation of disruptions in it.

Groupings of Children’s Emotional Disturbances

It is in line with such reasoning that we describe below groupings of
children’s emotional disturbances and present suggestions for therapeutic
management. It is obvious that in the space of this brief review we cannot list
and discuss all the disorders considered in the GAP report, the American
Psychiatric Association diagnostic classification 2, or other nosological
outlines in use. The following are groupings of children we find coming
frequently to our attention in today’s more comprehensive programs and/or

presenting evaluation problems often interfering with their effective
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management.

Physiologically Based Disturbances

The first grouping we wish to discuss is that of children with a major
disturbance in the early years owing to constitutional defect, congenital
handicaps, or serious ailment during infancy. Our knowledge of the influence
of these disabilities on cognitive development and personality organization is
still fragmentary, but clinical research studies and experiences with
individual children are filling in some of the gaps. It is clear that such
conditions alter and distort the course of the child’s progression, but it seems
also that the extent of the developmental deviation depends a great deal on
the feedback from the baby’s surroundings, whether positive or negative, and
to what degree. Children with a major sensory defect, such as congenital
blindness or deafness, show marked but differing developmental deviations.
Selma Fraiberg has illustrated how certain blind babies escape the arrest in
growth pattern, the passivity, lack of motoric achievement, and limited
relatedness to people characteristic of many blind infants; they were
encouraged by mothers (and fathers) who could help them relate to others
and find a different but an effective route toward personality organization.
From such parents and babies Fraiberg’s group learned how to teach other
parents to provide the positive feedbacks that enabled their infants to

progress. Such infant studies open up a whole new area of intervention in
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infants with a variety of serious physical conditions hindering the usual

growth process.

Those disturbances of growth and development secondary to central
nervous system deficits appear to be occurring more frequently. The physical
disabilities of cerebral palsy are often accompanied by distortions,
irregularities, or failures in different development lines, the most common of

which is mental retardation.

The syndrome called most often minimal brain damage is highly
controversial, but children displaying the symptoms of hyperkinesis,
distractibility, impulsivity, and difficulties in learning are generally
considered to suffer from cerebral cortical damage of a diffuse nature. It is
these children who respond well in a high proportion of instances to the
amphetamines. They show diffuse abnormalities in the electroencephalogram
and in electromyography. Their difficulties in learning to read and write and
in developing abstract concepts are associated with difficulties in perceptual
motor functions, spatial orientation, and cerebral integration or
organizational capacities. Specific neurological lesions are rarely found, and
the diagnosis must usually be made on history and the above
symptomatology. Recent studies indicate that though the hyperkinesis often
abates during adolescence, the defects in learning capacities, social

adaptation, frustration tolerance, and other basic ego functions persist.
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The evaluation of the developmental status and level of functioning of a
child with a major sensory or central nervous system handicap or other major
physical impairment requires a synthesis of information from neurologists,
educators, pediatricians, and other specialists with the history given by the
parents and the assessment of child and family by the child psychiatrist at the
time of referral. However, a careful psychological evaluation may be
minimized in the study of the many dimensions to be assessed in a child with
severe epilepsy, cerebral palsy, serious birth defects, club feet, or cleft palate.
Nonetheless, there are certain key psychological issues that require attention
and must be the focus of management planning from the standpoint of
personality growth and development. The first is the profound effect of such
disabilities and defects on the self-esteem of the child. The vulnerability of his
sense of self and self-worth may lead to an exaggeration of the significance of
a defect, for instance, a convulsive disorder or a cleft palate, so that the child’s
self-image is that of one generally and severely defective or hopelessly
inadequate. Such a self-image will interfere with the thrust of progressive
development and may make all efforts at education of the child very
disappointing. The second point is the role of the child’s guilt, which may be
overlooked in the perception of the family’s complicated ways of dealing with
its own ubiquitous feelings of guilt. The child must deal with the hostility he
feels because of his condition; increased aggressive impulses may be

mobilized by the physical care of his handicap, for instance, immobilization in
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a plastic cast, painful operative procedures, hospitalizations, medications, and
restriction of activity. If the child internalizes his hostility, he suffers from a
heavy load of guilt which interferes with his relationships with people and
with his achieving and predisposes him for masochistic destructive character
formation. If he has to project his feeling of hostility, a greater or lesser
degree of paranoid thinking and behavior will color his reactions and

interactions. The latter occurs frequently in juvenile diabetics.

The management of these handicapped children depends on a skillful
synthesis of the evaluations of their total potential for growth and the
coordination of efforts of several specialists from different disciplines to
promote the child’s development. Psychoeducation, psychotherapy, drug
treatment, and parental counseling may be needed concomitantly,
intermittently, or sequentially for longer or shorter periods. These various
treatments may be indicated particularly at such times when maturational
and developmental milestones tend to create additional stress situations for
these children (for example, during the early school years, on entering

puberty, and in the course of adolescence).

Developmental Irregularities or Failures

The grouping of developmental irregularities or failures is a far more

significant sector of childhood emotional disorders than we have realized and

American Handbook of Psychiatry - Volume 2 229



one about which we have somewhat more understanding today than we had a
decade ago. The work of the Hampstead Clinic, studies of psychotic children,
the experiences of our colleagues in psychoeducation, and clinical contacts
with culturally deprived children have demonstrated to us that in certain
children, specific ego functions have not developed or developed more slowly
or faster than others, or developed only partially, leading to a wide range of
symptoms. The model of childhood neurosis on which the concepts of child
psychotherapy were built does not apply directly to these children, and there
is no doubt but that many of our failures in management have come because
we have assumed that we were treating neurotic children whose
achievements had been lost or undone through regression. The distinction is
an important one to make, since quite different therapeutic approaches may
be needed to ameliorate a developmental failure from those useful for a child
in a neurotic regressive state. It is, however, a differentiation that may be
confusing and difficult to make. Our need for more careful and systematic

clinical research is obvious.

A child’s failure to reach the expected level of growth may show up
anywhere within the structure of his personality. It may concern the
milestones of his first year, it may involve a lagging in drive development or
in a wide variety of ego functions, it may appear in superego formation. Anna

Freud wrote,
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Developmental irregularities and failures confront the clinician with
many problems, foremost among them the need to differentiate between the
causes for them. Retardation of milestones in the first year of life raises the
suspicion of organic damage. Delay in drive development may either be due
to constitutional factors or may be determined environmentally by
inadequate response from the parental objects. Ego retardation is frequently
due to poor endowment, but, as the study of many underprivileged children
has revealed, equally often the consequence of lack of proper environmental
stimulation. Arrested superego development may be part of general ego
retardation and share its causation or it may be due to the lack of adequate
objects in the child’s environment or to separation from them; or to internal
failure to form relations to other objects; or to the qualities of the parental
personalities with whom the child identifies. Traumatic experience may at
any time endanger progress in any direction or, at worst, bring forward

development to a standstill.

A. Freud agrees to the difficulties in distinguishing between these types
of damages to development and those that represent the undoing of
developmental achievements after they have been acquired and which are
due to regressions and inhibitions based on conflict.

The most reliable hallmarks of neurosis are anxiety, guilt and conflict
while in contrast to these, the various types of developmental arrest may

remain internally undisputed, especially in those cases where the arrest
affects more than one sector of the personality. But this diagnostic
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indicator too cannot be trusted in all instances.

The management of developmental irregularities and failures is best
effected by variants of educational methods directed at the promotion of the
functions that have been arrested or distorted. Psychoeducational programs,
behavioral modification techniques, and group therapy with a heavy
emphasis on ego training are among the most effective modes presently
employed. Whatever modality is chosen, the issue of relatedness to the
teacher, clinician, or therapist is of primary importance. We learned years ago
in the pioneer work with psychotic young children that ego growth, ego
synthesis, and integration can be promoted only in the setting of an object
relation; this lesson holds for children whose developmental failures are

based on less overwhelming traumatic experiences or failures to thrive.

Psychoneuroses of Childhood

The psychoneuroses of childhood, the most familiar category of the
diagnoses associated with psychoanalytic concepts and dynamic psychiatry,
are among the more controversial today. Of course, the model was derived
from the psychoanalysis of adults; as more sophistication in determining
developmental stages and particularly the development of various ego
functions emerged, it was observed that these stages of development and
functions of the ego did not always mature in unison; hence a more frequent

difficulty in using the adult diagnoses arose. It became apparent that full-
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blown psychoneurotic syndromes did not appear as often in childhood as in

later life and that this finding was to be expected.

The obsessive-compulsive neurosis in children resembles more closely

the adult picture, and there is little disagreement about these cases.

The picture of a hysterical psychoneurosis in a child appears more
severe than its adult counterpart, and on examination, the child usually
presents an hysterical character with many pregenital features, especially of
an oral nature. The more transient reversible neurotic behaviors no longer
are commonly seen in child psychiatric clinics, since pediatricians, school
counselors, or social workers are more likely to deal with them than

psychiatrists.

The very nature of childhood complicates the process of diagnosis and
nowhere more clearly than in the category of the psychoneuroses. The very
same factors, however, contribute to a fluidity and a potential for change that
can alter the psychopathological state and the developmental stasis in a
fashion that would be astonishing in an adult. Our management measures and
prognostications need to reflect the range of possibilities for change that

development and life events can bring about.

The disorders in the oedipal period present some of the most clear-cut

examples of psychoneuroses seen in children. The struggles of the young
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child to maintain his psychic equilibrium in the face of conflicting wishes to
win the favor of one parent while vanquishing the other, both of whom he
needs and cherishes, precede the thrust of active exploration of the outside
world which entering first grade provides. His conflicts in this triangular
situation in which both sexual and aggressive impulses are invested are
unconscious, and the pursuant anxiety leads to a number of defensive
operations and symptoms that characterize the neurotic picture. Little Hans is
the classical example in the psychoanalytic literature of a neurotic youngster
of this age; his phobias, his behavior toward his parents, and his shifting
explanations of his difficulties illustrate his preoccupations with his parents
and the resulting picture when the boy could not handle his conflicting needs,

wishes, and fears.

Psychoneuroses are based on unconscious conflicts over the handling of
sexual and aggressive impulses, which though removed from awareness
through the mechanism of repression in combination with a number of other
defenses, such as denial and displacement, remain active and unresolved.
Though conflicts may begin and remain to some degree active during the
preschool years, the life situation triggering a neurotic formation is the child’s
sharp conflict in the triangular position with his parents. His sexual and
aggressive wishes toward them become unbearable, and he develops
symptoms of anxiety, regression, phobias, physical complaints, and so on. If

the child cannot resolve his conflicts and renounce his wishes as the
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developmental progression provides him with more flexible and effective
defenses, his conflicts about and with his parents become internalized and
tend to assume a chronic character. Modifications can occur with
development; environmental change and manipulation can influence the
symptomatology, but the more usual natural history demonstrates a self-
perpetuating or repetitive nature. The neurotic difficulties usually manifest
themselves in an interference with an important object relationship, the
child’s own feelings and wishes become incongruent with the expectations of
parent or sibling and later with the child’s own inner standards of
acceptability. The resulting ambivalences toward parent or sibling figures are
readily transferred in school or play to teachers and playmates who are
invested with strong emotions and fantasies displaced from the actual
situation and original cast of characters. In other children the ambivalences
hold them fast to the family and prevent the child’s moving toward new

objects.

Much energy can be spent on futile discussions of whether a child’s
conflicts existed before the oedipal period or rather arose only at that time.
Problems during early childhood can provide fertile soil for intensified

conflict, symptom formation, and defense evoked by the oedipal struggles.

Neurotic children usually relate well to a clinician; there is a history of

developmental achievements and of positive attitudes toward neighbors,
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friends, or teachers which contrast with the dismal history that may
accompany more disturbed children. This contrast leads some mental health
professionals to minimize the needs of the neurotic child for specific
treatment because “he isn’t as sick as the others, and they need it more” (for
instance, the disorganized, borderline, or psychotic child) and because they

expect that “he will grow out of” his disability.

There is a related belief that poor and minority group children do not
suffer from psychoneuroses and that only middle- or upper- class boys and
girls do so. Though it is probably true that the proportions vary in the two
populations it is likely that there are many more instances of psychoneuroses
in the inner- city population than are correctly diagnosed in busy mental

health facilities.

The clinical judgment that neurotic children are less sick and so deserve
less attention leaves out of consideration several significant factors: (1) the
constricting and warping influence of unresolved neurotic conflicts on
personality and character formation; (2) the necessity for appropriate
treatment if more than transient symptom relief is to be attained; and (3) the
potential of these children for optimal self-realization and contributions to

our society if their capacities can be freed for growth and progression.

Two eventualities are observed repeatedly in families studied in clinics,
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and each illustrates the burden of unresolved childhood neuroses extending
into adult life and distorting adult functioning, namely, chronic
underachievement in work, in love, and in play and an often painful

interference with parental functioning.

As mentioned earlier, the older divisions of the neuroses of childhood
and youth into the hysterias and the obsessive-compulsive neuroses have
recently met with dissatisfaction. The latter condition is one most observers
describe in a similar fashion: The anxieties produced by unconscious conflict
and involving particularly aggressive impulses and wishes are defended
against and defused by a preoccupation with stereotyped acts or rituals also
serving the purpose of binding anxieties. The nuclear conflict from which the
child regresses is that engendered by the triangular situation with the wishes
toward the' parent of the opposite sex poised against those of an aggressive
nature toward the parent of the same sex. The neurotic child does not know
why he pursues these thoughts or acts, but failure to think such aggressive
thoughts brings on such anxiety that it is difficult indeed to persuade him to
refrain from them long enough to discover their links to charged affects and
memories. Obsessional children are often highly intellectual, deeply
interested in acquiring facts, valuing knowledge, and isolating from their
awareness feelings or the memories of fantasies and emotions. They rely
heavily on denying their aggressive thoughts and impulses, persuading

themselves of holding precisely the opposite sentiments: These reaction
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formations protect them from a guilty awareness of their hostile and cruel
impulses. Their internalized standards are very strict and can lead to a
progressive restriction as the child struggles to defuse the dangerous
impulses and take distance from them. A strong belief in magic pervades the
obsessional child’s attitude toward the world, and words are especially
invested with power, being equated with acts. As we learn more of such a
child, we are likely to find that his relations with people at one point were less
ambivalent and less polarized between love and hate, and we can find
evidence that the triangular relationship with his parents was a highly
stressful one for him. The nature of the obsessional’s preoccupations and of
his object relations suggests a regression to anal-retentive modes with the
sadistic coloring often characteristic of fantasies and impulses of this

developmental level.

Current doubts about an entity of hysterical psychoneurosis are
illustrated by the omission of this diagnosis in the GAP report. There is a
rubric of hysterical personality disorder, but the section on the
psychoneuroses lists in addition to the obsessional neurosis the following:
psychoneurosis anxiety type, phobic type, conversion type, dissociative type,
and depressive type. The likelihood is that many clinicians would place the
children that the GAP report describes in these subcategories into the group
of hysterical psychoneurosis. These children are apt to be lively, warm,

perhaps seductive, and rather charmingly immature. They cling in a coy
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manner to important objects and give the impression of accomplishing less
than they are capable of. Their ways of relating and behaving are often highly
eroticized, and therapy with them may become stalemated on this issue.
Often they come to our attention because of a physical complaint “for which
no organic cause has been found,” and their attitude toward a serious
dysfunction is one of apparent indifference unless or until therapeutic work

with them begins to disturb their defensive facade.

The immature and dependent stance of these children coupled with
considerable oral preoccupation leads the unwary to assume the child’s
psychopathology is centered at an earlier level than that of the oedipal
struggles. Their easy regression and preference for this mode of combatting
anxiety can be problems in therapy as well as diagnosis. Careful history taking
reveals that the child has mastered relatively well the various developmental
tasks, but at the time of referral is functioning less maturely than that history
would lead one to expect. Phobias of a fleeting or more lasting nature,
nightmares, temper tantrums, and impulsiveness are reported. Particularly

common is underachieving in school.

In some children, overt anxiety is such a prominent symptom that
anxiety hysteria or anxiety neurosis is the diagnostic label applied. The
impression one receives is that the defenses of repression, denial, and

regression were not sufficient to contain the anxiety engendered by the
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conflicts over sexual and aggressive impulses. Though phobias are the
example par excellence of the neuroses of early childhood, grade school
children may demonstrate this symptom as the predominant compromise
formation. Similarly, though depressive moods may appear in any hysterical
neurosis, some children respond to their guilt and anxiety with sufficient
depression so that the sadness, expressions of unworthiness, and self-

abnegation take precedence over the other symptoms.

The treatment of choice for most psychoneuroses of childhood is
psychoanalytic psychotherapy. Aimed at helping the child overcome the
blocks to his progressive development, the psychotherapy utilizes an object
relation with a reliable and interested adult to strengthen the child’s more
mature defensive and adaptive ego functions and to diminish the hold of
pathological modes of dealing with conflict and anxiety. Fantasy material and
transference elements often appear and may be used in psychotherapy. When
developmental stasis threatens several important lines of development and
the child’s problems though clearly neurotic are of long-standing,
psychoanalysis should be considered, since it permits a systematic
exploration and working through of the neurotic conflicts. A consultation with
a child analyst, followed perhaps by his diagnostic exploration, can clarify
issues of diagnosis, choice of management, and prognosis for the family and
referring agent. Each child psychiatric facility regularly sees children for

whom psychoanalysis is indicated: Where child analysts are available, their

www.freepsychotherapybooks.org 240



services for diagnosis and psychoanalytic treatment should be utilized as one

element in the range of comprehensive child services.

Psychoeducational techniques, group activities, and/or drug therapy
may be needed to supplement psychotherapy. To use these approaches as
replacements for one-to-one psychotherapy does not give the child an
optimal opportunity to master developmental and situational conflicts and to

promote his personality growth.

The Personality Disorders

A large number of grade school children referred to child psychiatrists,
clinics, and mental health centers today make up a fourth major grouping, the
character and chronic behavioral disturbances or as the GAP report terms
them, the personality disorders. The GAP classification lists the following
subcategories: compulsive personality; hysterical personality; anxious
personality; the overly dependent, oppositional, overly inhibited, overly
independent personalities; the isolated and the mistrustful personalities; the
tension-discharge disorders, the sociosyntonic personality disorders, sexual
deviation; and other personality disorders. The descriptions of these
subcategories point to the usefulness of the continuum concept in discussing

this major grouping:

At one end are relatively well organized personalities with, for example,
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constructively compulsive traits or somewhat over dependent
characteristics representing mild to moderate exaggeration of healthy
personality trends. ... At the other end are markedly impulsive, sometimes
poorly organized personalities that dramatically come into conflict with
society over their sexual or social patterns of behavior.

Each classifier and many clinicians have tended to divide up this group
using terms to suit their own preferences and experiences. However, whether
their disturbances are called character disorders, behavioral disturbances, or
personality disorders, these children tend to resemble one another in the
relative rigidity and chronicity of their pathological trends. The extent of the
pathological handicaps will of course vary with the location of the condition
on the diagnostic continuum, and within any one subcategory, children will

differ in their susceptibility to change and limitation of functioning.

In contrast to the children suffering from neurotic disorders, children
with serious personality or character disorders do not experience an inner
sense of conflict, always present in the former group. The battle is between
them and the outside world, that is, their parents, the teacher, the police, or
courts but not within themselves. They are markedly unable to tolerate delay
or frustration, and their capacity to bear ambivalence, anxiety, and
depression is conspicuously low; in serious cases it is almost absent. It is not
surprising, therefore, that their attempts at coping are geared mainly to
adapting their environment to their needs rather than adapting to it. Their

relationships to people are shallow and mainly based on need fulfillment.
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Their orientation is self- rather than other-directed. Their superego is not
patterned after an identification with a respected and loved parent figure, but
appears mainly the product of early childhood projections and views of adults

as cruel, ruthless, intransigent, and exceptionally powerful.

We find, on closer scrutiny of these children, serious defects in reality
testing, distortions in their self-image of almost delusional fixity, and a
paucity of adaptive and defensive ego mechanisms perhaps best

characterized by the phrase “few strings on his bow.”

In their histories we repeatedly encounter serious disturbances in the
quality of the early mother-child relationships, such as emotional neglect
owing to depression and withdrawal on the part of one or both parents,
unpredictability and inconsistency on the part of the child’s mother, an
identification of the child by the parent with a hated, disturbed, or delinquent
relative, wife, or husband. These are factors that seriously affect a child’s

relationship to his early love objects and from them, people in general.

Bowlby’s first work with delinquents led him to study the early history
of these boys: He found a conspicuous number of instances of separation from
and loss of the mother during the first three years of life. Such an experience
of maternal loss was particularly common in those children whom he called

“affectionless characters,” that is, those boys with no apparent relatedness to
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others and a very limited capacity to make a relationship when one was
available to them. The refinements of Bowlby’s formulations, which further
research has elucidated, brought out (1) that the loss of the mother may have
been symbolic and not actual, due to a mother’s postpartum depression, a
chaotic family situation, or her serious physical illness; and (2) that the
provision, planned or fortuitous, of a mother surrogate during the early
months and years of a child’s life could counter the destructive effects of

physical or psychological absence of the biological mother.

Some of these patients have been moved from one foster home to
another, deserted at birth by their parents and adopted by no one. Some lost
their parents because of the latter’s severe psychopathology, which rendered
the child intolerable to them when he began to assert his independence. A
series of losses not infrequently punctuates the child’s life, and his capacity to

care about others is seriously incapacitated.

These children suffer from low self-esteem, which they try to counter by
negation. They have to prove their power, vulnerability, and cunning
repeatedly to themselves and to deny their rage and frustration by

rationalization, denial, and projection.

The concept of the continuum of severity of personality disorders is

useful to alert us to the possibility that a child’s emotional disorder may
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change over a period of observation. Though we are more apt to be impressed
by the children who move from the less to the more serious end of the
emotional disturbance continuum, we need to keep in mind that precisely
because our patients are children, change toward less restrictive and more
hopeful states is possible and does occur. Developmental thrusts and
unexpected life situations can influence pathological trends so that significant
positive change takes place even in a child with relatively fixed and
widespread pathological trends. Certainly until puberty and adolescent
reorganization have wrought their changes, we cannot view even severe
character disorders as rarely susceptible to change. During the grade school
years, the coming together of such a youngster with an adult who cares for
him can effect a significant change in his object relating, his behavior, and his
general ego growth. These possibilities should be kept in mind in planning
therapeutic management for all the boys and girls who fall within this broad

rubric of personality disorders.

For many grade school children with personality disorders on the
nearer to the neurotic end of the continuum, psychotherapy may be very
effective. A consistent caring object who will become a stable element in the
child’s life, to whom he can return when new crises, losses, or developmental
demands again restrict or cut him off from rewarding relationships and
activities, can help the child modulate his fixed attitudes and reach out for

new objects and achievements. These children can become attached to the
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setting so that they expect help from “that place” even if the therapist is no
longer there. A long-term investment of the facility, even though there will be
many periods of silence from the child, is indicated; it is not likely that one
round of treatment will be sufficient to keep him moving forward unless he is
fortunate indeed in his life situation. This is particularly the case with

children displaying schizoid, paranoid, or obsessional character traits.

Time-limited psychotherapy with a focus on loss and separation offers a
great deal to these children. They are more apt to be referred when their
equilibrium is upset by significant losses, a father leaving, the death of an
older brother, a depression of the mother. The re- experiencing of recent and
more remote losses in the setting of a therapeutic relationship, which the
child knows is specifically limited in time, can promote a degree of mastery of
loss and a forward thrust that is surprising if one has not witnessed the
changes possible. Follow up and contacts with the family after the

termination of the treatment are wise.

Group therapy is a felicitous approach for most children in this large
category. Because of early deprivations and ambivalences toward adults, they
are prone to reach out to their peers and gain important nutriment for growth
through group identifications, support, and new activities. Individual and
group therapy can go on simultaneously or one follow the other. In the

interests of using professional time and the family’s time wisely, the decision

www.freepsychotherapybooks.org 246



about which modality or what sequence should be made following the

diagnostic process.

Psychoeducational techniques in psychiatric day-care programs are
becoming popular and may well hold promise as they stimulate the child to

learn and to achieve with his peers and in an understanding milieu.

Drug therapy for overactive, overanxious, depressed, or paranoid
children is a modality that should be used alone or in combination with other
treatment approaches on the basis of a diagnostic rationale. Careful medical

supervision and evaluation of drug effects are important.

For certain very deprived and character- disordered children, the
encouragement and support of their relationship with an adult important to
them are the key to promoting their development. A scoutmaster, agency
worker, probation officer, or “big brother” may with professional guidance
use his tie to the child to achieve far more than a new therapist or a specific
new modality could. Agency resources for camping, recreational programs in
settlement houses, and medical care can make up useful facets of a total push

program to which the child’s response can be gratifying to all.

Children with antisocial character disorders may be more amenable to a
variety of treatment modalities if these are carried out within the context of a

court or youth service connection. Limits put on these children and their
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families are apt to be necessary if any psychiatric or mental health approach
is to be helpful; the personnel of such agencies can often supply important
relationships and opportunities so that more of a total push on the child’s

behalf is feasible.

Conclusions

We have presented the thesis that events of the past decade have
propelled us to plan for and work with a much wider variety of children as
well as a much larger number of children than was true in the past. We have
pointed out the crucial role of nosological classifications and the diagnostic
process in selecting the most likely modes of therapeutic management for a
specific child at that point in time. Our conviction that we need more
systematic and sophisticated clinical and epidemiological research to guide
our efforts in planning for and caring for hundreds of thousands of disturbed
children in this country has, we hope, been made vividly evident. We have
encouraged our colleagues to use the GAP report classification, or others if
they prefer these, but to press on with planning our comprehensive services
for children on a more rational and scientific basis. We have discussed four

major groupings of children and offered certain management suggestions.

The number of children with serious emotional disturbances in this

country faces us with an urgent problem in child care. We identify daily in our
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clinics and offices many examples of severe emotional and intellectual
dysfunctioning. But these are children; they have the forces of development
on their side. They are susceptible to positive as well as negative changes in
their life situations. We have much to hope for and much to do if we use our
knowledge, refine our techniques, and unearth more precise ways of fitting
our management measures to the assets and needs of the children for whom

we are responsible.
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CHAPTER 5
DISTINGUISHING AND CLASSIFYING THE INDIVIDUAL
SCHIZOPHRENIC CHILD

William Goldfarb

Childhood schizophrenia covers a wide range of the most extreme forms
of behavior disorder in children in the period between birth and pubescence.
In psychiatric discussion, it is sometimes known by other names as well, for
example, “childhood psychosis.” All these names refer to a very wide variety
of disorders, so that it is usually uncertain what specific range of deviations is
covered in the use of these terms. However, most workers with particular
interest in this broad range of childhood deviancy have doubts about the
usefulness of applying in mechanical and uncritical fashion to the condition of
childhood schizophrenia the principles and facts that pertain to the

symptoms, processes, and etiology of adult schizophrenia.

Whatever may be the relationship between childhood and adult
reactions, it is still wise to study and illuminate schizophrenic reactions in
childhood apart from those noted in adulthood. Our most urgent
requirements are sensitivity to individual variations among schizophrenic
children in their patterns of adaptation and life course and precise sub-
classification in order to accomplish more homogeneous sub-clusters of

schizophrenic children.
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Even though it is often not clear just which specific aspects of the broad
category of childhood schizophrenia may be under consideration in a given
study or report, there is general agreement regarding the broad diagnosis of
childhood schizophrenia. There is an increasingly clearer understanding of its
relationship to other childhood disorders, based on sharper delineations of
the contributing factors and the phenomenological expressions. Thus,

therapeutic skill has grown and key issues have emerged more precisely.

It is accordingly the purpose of this chapter to present a summary of the
historical diagnostic and etiological issues connected with the study of
childhood schizophrenia in a manner that might be of practical use in
developing an approach to the management and observation of those
children who are found in this category of behavioral disorder. This brief
presentation will be utilized to cast light on some important questions which
urgently need to be answered at this time. What is the link between childhood
schizophrenia and adult schizophrenia? How homogeneous are children
diagnosed as schizophrenic? For clarifying the study of the growth and
development of schizophrenic children, how can schizophrenic children be

sub-classified so as to achieve homogenous sub-clusters of children?

Detailed reviews of childhood schizophrenia and annotated
bibliographies are available, and these will not be replicated. Rather, an effort

will be made to draw out of the vast, oftimes confusing, literature essential
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conviction and information that can be applied in a simple and direct fashion
in the treatment and study of childhood schizophrenia. In this distillation of
thought and practice, we have been influenced by pragmatic experience in the

treatment and investigation of psychotic conditions in childhood.

A review of the history of the construct embodied in the phrase “the
schizophrenic syndrome of childhood” will serve to expose some major
contemporary issues in the study and treatment of the behavioral
impairments to which it refers. In the historical review we will first consider
the relationship of childhood schizophrenia to adult schizophrenia. A
historical perspective will serve to emphasize the key significance of
maturation and its disturbance in the manifestations of childhood
schizophrenia. Then the presentation of criteria for diagnosis will stress the
very broad range of children who are filtered out by present diagnostic
methods. Similarly, the discussion of etiology that follows will evaluate the
merits of multi-causal versus uni-causal hypotheses as a basis for elaborating
programs of treatment and research. Based on an awareness of the diversity
of children termed schizophrenic and the complex kind of interplay between
social, intrapsychic, and biological factors, a practical basis for sub-
classification will be suggested. The transactional point of view of the
deviations of schizophrenic children is used in deciding how to sub-classify
the children in meaningful and homogeneous sub-clusters. It is also the basis

for an individualized approach to their care and corrective treatment.
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Historical Sources of the Construct “Childhood Schizophrenia”

Currently, there is a strong disposition in the field of psychiatry to link
childhood and adult schizophrenia. The similarity in names has reinforced
this trend; but this is hardly a relevant or logical basis for such association,
since similar-names could have been supplied to different conditions. A
historical perspective is more useful for casting light on the impetus to
connect the two classes of disorder, although historic association in the
evolution of thought regarding the two psychiatric entities is also not
evidence in itself that they represent a single class of disorder manifested at

different times in life.

Contemporary concepts of childhood psychosis generally followed in
the wake of developments in the delineation of adult psychosis. Even the
names assigned the very severe behavioral disturbances in childhood were
borrowed from those assigned to adult disturbances. For example, diagnostic
labels, such as “dementia infantilis” and “dementia praecocissima” followed
Kraepelin's definition of dementia praecox in adolescence and adult years. In
the same way, the diagnostic phrase “childhood schizophrenia” followed

Bleuler’s definitions of the adolescent and adult schizophrenia.

In their fundamental contributions to adult psychiatry, both Kraepelin
and Bleuler referred to on occasional, albeit infrequent, onset of the

psychiatric disorders in childhood years. Kraepelin, for example, reported
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that 3.5 percent of his patients with dementia praecox had been under ten
years of age at time of onset; Bleuler similarly reported that 5 percent of his
schizophrenic patients had been under ten years of age at onset. It is difficult
to interpret what bearing these data have on the question of the link between
adult and childhood schizophrenias. Both writers had little experience with
young children, and they did not offer descriptions of predisposing traits and
circumstances in childhood. Nor is it clear what modifications they made in
applying criteria for adult diagnosis to children. Kraepelin’s descriptions of
simple, hebephrenic, paranoid, and catatonic reactions in dementia praecox
are still considered pertinent in the categorization of adult schizophrenic
reactions. However, generally speaking, these four syndromes have not been
regarded as applicable to childhood reactions. Bleuler’s precise definition of
the symptoms of schizophrenia were more applicable to children. During the
1930’s and 1940’s child psychiatrists became intrigued by the likelihood that
typical schizophrenic reactions could appear long before adolescence. On the
other hand, they recognized that symptomatic expression of psychosis in
childhood was influenced by the child’s cognitive immaturity. Potter, for
example, explained the infrequency and simplicity of the delusional reactions
in psychotic children by their limitations in language and their concreteness
of thought. Even Bleuler’'s symptoms had to be modified if they were to be

used in the categorization of aberrant behaviors in children.

Progress in the definition and understanding of the psychoses of
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childhood thus began with the elaboration of symptomatic criteria uniquely
suited to the forms and boundaries of childhood expression. Even more
crucially, a great impetus to the evolution of understanding and diagnosis of
childhood psychoses was the recognition that the definable entities of
childhood psychosis all represented patterns of disorganization or
impairment in behavioral maturation. Thus, psychiatrists were impelled first
to search for early onset histories of schizophrenia. They soon discovered,
however, that the criteria used in the diagnosis of schizophrenic reactions in
adolescent or later years had to be modified to include forms of behavior that
are uniquely evident in early childhood. In this extrapolation, they made the
rather large assumption of equivalence in psychopathological and dynamic
significance of the different forms of deviant expression in childhood and
later years. Finally, they discarded their efforts to find childhood equivalents
of adult schizophrenic symptoms. Instead they tended to stress maturational
deficit as the primary signs of psychosis. When they took this necessary
diagnostic step it became evident that the presumed link between childhood
schizophrenia and adult schizophrenia was tenuous indeed. It became clear
that though historically there had been expressed a historic relationship
between the two classes of impairment which had led to an equivalence in
names, it did not follow that there was an equivalence in psychological

significance and certainly not in etiology.

This historic trend toward differentiation of the two conditions should
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become evident if one compares Bleuler’s criteria for the diagnosis of adult
schizophrenia with more recent criteria for diagnosis of childhood psychosis.
Bleuler described primary and secondary symptoms of schizophrenia.
Primary symptoms included (1) autism, that is, the unusual predominance of
inner fantasy life over reality, (2) fragmentation and lack of continuity of
association, (3) affective disharmony and disturbance, and (4) extreme
emotional ambivalence. Secondary symptoms included (1) hallucinations, (2)

delusions, (3) illusions, and (4) motor aberrations, such as catatonia.

In one of the earlier applications of Bleuler’s criteria in the diagnosis of
childhood schizophrenia, Potter proposed the following criteria: (1) a
generalized retraction of interests from the environment; (2) unrealistic
thinking, feeling, acting; (3) disturbances of thought, for example, blocking,
condensation, symbolization, perseveration, incoherence, and diminution; (4)
defect in emotional rapport; (5) diminution, rigidity, and distortion of affect;
(6) behavioral alteration, exaggerated increase or decrease in motility, or
bizarre, perseverative, stereotyped behavior. The absence of Bleuler’s
secondary symptoms, such as hallucinations and delusions, in Potter’s criteria
for diagnosis of childhood schizophrenia is noteworthy, inasmuch as Potter
felt this reflected the immaturity of the children. Potter’s criteria are, perhaps,
more related to Bleuler’s primary symptoms, although even these adult and
child criteria do not precisely replicate each other. Potter’s symptoms of

childhood schizophrenia represent an early recognition that, quite unlike the
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approach to adult schizophrenia, diagnosis of childhood schizophrenia is
based on the observation of developmental deviation in crucial, purposeful

functions.

Bradley and Bowen reflected the developing empiricism and the
recognition that adult criteria were not suitable for diagnosis of childhood
schizophrenia. They asked themselves what traits do in fact characterize
schizophrenic children. They described observable, objective symptoms in a
group of children under therapeutic observation, including four children with
actual schizophrenic psychosis and ten children with evidences of schizoid
personalities. (Implicitly, none of the children replicated precisely all the
attributes of Bleuler’s adult schizophrenia and certainly not of Kraepelin’s
dementia praecox.) Eight characteristics differentiated these 14 children from
124 other children admitted to residential treatment. In order of frequency
these traits were (1) seclusiveness, (2) instability when seclusiveness was
disturbed, (3) daydreaming, (4) bizarre behavior, (5) diminution in number
of personal interests, (6) regressive nature of personal interests, (7)
sensitivity to comment and criticism, (8) physical inactivity. Bradley was
impressed, however, with the primary symptomatic significance of
seclusiveness, bizarre behavior, and regression. These three primary or key
symptoms have little obvious link to Bleuler’s primary symptoms of adult
schizophrenia, which still represent the current key criteria of adolescent and

adult schizophrenia. Bradley recommended that the diagnosis of childhood
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schizophrenia be founded chiefly on aberrations in the child’s psychological

growth.

Beginning in the 1950’s, the emphasis on dysmaturation as the key to
diagnosis of childhood schizophrenia was represented in the work of two

major observers in the field, Lauretta Bender and Leo Kanner.

Although convinced from the beginning that childhood schizophrenia
was related etiologically to adult schizophrenia and that both were
genetically determined, Bender’s many important descriptions of childhood
schizophrenia have emphasized the central significance of disturbances in
growth. The symptoms she recommended for diagnosis had little obvious link
to the adult manifestations of schizophrenia. Indeed at one point, she noted
that childhood schizophrenia could assume forms that subsumed every
variety of childhood disorder. Thus she described a pseudo-defective type, a
pseudo-neurotic type, a psychosomatic type, a pseudo-psychopathic type, a
type with frank psychotic expression, and a latent type. Suffice it to say that
she proposed that the central core of schizophrenia, which is expressed in
many forms, is “a total psychological disorder in the regulation of maturation
of all the basic behavior functions seen clinically in childhood. Thus it is a
maturation lag with embryonic features as characterized by primitive
(embryonic) plasticity in all patterned behavior in the autonomic or

vegetative, perceptual, motor, intellectual, emotional and social areas.” It is
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difficult to appreciate sufficiently the historic significance of Bender’s
exquisite clinical descriptions which anticipated virtually all later descriptive
and phenomenological investigation of schizophrenic children and which
focused the attention of all subsequent observers on disturbances in
biological and psychological maturation as a key to diagnosis. Again, however,
we should like to stress that, although convinced herself of the unity of
childhood and adult schizophrenia, Bender’s criteria for diagnosis of
childhood schizophrenia had no prima facie connection with Bleuler’s

primary and secondary symptoms of adult schizophrenia.

The second major observer was Kanner who, during 1942, published his
classical report on early infantile autism. This report is still the best
description of the autistic syndrome. Kanner’s criteria for the diagnosis of

infantile autism were as follows:

1. Aloneness, extreme in degree and evident in earliest infancy. The
babies do not respond with normal anticipatory gestures as
the adults reach to pick them up and do not adapt to the
bodies of those who hold them.

2. Impaired communication. Speech and language are not used for the
purposes of communication. Often the children are entirely
mute or, if speech is present, it is echolalic and does not
convey meaning. Pronominal reversals and literalness are
frequent; and affirmation is expressed by repetition rather

than the use of the word “yes.”
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3. Obsessive insistence on the maintenance of sameness, with great
anxiety in new and unfamiliar situations, and with repetitive

ritualistic preoccupation.

4. Fascination for objects, in contrast to disinterest in people.

Kanner and his closest colleague, Eisenberg, differentiated infantile
autism from schizophrenia on the basis of onset history, course, and familial
background. Thus, they held that, in contrast to schizophrenia, autism starts
extremely early in infancy and the relatives of autistic children presumably do
not show abnormally high incidence of schizophrenia. They also
differentiated autism from mental deficiency, since the autistic child
presumably shows segmental areas of normal or even superior intellectual
capacity. Eisenberg recommended that the expression “infantile autism” be
restricted in use to children with psychotic onset during the first year of life
and schizophrenia to children with psychotic onset at eight years or older.
Bender included autistic aberrations in her concept of multiple
manifestations of a total psychological and maturational failure termed
“schizophrenia.” Others supported Kanner’s separation of the early autistic
reaction from childhood schizophrenia. In contrast to Kanner and Rutter,
some workers observed an unusually large ratio of schizophrenic parents in
the families of children with early psychotic onset. Certainly Rimland’s
recommendations for differentiating the autistic children from schizophrenic

children on the basis of signs in the former such as physical beauty, normal
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electroencephalograms, excellence in motor capacity, uniformly high
intelligence and education of the parents, and the “idiot savant” character of
intellectual organization are not supported by systematic clinical or
experimental observation; indeed, these characteristics are often missing in
children with early onset. It is safe to assume that apart from age of onset, the
sharp differentiation of infantile autism from other psychotic reactions in

early childhood is still uncertain.

As in Bender’s work, Kanner emphasized developmental impairment in
a broad array of psychological functions. His diagnostic criteria also had little
apparent relationship to the criteria of adult psychosis. All-important
observers after Bender and Kanner have similarly called attention to the
primary importance of maturational disorder in childhood as a key to the

understanding and diagnosis of schizophrenic children.

Of special interest among these observers are those who, while
recognizing predisposing factors, emphasized psychodynamic forces
impeding the psychological growth of psychotic children. Of particular
significance is the work of Mahler. In a series of papers Mahler and her
colleagues developed a psychodynamic approach derived from classical
psychoanalysis. Mahler proposed that normal children move through three
states of self-differentiation. (1) During the autistic phase between birth and

three months, the normal infant is presumably aware of inner stimuli only
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and does not perceive objects outside his body. (2) During the symbiotic
phase of development, beginning at about three months, the child is
incipiently aware of an external object capable of satisfying his needs but
does not sharply differentiate his mother from his image of self. (3) Then at
twelve to eighteen months, during the separation-individuation phase, the
baby begins more sharply to differentiate himself from the non-self. Mahler
postulated that children suffering from the autistic psychosis have not
developed beyond the normal autistic phase. In the symbiotic psychosis,
Mahler postulated that the children have not been able to accommodate to
the challenge of separation and individuation. In a state of panic, these
children may regress to the autistic state, in which a clear personal identity is

totally lacking.

Other workers, too, have represented a psychodynamic bias. Earlier
than most, Despert took a psychotherapeutic position and described the
difficulties of schizophrenic children in attaining normal emotional
relatedness to reality. For many years, Szurek (Boatman and Szurek) related
his therapeutic management of schizophrenic children to a psychodynamic
hypothesis. He proposed that the disorders of schizophrenia result from
emotional conflict and their miscarried resolution. He thus attempted to
alleviate the disorders by intensive psychotherapy of the children and their
parents. Rank and Putnam also emphasized psychodynamic and

developmental features of the disorder.
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Apart from their contributions to the issue of etiology, which we shall be
considering later in this report, Despert, Mahler, Szurek, Rank, Putnam, and
many others like them represent a group of psychiatric observers who have
been impelled by therapeutic, rehabilitative objectives. With this orientation,
they have been primarily concerned with the psychic growth of individual
children over time. This is a developmental approach to childhood psychosis,
in which schizophrenic children are appraised in terms of ontogenetic history

and in the context of normal child development.

To recapitulate, psychiatrists first looked for expressions of adult
psychosis in childhood. They then found that criteria for diagnosis of adult
psychosis needed extensive modification before they could be applied to
children. Soon, also, psychiatrists began to develop criteria that were
uniquely suited to the delineation of extreme behavioral aberrations in
childhood and that were quite unlike those employed for adult diagnosis.
Theoretical or factual links between the criteria used in childhood and those
employed in adulthood have not been well elaborated. These links thus

remain ambiguous.

What hard facts, however, bear on the question? Certainly, virtually by
definition, few individuals who manifest first signs of schizophrenia in
adolescence or adult life will have shown manifestations of childhood

schizophrenia during their early childhood. Follow-up studies of
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schizophrenic children do show more suggestive overlap between diagnosed
schizophrenia of children and schizophrenia of adolescent or later years. The
most frequently reported study, that of Bender and Grugett, stated that 87
percent of a group of children who had been diagnosed schizophrenic during
childhood were diagnosed as schizophrenic during adolescence or adult life.
The very high incidence of adult schizophrenia when schizophrenic children

reach adulthood has been confirmed in virtually all follow-up studies.

In Bennett and Klein’s follow up of fourteen schizophrenic children
thirty years after the diagnosis of childhood schizophrenia, nine were in
hospitals and only one was maintaining himself outside. (Two were dead, and
two could not be located.) Of particular interest was their observation that
the nine hospitalized cases could not be differentiated from other chronically
deteriorated adult schizophrenic patients in the same hospitals. How accurate
is this observation, which at best is a qualitative one? It is undoubtedly
difficult to distinguish the markedly deteriorated adult patient from the very
regressed schizophrenic child who has not succeeded in maturing in adaptive
function as he has grown older. Most follow-up studies are after all
retrospective. There is obvious advantage in observing the schizophrenic
child in a prospective fashion as he matures; for then it frequently becomes
evident that the highly impaired or primitive schizophrenic child changes
very little as he grows older and that his personality in adult years is quite

like that in his childhood. Since he has not deteriorated in his adult years, he
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has not “become” an adult schizophrenic. He is still in a sense a childhood
schizophrenic in personality organization; and his early personality is merely

residing in an older body.

A genetic study, such as that of Kallmann and Roth would seem to
support the notion that childhood schizophrenia and adult schizophrenia are
both processes related to the same gene-specific deficiency state. However,
this study focused on children who had grown normally before onset of the
psychotic disorder. Thus the average age of onset was 8.8 years. In this sense,
the study has little bearing on the processes involved in the very early

childhood psychoses.

In addition to differences in their diagnostic criteria, childhood
schizophrenia and adult schizophrenia each subsume a wide diversity of
disorders. Among schizophrenic children, the range in personality and
adaptive capacity is so great that the diagnosis of childhood schizophrenia
ordinarily has virtually no bearing on the treatment plans formulated for each
individual child. Some of the children are largely devoid of adaptive skills,
including intelligence, language, and social capacity. Others are extremely
bright and verbal but laden with complex psychological defenses. In view of
the heterogeneity of schizophrenic children and the broad diversity of adult
schizophrenic reactions as well, it would seem wise to explore the problems

of childhood schizophrenia apart from any links to adult schizophrenia. In
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addition, empirical experience in the follow up of schizophrenic children has
demonstrated that while a large proportion are ultimately classified as
schizophrenic in late adolescence or adulthood, others are reasonably
classified in other categories of adult pathology, for example, mental
deficiency, organic brain syndrome, and a variety of other classes of disorder.
A primary need is the longitudinal observation of schizophrenic children for
detailed study of variations in life course to be noted among individual
schizophrenic children. Since all of the schizophrenic children to be studied as
individuals are, nevertheless, members of the same gross diagnostic class, a
standard set of diagnostic criteria is required to select such children for

purposes of treatment and study.

Diagnosis of Childhood Schizophrenia

As a general background for discussion of the diagnosis of childhood
schizophrenia, Eisenberg’s approach to a wider classification of childhood
psychoses recommends itself. As in adulthood, psychoses of childhood refer
to deep functional impairments relative to normal children of equal age
including gross disorders in personality, regressive defenses, bizarre and
socially unacceptable behavior, and markedly deficient testing of reality. In
this larger group of psychoses, Eisenberg first differentiated disorders caused
by or associated with impairment of brain tissue and with demonstrable

pathology of brain tissue from psychotic disorders in which structural
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changes in the brain have not as yet been demonstrated.

The psychoses with unequivocally demonstrable brain tissue pathology
include the toxic psychoses (for example, atropine poisoning), metabolic
psychoses (for example, pellagra), degenerative psychoses (for example,
Schilder’s disease), and infectious psychoses (for example, paresis),
disrhythmic psychoses (for example, psychomotor seizures), traumatic
psychoses, and neoplastic psychoses. These are often easily diagnosed and

warrant immediate and appropriate treatment.

The remaining psychoses are those in which demonstrable and
unequivocal brain tissue changes have not as yet been demonstrated. This
group of functional disorders has never been adequately subdivided. It
includes children previously described under a wide assortment of labels
including infantile autism, childhood schizophrenia, atypical child syndrome,
childhood psychosis, psychosis on top of mental deficit, and rare reactions
termed “folie a deux.” As previously reported, Eisenberg himself
recommended restricting the infantile autistic reactions to disorders with
onset during the first year and schizophrenia to disorders with onset after
eight years of age. The latter disorders presumably satisfy the criteria for
diagnosis of schizophrenia in adulthood. Eisenberg also implied that the
categories of infantile autism and schizophrenia encompass the bulk of the

functional psychotic disorders. In view of the obvious overlapping among the
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children included in each of the above subgroups, there would seem to be
wisdom in disregarding the many descriptive labels, in continuing to deal
with the functional disorders as a large heterogeneous group termed
“schizophrenic syndromes of childhood,” and in seeking bases for subdividing
the larger group along a series of empirically determined dimensions. Onset
history, for example, is an example of a useful kind of parameter for such sub-

classification. Other dimensions for such subdivision will be recommended.

It is necessary first to have a set of diagnostic criteria for the diagnosis
of the broad category of childhood schizophrenia that most workers could
agree on. During 1961, after extensive discussion, a group of British workers

agreed on the following criteria:

1. Gross and sustained impairment of emotional relationships with
people. This includes the more usual aloofness and the
empty clinging (so-called symbiosis); also abnormal
behavior towards other people as persons, such as using
them impersonally. Difficulty in mixing and playing with

other children is often outstanding and long lasting.

2. Apparent unawareness of his own personal identity to a degree
inappropriate to his age. This may be seen in abnormal
behavior towards himself, such as posturing or exploration
and scrutiny of parts of his body. Repeated self-directed
aggression, sometimes resulting in actual damage, may be
another aspect of his lack of integration (see also point 5) as

is also the confusion of personal pronouns (see point 7).
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3. Pathological preoccupation with particular objects or certain
characteristics of them without regard to their accepted

function.

4. Sustained resistance to change in the environment and a striving to
maintain or restore sameness. In some instances behavior
appears to aim at producing a state of perceptual monotony.

5. Abnormal perceptual experience (in the absence of discernible
organic abnormality) is implied by excessive, diminished, or
unpredictable response to sensory stimuli—for example,
visual and auditory avoidance (see also points 2 and 4),
insensitivity to pain and temperature.

6. Acute, excessive and seemingly illogical anxiety is a frequent
phenomenon. This tends to be precipitated by change,
whether in material environment or in routine, as well as by
temporary interruption of a symbiotic attachment to
persons or things (compare points 3 and 4, and also 1 and 2).
(Apparently commonplace phenomena or objects seem to
become invested with terrifying qualities. On the other hand,
an appropriate sense of fear in the face of real danger may be
lacking.)

7. Speech may have been lost or never acquired, or may have failed to
develop beyond a level appropriate to an earlier stage. There
may be confusion of personal pronouns (see point 2),
echolalia, or other mannerisms of use and diction. Though
words or phrases may be uttered, they may convey no sense

of ordinary communication.
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8. Distortion in motility patterns—for example, (a) excess as in
hyperkinesis, (b) immobility as in catatonia, (c) bizarre
postures, or ritualistic mannerisms, such as rocking and

spinning (themselves or objects.)

9. A background of serious retardation in which islets of normal, near
normal, or exceptional function or skill may appear.

Since the criteria were reported by the British working group in 1961,
they have been widely applied to diagnosis of schizophrenic children. In one
treatment center,? a review of the symptoms of all children discharged over a
ten-year period with the diagnosis of childhood schizophrenia demonstrated
that all the symptoms of the children were encompassed in the nine signs
listed above. All these children evidenced at least five of the nine signs. In
addition, all the children manifested impairment in human relationships,
defects in personal identity, excessive anxiety provoked by change, and
disturbance in speech and communication. As further support for the
practical utility of the nine signs, a review of a large number of reports, which
included descriptions of symptoms of childhood schizophrenia, showed that
all the symptoms described by the many authors were encompassed by the

nine points.

It can be stated unequivocally that the children who are filtered out by
these clear though broad criteria are highly heterogeneous in behavioral

attributes and capacities, in psychosocial and social class characteristics of
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the family, and in neurological manifestations. Beyond the mere diagnosis of
childhood schizophrenia, there is an obvious need to subdivide the children
into homogeneous subclasses. In this regard, the dominant disposition of
psychiatric observers is still to propose systems of sub-classification in which
adult schizophrenia remains a central referent. In other words, these
observers tend to ask only if childhood psychosis is or is not an extension of
adult schizophrenia; and, by implication, they have no reason to sub-classify.
Thus some workers would tend to term the reactions of all the children
“schizophrenic” (for example, Bender). Others distinguish infantile autism
from schizophrenia. The latter restrict infantile autism to children with onset
of their behavioral disorders in infancy, that is, birth to approximately two
years. Eisenberg and Rutter restricted the diagnosis of schizophrenia even
further to children with onset of their symptoms after eight years of age.
Presumably, these children are examples of schizophrenic reaction that does
not differ from the schizophrenic reactions of later years. Children with
histories of onset between two and eight years are considered most often to

be cases of primary organic psychosis other than autism or schizophrenia.

Perhaps the most explicit and most precise differentiation of early
childhood psychosis and schizophrenia is that of Rutter. Beyond the obvious
differences in age of onset, Rutter believed childhood psychosis and
schizophrenia to be independent, non-overlapping conditions. Thus, he

pointed out that unlike schizophrenia, which rarely appears before
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pubescence, childhood psychosis is frequently associated with mental sub-
normality and cerebral dysfunction and is only rarely associated with the
secondary symptoms of adult schizophrenia, such as hallucinations,
delusions, and paranoid ideation. In addition, familial history of adult
schizophrenia is presumably rare in childhood psychosis. However, even
these findings of difference have not been established in a totally unequivocal
fashion. Most systematic studies have confirmed the frequent association of
early childhood psychosis with mental sub-normality, and by implication, the
weaker association between low intelligence and adult schizophrenia.
However, a significant proportion of children with early childhood psychosis
have very superior intelligence. Sizable changes in I1Q over a three-year period
have been noted in a high percentage of psychotic children in residential
treatment with a consequent tendency to augment the number with high IQs,
though the children with lowest IQs tend not to change. Similarly, although a
very high proportion gives signs of cerebral dysfunction, a sizable (albeit
smaller) proportion does not present these neurological signs. To complicate
matters, it would now appear that a large percentage of patients with onset of
schizophrenia in adolescence also give evidence of cerebral dysfunction. In
Pollin’s very important studies of adult twins discordant for schizophrenia,
the schizophrenic twin was more likely to manifest soft evidence of
neurological dysfunctions. It is true, too, that children with very early onset of

psychosis rarely present symptoms such as hallucinations, delusions, and
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elaborate paranoid reactions. (However, we have been more impressed than
Rutter by the frequent paranoid expressions, perhaps restricted to the
brighter, more verbal children.) Finally, some workers have diagnosed
schizophrenia in the parents, especially the mothers, with much greater

frequency than noted by Kanner and Rutter.

Other data differentiating autistic from schizophrenic children have
been described by a number of authors. For example, the superior
educational and vocational status of parents of autistic children has been
noted. Yet more recent studies have demonstrated families of children with
early infantile psychosis come from all social classes. Recently, with increased
referral of children by poverty agencies, the ratio of cases of early infantile
psychosis among low social class families in therapeutic installations has
been increased. Obviously, the artifact of sampling will influence the

distribution of families in regard to social class position.

Among diagnosed schizophrenic children, there are wide variations in
personality organization, symptomatology, clinical course, patterns and level
of intellectual organization, and contributing circumstances. They range from
near total absence of affective and social response, language, and cognitive
capacity to high levels of ideational response and affectivity. In some, affective
meagerness and social withdrawal are the dominant behavior. In others, the

children show complex protective mechanisms, including phobic, obsessional,
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paranoid and depressive reactions, and at times, delusional responses. Some
grow up quite unchanged in clinical manifestation. Others improve
dramatically and attain normal levels of educational and social response. The
contributions to the child’s symptoms of factors, such as familial or
neurological deviance, vary from child to child. While Rutter has stressed the
failures in language in the children he has studied, as shown, for example, in
superiority of performance capacity over verbal capacity as measured in
standard tests, such intellectual patterning and segmental failure in verbal
response have not been confirmed in other samplings of schizophrenic

children (for example, see Goldfarb and Goldfarb).

Differences among observers of schizophrenic children undoubtedly
reflect the heterogeneity of the children and the artifact of sampling. No single
description of a necessarily limited sample of children suffering from early
childhood psychosis can be generalized to the entire population of psychotic
children. Therefore, there is no simple answer to the question of whether
schizophrenia is one condition encompassing the bulk of childhood as well as
adult psychoses or, on the other hand, whether the adult and childhood

psychoses are totally disparate and non-overlapping.

Fortunately, the absence of unequivocal evidence as to the presence or
absence of association between childhood schizophrenia and adult

schizophrenia is not a serious hindrance to the creative evolution of
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treatment methods and of programs of investigation. After all, the diagnosis
of a treatment plan for an individual schizophrenic child should not be linked
crucially to the fact that he has been classified as schizophrenic. Rather, the
treatment plan should be determined by a careful evaluation of each child’s
unique pattern of ego organization, his specific adaptive strengths and
weaknesses, and the life experiences to which he has been exposed. In
research, too, the most meaningful information will reflect the highly

individual interplay between constitutional and environmental factors.

Sub-classification of Schizophrenic Children

The primary necessity is to have more information regarding the life
course of individual schizophrenic children and to gather such knowledge
through the use of precise baselines for description and appraisal of change.
By grouping the children on the basis of common patterns of change in the
appropriate factors, the clusters of children that emerge provide
homogeneous groupings which otherwise remain hidden behind nonspecific

categories such as schizophrenia and autism.

As will be stressed, a more profitable basis for sub-classification of
schizophrenic children, therefore, is one that takes into account the broad
range in individual adaptive capacity of the children and in factors, both

internal and external, that influence their psychological growth. In such sub-
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classification, also, the association between the psychotic child’s individual
growth, the adaptive capacities of the child, his neurological integrity, and the

level of psychosocial functioning of his family should be noted.

For deciding which adaptive attributes might be included in systematic
sub-classification, investigations of purposeful functions in schizophrenic
children are already helpful. The levels of behavior that have been reported
include sensation, perception, conceptualization, and psychomotor response.
The functions represented are involved in the child’s efforts to orient himself
and contact reality, to make meaningful generalizations about reality, to test
these generalizations, and to manipulate them in the service of adaptation

and survival.

Frequently in clinical study of schizophrenic children, the possibility of
sensory loss or marked elevation in sensory thresholds has had to be
considered. Pseudo-deafness, for example, has been noted frequently. In
contrast, observations of hypersensitive reactions have stimulated the
hypothesis of diminished sensory thresholds. Actual studies of sensory
thresholds, however, have demonstrated normal thresholds for vision (A-O
charts at twenty feet), for hearing (pure tone audiometry), and for touch (Von
Frey Test). Though they have demonstrated normal auditory thresholds to
pure tone stimulation, schizophrenic children showed more elevated

thresholds for speech than for pure tones. While further studies are needed,
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this discrepancy would support the conclusion that the phenomenon of not
hearing may reflect altered attention to and awareness of human speech

rather than impaired sensory acuity.

In contrast to the evidence that the schizophrenic child’s apparatus for
receiving sensory impression is intact, all investigations have demonstrated
inferiority, relative to normal children, in perceptual discrimination.
Numerous studies have also confirmed deficits in abstract and conceptual
behavior. Included in these studies of conceptual failure are the many
investigations that have demonstrated the strong trend to low intellectual
response and impairments in communication. Psychomotor behavior is found

to be equally impaired.

Inferences regarding the defects in perceptual discrimination, in the
ordering of perceptual information for the attainment of meaning, and in the
execution of adaptive acts refer to studies using summary statistics based on
groups of children. However, there is a very broad range of capacity in all the
purposeful functions among individual schizophrenic children, which often
remains unnoticed in the group summary statistics. For example, the children
range from extreme intellectual deficiency, so severe that mental testing is
not feasible, to very superior intellectual functioning (see for example,
Goldfarb and Goldfarb.) Some of the children are totally devoid of language

and are extremely restricted in educability and capacity for self-care. Others
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are superior in intellectual and educational competence.

In addition, the children differ greatly among themselves in course of
development. A large proportion of the children do remain chronically
impaired. Others attain fairly normal levels of capacity for schooling and
community living. In most follow-up studies, the ratio of children who attain
such moderately normal levels range from a quarter to a third of the children.
Recent studies of changes in specific adaptive functions show comparable
variations. Individual curves of growth in reading in response to schooling
while in residential treatment vary from a reflection of complete
uneducability to a reflection of advanced educational response. Similarly, in
recent studies of change in the Wechsler Full 1Q of schizophrenic children
while in a therapeutic residence, some of the children showed no change and
others showed dramatic changes that seem to be linked to comparable shifts

in clinical status.

In anticipation of a proposal for sub-classifying schizophrenic children,
it should be noted at this point that the general level of adaptive capacity of
schizophrenic children at the start of therapeutic observation is associated
with their later and ultimate progress. Clinical follow-up studies, for example,
have confirmed that children who have very low intelligence quotients and
who are devoid of verbal speech at five to six years of age show uniformly

poor clinical progress. Systematic observation of longitudinal change in
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specific perceptual, conceptual, and psychomotor functions confirm the fact
that children with lowest intellectual functioning (Wechsler Full 1Qs below
45) remain quite unchanged, whereas children of greater initial capacity

show significant improvements.

Although schizophrenic children manifest failures at all levels of
behavior, including receptor, integrative, and executive levels, a number of
observers have emphasized particularly the deficiencies in perceptual-
afferent response. Clinical and experimental observation has confirmed
abnormality in the hierarchy of receptor organization and in intersensory
integration. Thus, schizophrenic children often avoid focused visual and
auditory attention to objects in their environment; touching, tasting, and
smelling are substituted. The apparent auditory and visual imperception may
well be a later and defensive reaction to the discomfort of initial hyperacusis.
Such primary failure in the afferent organization of behavior apparently
precludes discriminative response, separation of figure from ground,
anticipatory response, and monitored learning more generally. It may be
presumed that the failure to achieve a pattern of auditory commitment, for
example, is a factor in the impaired speech of schizophrenic children or that
the schizophrenic child’s deficits in discrimination of difference in shape and

directional orientation are exaggerated by visual inattention.

While stressing the deficiencies of schizophrenic children in the
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reception and organization of sensory input, it must be repeated that failures
have been noted in all aspects of adaptive functioning, that is, in central
organization or conceptualization of perceptual information and in the motor
and executive levels of behavior. In addition, a serious consequence of the
failures in adaptive response is a drastic absence of sharp inner awareness of
the self in action as differentiated from the non-self. Beyond this,
schizophrenic children suffer intense anxiety as an outcome of their inability

to achieve feelings of familiarity, permanence, and predictability.

How can a theory of etiology help in sub- classifying the children? The
precise cause of the above noted adaptive failures in childhood schizophrenia
has not been established. Three kinds of etiological hypothesis have been
formulated. One variety of hypothesis emphasizes primary and intrinsic
deficiencies in the schizophrenic child. Another variety of hypothesis
proposes that the psychosocial environment is the primary causal agent
leading to the development of the schizophrenic syndrome. The third view of
etiology proposes that all schizophrenic reactions reflect the influence of both
intrinsic and extrinsic factors. The latter position is favored in the present
report for its value in diagnosis, sub-classification, formulating individual
treatment plans, and designing research. This point of view assumes that
primary atypism and deviant psychosocial influence are dimensional in
character, that is, they vary in observable degree among individual

schizophrenic children. The symptoms and character attributes embodied in
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the schizophrenic reaction reflect the interaction of the child’s potentialities
for adaptive response and the expectations and reinforcements of his outer

world.

There are two general bodies of evidence in support of a primary
atypism. One body of evidence supports the etiological significance of
inheritance and refers chiefly to familial concordance for psychosis. The other
body of evidence refers to dysfunction and trauma of the central nervous

system.

Bender and her coworkers argued most cogently that childhood
schizophrenia and adult schizophrenia are both caused by the same genotype.
Her evidence is twofold, that is, the observation that the large majority of
schizophrenic children who had been under her care ultimately developed
symptoms of adult schizophrenia and the further observation that an unusual
proportion of the children’s mothers (43 percent) and fathers (40 percent)
were mentally ill. Other studies of prevalence of schizophrenia in the families
of schizophrenic children have tended to support the high incidence of
parental schizophrenia, but to a lesser degree. Most significantly, there are
wide statistical variations in the studies reported. In one sample of parents of
early school-age schizophrenic children at the Ittleson Center, 28 percent of
the mothers and 13 percent of the fathers were classified as schizophrenic. In

Kallmann and Roth’s study of fifty-two twins and fifty singletons, the parental
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schizophrenia rate was 9 percent. On the other hand, Kanner noted that only
one of one hundred parents showed major mental illness. Nor is it possible to
explain the range of frequencies by the fact that Bender had fewer cases of
infantile autism -in her sample than Kanner, since Bender’s sampling
undoubtedly included a large percentage of cases of infantile autism by
Kanner’s criteria. Certainly, although the Kanner and Ittleson frequencies are
quite different, a large percentage of the Ittleson Center population were

cases of very early infantile psychosis.

Methodologically, there can be no doubt that Kallmann and Roth’s study
of twin concordance in preadolescent schizophrenia was the most mature
methodologically for studying the hereditary factor and freest of ordinary
contaminants. In their study, dizygotic and monozygotic twins differed in
concordance rates for preadolescent schizophrenia (17.1 percent and 70.6
percent) and for adult schizophrenia (14.7 percent and 85.8 percent). In this
study, as in Kallmann’s study of twin concordance rates for adult
schizophrenia, the differences between one-egg and two-egg twins were
significant. The reporters concluded that preadolescent schizophrenia was
determined by the same gene-specific deficiency state as adult schizophrenia.
However, it must be emphasized again that the mean age of onset of
Kallmann'’s group, about 8.8 years, was much older than that of children with
early psychosis. In addition, Kallmann and Roth excluded mentally deficient

children, who represent the bulk of children in most studies of children with
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early childhood psychosis. The Kallmann and Roth results obviously are not
applicable to children ordinarily included in investigations of early childhood

schizophrenia.

Beyond these restrictions on the Kallmann and Roth findings for
explaining childhood schizophrenia, more recent twin concordance studies
(e.g. Kringlen) in adult schizophrenia have tended to show smaller differences
in concordance rates between one-egg and two- egg twins. In addition, as
Birch and Hertzig have argued, concordance rates in twins may reflect the
greater risk of reproductive complications in the development of twins than
in the development of singletons and also greater risk in the development of
monozygotic twins than in dizygotic twins. This is of key importance since, as
will be seen, the evidence of damage to the central nervous system in many
children suffering from early childhood schizophrenia is very strong. The part
played by a genetic factor in childhood schizophrenia still needs to be studied.
Such study will have to include careful control of nervous and psychosocial

factors.

Evidence for central nervous system impairment in a proportion of
diagnosed schizophrenic children, however, is quite convincingly derived
from many sources. Many studies have demonstrated a higher incidence of
prenatal and perinatal complications. Developmental deviations supporting

the inference of dysfunction in the central nervous system have been noted
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by many observers. In addition to deviations in neurological history, a
proportion of schizophrenic children tend to give observable, though soft,
evidence of neurological dysfunction in physical examination, including
deviations in gait, posture, balance, motor coordination, muscle tone, and
integration of multiple simultaneous stimuli. In one clinical sample,
neurological examination diagnosed neurological dysfunction in 65 percent of
a group of schizophrenic children. Severe restrictions in level and pattern of
perceptual, perceptuomotor, and cognitive response as measured in formal
tests have been interpreted as evidence of neurological dysfunction. Perhaps
of more direct significance, encephalographic studies have shown more
frequent electroencephalogram abnormalities in schizophrenic children than

in normals, and high incidence of convulsions has been reported.

In summary, therefore, prenatal and perinatal history, developmental
trends, neurological histories, neurological examination, and systematic and
controlled studies of neurological functions all offer strong evidence of a
primary atypism in a high proportion of schizophrenic children. Historically,
the disorders in integration of the central nervous system generally occur in
the reproductive phase of development in early infancy. They express
themselves early in infancy in disorders of sensorimotor integration and later

in childhood in more complex cognitive and social failure.

The second general class of theories regarding the etiology of childhood
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schizophrenia refers to theories of environmental and psychosocial causation.
The elucidation of psychogenic and environmental factors has come in large
measure from the therapeutic case study and is represented in the
descriptions of observers with strong and primary motivation to heal. The
therapeutic and case approaches to investigation are highly vulnerable to
such errors as insufficient clinical documentation, vagueness of definition,
and bias. Nevertheless, they are still our most valid tools for observing
individual children in living situations and in process of growth, and for
grasping the private, very subjective meanings and experiences of
schizophrenic children. The high incidence of mental illness in the parents of
schizophrenic children has been noted. While this can be interpreted as
evidence for a specific genotype, it is also likely that schizophrenic parents
represent an environmental challenge to the children as well. In support of
this thesis, a systematic study of the psychosocial functioning of the families
of schizophrenic children revealed that the families with one or two
schizophrenic parents were less adequate in psychosocial functioning than
those in which neither parent was schizophrenic. Finally, direct observations
of family functioning and patterns of communication have tended to support
the hypothesis that the families and parents of schizophrenic children deviate

from normal.

However, it has always been clear that not all the schizophrenic children

show evidence of neurological dysfunctioning and not all the parents and
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families are functionally aberrant. A significant proportion of the children
also offer fairly clear evidence of dysfunction of the central nervous system
and, in addition, have families that are unequivocally and extremely aberrant.
A multi-causal theory of etiology inclusive enough to explain all the known
evidence would seem to be the most effective way of rationalizing the

manifestations of childhood schizophrenia.

A multi-causal theory of etiology facilitates a transactional approach to
the comprehension of schizophrenic children as individuals. In this approach
the disordered adaptation of each schizophrenic child is presumed to reflect
the interplay of intrinsic deficits in the child and of deviation in psychosocial
organization of the family. It is also presumed that each of these classes of
aberration varies dimension- ally from none to marked and that the relative
contributions of each class of disorder to the functional impairments of the
child vary from child to child. In some children, primary atypism of the child
is the dominant causal factor; in others, the deviant family climate is the
dominant causal factor. The former would be illustrated in the very seriously
brain-damaged child in a normal family, and the latter would be illustrated in
the neurologically and somatically intact child in a highly deviant family.
Often too, one may note a neurologically impaired child who has been reared
in a functionally deviant family. In a recent qualitative, psychiatric appraisal
of neurological and familial contributions to the ego aberrations of forty

schizophrenic children under intensive therapeutic care and very detailed
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observation (for purposes of longitudinal study), the children were
distributed as in Table 5-1. By clinical judgment, therefore, while the majority
of the schizophrenic children appraised showed evidence of cerebral
dysfunction, psychosocial and familial influences contributed in a primary or
crucial way to the adaptive failures of the children in almost 73 percent of the
cases. We are proposing that sub-classification include an assay of

neurological and psychosocial influences.

TapLe 5-1.
Psychosocial factors dominant; no evidence of neurological dysfunction 30.0%
Evidence of neurological dysfunction 70.0%
Neurological dysfunetion dominant; no evidence of

psvchosocial factors
Psychosocial factors more dominant than neurological dysfunction
Both psychosocial factors and neurological dysfunetion signficant

In conclusion, we are now prepared to recommend a system of sub-
classification. It has demonstrated its usefulness for attaining meaningful
subgroupings of schizophrenic children. In other words, the subgroupings
differ from each other in average adaptive capacity and etiological influence.
In addition we have already been able to demonstrate that the subgroupings

show significant differences in growth patterns.

Level of Intellectual Functioning

Tests of intelligence are viewed as tests of overall adaptive functioning

and the IQ is seen as a measure of clinical status and functional capacity. The
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value of the 1Q as a predictor of clinical improvement has been demonstrated
by a number of follow-up studies. Children who cannot speak and have the
most extremely inferior 1Qs (for example, below fifty) show no significant
clinical progress. In a recent study, children with intellectual functioning so
inferior at admission as to be unmeasurable in the WISC tend not to show
significant improvement in IQ during three years of residential treatment, In
contrast, children at higher, measurable levels of intellectual response often
do show significant improvement in WISC 1Q. While absence of language by
the age of five to six years has also been regarded as an important indication
of bad prognosis, Rutter has demonstrated, however, that such language

failure is of key predictive significance if linked to low intellectual functioning.

Age of Onset and Age of Admission to Treatment

Age of onset has been emphasized by many observers as a factor of
major import in defining the diagnosis and life course of schizophrenic
children. Quality of onset is in itself related to age of onset. Presumptively
insidious onset, for example, is more likely to be associated with very early
onset, and acute onset implies later onset. In experience with schizophrenic
children of early elementary school age in treatment at the Ittleson Center,
virtually all the children demonstrated developmental aberrations and
symptoms from the earliest months of life, including the small percentage

(about 13 percent) who also showed clear historic evidence of acute
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Sex

reactions. On the other hand, age of admission may be defined in an objective
and reliable fashion. A gross relationship between the constructs age of onset
and age of admission to treatment may be presumed. It does emerge that age
of admission to treatment does differentiate among schizophrenic children in
terms of level of integrative and adaptive response and life course, even
where the range of admission age is fairly narrow. This has been noted, for
example, in a comparison of early school-age schizophrenic children admitted
to residential treatment at eight years of age or older and those admitted
below eight years of age. The children admitted at eight years or older
showed higher levels of IQ than those admitted to treatment at younger ages.
While both groups improved significantly in WISC Full IQ over three years of
residential treatment, the younger children improved to a greater degree in
1Q. Even so, the children admitted at the older ages maintained their cognitive
superiority at each year of treatment over those children admitted at ages

below eight years.

All investigations of childhood schizophrenia have confirmed the
greater proportion of boys than of girls in those who are diagnosed as
schizophrenic. The boy to girl ratio varies among sub-clusters of
schizophrenic children grouped by a variety of other independent variables.

For example, the proportion of boys is considerably higher among
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schizophrenic children with evidence of neurological dysfunction than among
those without evidence of neurological dysfunction, where the proportion of
boys and girls are about equal. If we take into account the overlapping
between sex and other variables and the evidence that differences between
boys and girls in longitudinal change reflect, at least in part, the influence of
these overlapping variables and of sampling as well, there is still great
validity in including gender in a system of sub-classification inasmuch as the
boys and girls seem to differ as groups. At the Ittleson Center, where attention
has been paid to the issue of sex, group differences between schizophrenic
boys and girls have been observed in psychodynamics, intelligence, level of
ego organization, educability, and the influence of cerebral and psychosocial

factors.

Level of Neurological Integration

Employing the judgment of qualified psychiatric neurologists and using
neurological history and examination, it has been feasible to subdivide
schizophrenic children with and without evidence of cerebral dysfunction.
The neurological examination, of course, seeks hard evidence of neurological
impairment, such as alteration in normal reflexes, abnormal reflexes,
asymmetrical failures in sensory and motor response, and EEG abnormalities.
However, in recent years, more emphasis has been placed on refined

observation of impairments in gait, posture, balance, motor coordination and
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control, muscle tone, and the integration of multiple or multimodal stimuli.
When the schizophrenic children are grossly subdivided into those who give
these evidences of cerebral impairment (organic) and those who do not
(nonorganic), a number of empirical findings distinguish the two sub-clusters.
For example, the nonorganic children are superior to the organic children in
most adaptive functions, including perceptual, conceptual, and psychomotor
response. The nonorganic and organic children also differ in regard to family
patterns of interaction, psychiatric status of the parents, and in maternal
communication. Direct observations of families have tended to confirm that
families of nonorganic children are virtually always deviant in psychosocial
functioning, while organic children have families which are more
heterogeneous in regard to adequacy of functioning and which include
average as well as deviant families. A higher proportion of the mothers of
nonorganic children than of organic children are schizophrenic. The mothers
of nonorganic children have poorer speech and are less clear in their
communication. Finally the two groups of children differ in course of
development, in response to day and residential treatment, and in changes in
specific ego functions. The organic children include the most impaired and
most unchanging children. On the other hand, while the organic children
respond equally well today and residential treatment, nonorganic children
appear to show more progress in residential care, that is, the most

comprehensive form of environmental treatment. Neurological appraisal is a
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cardinal step in the differentiation of intrinsic and extrinsic influences.

Social Class Position

Schizophrenic children come from families at every level of social class
position. Increasingly, too, it has become evident that the social class position
of their families is associated with differences among the schizophrenic
children. For example, in a recent longitudinal investigation, the
schizophrenic children at high, middle, and low social class position differed
in mean 1Q at admission to treatment and in amount of change in 1Q between
admission and third year of treatment. Thus, mean WISC Full IQs at admission

and after three years of treatment were as shown in Table 5-2.

TaBLE 5-2.
MEAN WISC FULL IQ
SOCIAL CLASS HOLLINGSHEAD-REDLICH INDEX  ADMISSION — THIRD YEAR
High I 1II 61.6 68.2
Middle I 772 8z2.5
Low IV, V 70.2 8g.2

Conclusions

The reader has been asked to accompany me through a complex
discussion of the ambiguities and inconsistencies in the construct of
childhood schizophrenia. This discussion first stressed that the emergence of
the category of childhood disorders termed “childhood schizophrenia”

followed the prior evolution of the category of adult disorders termed “adult
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schizophrenia” and the confusing consequences of this historic association
were noted. Though there was some apparent overlap between the two
classes of disorder, they were not completely identical in symptoms and life
course. I concluded that it was still wise to study and treat childhood
schizophrenia as a set of conditions apart from adult schizophrenia. In
addition, the most relevant focus in the study of schizophrenic children was
presumed to be on the disturbances in maturation of purposeful functions

and on factors influencing these disorders in psychological growth.

Then I discussed the diagnosis of childhood schizophrenia to arrive at a
common basis for the classification of schizophrenic children. I emphasized
the empirical finding that in spite of careful diagnosis, schizophrenic children
were highly diversified in many important abilities and attributes,
interpersonal and family experience, social class, and neurological integrity.
Paralleling this diversity, a multiplicity of factors would appear to be linked to
the adaptive disorders of schizophrenic children. In some children, intrinsic
factors were linked to the schizophrenic child’s manifestations. Thus, a high
percentage of the children gave strong evidence of deficits in neurological and
cerebral integrity. In some children, deviations in family organization and
functioning seemed to be associated with the schizophrenic child’s behavior.
In the latter connection, paralysis in parental functioning and unclear

maternal communication have been noted.
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In view of the heterogeneity of schizophrenic children and the apparent
multiplicity of causative influences, there is little doubt that specific and
precise therapeutic design to meet the needs of the individual schizophrenic
child requires careful assay of his unique psychodynamic dispositions,
functional capacities, and developmental experiences. In research and
observation, too, it has seemed most profitable to seek a point of view that
does not reject the seeming contradiction in observational data but rather
rationalizes them. These inconsistencies are more apparent than real since
such inconsistencies are inferred only if one begins with the assumption that
schizophrenic children are homogeneous and that there is a single cause of
childhood schizophrenia. Disparate findings begin to show a pattern if one
assumes that schizophrenic children are highly diverse and that the causes
are multiple. I have concluded that the key to the discovery of this pattern is
the intensive developmental study of individual schizophrenic children. I
have also proposed that the many levels of capacity, motivation, and
experience need to be seen in dynamic interplay with one another as the child
grows. For example, there is little value in merely labeling the social class
position of the families of schizophrenic children as high (a currently favored
conviction) or low. There is more profit, however, in defining the
developmental implications of low or high social class experience for a

specific schizophrenic child.

Finally, we have concluded that just as study of the growth of individual
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schizophrenic children is essential to dispel current ambiguities, it is equally
essential to characterize these children individually by certain pertinent
dimensions. The purpose of such characterization of individual children is to
achieve homogeneous sub-clusters of schizophrenic children that permit
generalization from the data. The present discussion has offered one system
for subdividing schizophrenic children in which the dimensions employed

reflect empirical experience as well as theoretic considerations.
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CHAPTER 6
DEPRESSION AND MOURNING

Albert]. Solnit

Depression in childhood has been a controversial subject in clinical and
theoretical circles because there is a lack of agreement about the relationship
between the intent and significance of utilizing the same terms and
psychological concepts for children as for adults. This controversy has
historic roots centered on the changing meaning that children have for adults,
especially during the past 300 or 400 years. During this period, children have
gradually been recognized as representing the adults’ claim on the future—
immortality—rather than as chattel to be exploited for the present. Thus,
there have been many obstacles to the recognition that children are not
homunculi, having their developmentally appropriate emotional and mental

reactions which are different than but forerunners to adult reactions.

In the consideration of depression and mourning in childhood, the
major question is not whether these reactions and processes are the same as
for adults. They are not. The major question is whether it is productive,
recognizing the dynamic maturational and developmental continuum that is
encompassed, to use the same terms and to establish connections between

these childhood and adult conditions.
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Emotional responses are universal in children and adults, though the
understanding of their tone, content, and meaning often require
interpretation. Certainly, emotional expressions and processes are motivated
as well as reactive. In an important sense, emotional responses and
expressions are adaptive or coping devices, but they also can become
associated with or characteristic of deviant or inhibited development and
behavior. Depression should be viewed as related to deviant as well as to
normative development in children as well as in adults. Depressive reactions
may constitute first steps toward restitution, as well as an indicator of success
or failure in coping with loss, or a symptom and sign of illness. Thus,
depression cannot be understood unless it is related both to the dynamic
human psychological context in which it arises and to the developmental

tasks confronting the individual who is depressed.

In this chapter the terms “depression,” “depressive reactions,” and
“mourning” will be used, with the assumption that it is productive to use the
same terms in childhood as in adulthood, though their meaning is not
identical. Developmental considerations and qualifications will enable us to
avoid the major disadvantages of utilizing the same terms for children as for

adults.

Developmental Perspectives
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When a child is sad, feels hopeless or inadequate, his capacity, before
adolescence, to tolerate and cope with these reactions as a mood or emotional
state (affect) is limited. It is questionable whether the effect of sadness,
depression, and feelings of helplessness can be experienced and
communicated before certain levels of ego and superego development are
achieved. For these reasons, depression in childhood is usually observed as
behavior to ward off or react against the impact of feelings of sadness and a

sense of loss, hopelessness, or inferiority.

Paradoxically, in children under the age of two years, as demonstrated
by Spitz, Provence and Lipton, and others the child initially may show the
reaction to loss by facial expressions and lack of motor activity. The facial
expressions in these abandoned infants, and also those who have been
significantly maternally deprived, have been described by scientific observers
as forlorn, sad, apathetic, blank, unresponsive, and nonsmiling. Later,
psychophysiological equivalents such as diarrhea, anorexia, vomiting, and
skin disorders may be noted. As the child becomes a toddler, motor activity
away from what is intolerable, namely, feeling sad or unloved and helpless,
and toward relief, namely, a replacement or distraction, is increasingly

characteristic.

In adults, the emotions and moods that are characteristic of depression

can be tolerated to a much greater extent. In normative depressive reactions,
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the adult is able to tolerate the mood and to reflect about what can be done, if
anything, about it. If there is no immediate action that is appropriate, the
adult will use thinking and memory, adaptive trial actions, to understand,
tolerate, and get beyond the depression to other aspects of experience and

life.

Assuming that the perception of emotional states (affects) and their
communication are an ego function, depression as experienced by adults

would require the following preconditions :

1. The availability of memory and thinking as a sense of the past and

their continuity with the present and future.

2. The capacity to inhibit or store up motor discharge when psychic

tension or discomfort is increasing.

3. The capacity for the closeness and tenderness that is characteristic
of the oedipal period and the resolution of the oedipal
conflict in which there are haunting sad feelings of loss and
failure to achieve a romantic intimacy with the primary love
object.

Many observers indicated that such a structure and intensity of sadness,
depression, and painful nostalgia (helpless to win out in terms of oedipal

strivings) is not available and not experienced until adolescence.

Before the pre-pubertal and adolescent periods of awareness, the
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conditions of sadness (loss), loneliness (aloneness), and helplessness are
warded off by motor discharge or by obsessional preoccupations because
memory, capacity for postponement, and anticipation are not adequately
developed to promote the feeling and expression of depression. In fact, when
a younger child is depressed and because of traction or paralysis cannot move
adequately, the failure of defense against depression is often manifest as

withdrawal, apathy, and regression.

In a young child the capacity is lacking to use memory as a dependable,
comforting mental activity that will enable the child to have the loved person
with them psychologically, as well as to project ahead and anticipate that the
lost love object can or will return in the near future. The young child also
lacks the capacity for generalizing to an expectation that a substitute can be
found or provided for the dead or lost love object. This is also a function of the
inability to differentiate and individuate in the young child. Consequently, the
young child, not fully understanding loss and not being able to cope with
feelings of helplessness, attempts to erase or deny the loss, to pretend that the
loved person will return, or to attempt to latch on immediately and relatively

indiscriminately to another adult as a concrete replacement.

When the panic or discomfort associated with feelings of loss,
hopelessness, helplessness, and inferiority is experienced, the young child

appropriately attempts to lessen the shattering, painful feelings by acting
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concretely. He moves to discharge tension and to get away from the internal
overwhelming sadness or helpless feeling by externalizing his concerns and
fears. Instead of feeling sad, he is afraid there will not be enough food and
tends to overeat. Instead of feeling helpless, he more actively becomes busy to
reassure himself that he can do what he had done before the impact of his
depressed reactions. Instead of feeling hopeless and inadequate, he tries to
find out in concrete ways that life, food, warmth, love, and gratifications will

continue.

A five-year-old boy’s father was killed suddenly in an automobile
accident. When the boy, who had been very close to his father, was told, he
blinked, moved away from his mother, came back, and asked fearfully, “Will
we have enough to eat?” Although depression in childhood is not limited to
the loss of a love object, this experience is most commonly used as an
example of a condition that evokes the reactions associated with depressive

and mourning reactions characteristic of childhood.

It should be clear that sadness and other depressive reactions are also
an essential part of the emotional repertoire that well-functioning adults are
assumed to have a capacity for if their development has been full and
balanced. As Hartmann stated, “A healthy person must have the capacity to
suffer and be depressed.” Later, Hartmann added that “what appears as

pathological’ in a cross- section of development may, viewed in the
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longitudinal dimension of development, represent the best possible solution
of a given infantile conflict.” There can be no human life without loss and
disappointment. At the same time, no human being can adequately relate to
other human beings in an affectionate and enduring manner unless he can
identify and empathize with his friends, relatives, coworkers, and fellow
citizens, including those times when people are depressed. Thus, we expect
that a child who is developing well, who is healthy and able to achieve object
constancy, will be able to increase his capacity to feel and cope with sadness,
loneliness, hopelessness, and inadequacy when it is appropriate and when it
becomes the basis for understanding others as well as accepting oneself in a

more realistic and understanding way.

Theoretical and Clinical Perspectives

Greenacre stated

Depression, as a symptom, is as ubiquitous as life itself, and, in a mild
degree, appears “naturally” as a reaction to loss which no life escapes. Its
occurrence under these conditions is so regularly present as to be
accepted as an accompaniment or sequel to loss which need hardly be
questioned. It is, however, a positive, forceful affective state, though in a
negative direction as in contrast to apathy or indifference which it may
superficially simulate, and it implies inherently some degree of
identification of the subject with the object loss. It is certainly the intensity,
the excessive duration and the domination of the organism by the affect
rather than its occurrence, which is pathological.

In childhood, the intensity of feeling depressed is not tolerable as an
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emotional state, and therefore the depressed child acts to relieve himself and
to ward off the threatening, overwhelmingly painful feeling. There is also
evidence in instances of permanent loss, that until the child has become pre-
pubertal (approximately nine to eleven years of age), he cannot conceptualize
the permanence and inevitability of the process of dying and of death. Loss is
experienced according to the developmental capacity, cognitively and
emotionally. In fact, it may be heuristically productive to view the permanent
loss of a primary maternal person in the first two or three years of a child’s
life as productive of a psychosomatic depressive state. As Anna Freud
indicated, “It is an old finding that the satisfaction of early body needs opens
up the way to object attachment and following this to the individual’s general
capacity for object relationships.” Conversely, the loss of this primary love
object, who has served as a vital source of stimulation and regulation, as an
activator and auxiliary ego, will evoke depression that has its physiological as

well as psychological expression.

In this connection, Edward Bibring stated,

Basic depression represents a state of the ego whose main characteristics
are a decrease of self-esteem, a more or less intensive and extensive
inhibition of functions, and a more or less intensely felt particular emotion;
in other words, depression represents an affective state, which indicates a
state of the ego in terms of helplessness and inhibition of functions.

Bibring further linked anxiety and depression as basic feeling states
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characterized by helplessness, when he said,

It may be helpful to compare depression with the feeling of anxiety,
particularly since the latter has been brought in close connection with the
feeling of helplessness [by Freud]. Both are frequent—probably equally
frequent—ego reactions, scaling from the mildest to the most intensive
pathological structures. Since they cannot be reduced any further, it may be
justified to call them basic ego reactions. From the point of view elaborated
here, anxiety and depression represent diametrically opposed basic ego
responses. Anxiety as reaction to (external or internal) danger indicates the
ego’s desire to survive. The ego, challenged by the danger, mobilizes the
signal of anxiety and prepares for fight or flight. In depression the opposite
takes place; the ego is paralyzed because it finds itself incapable to meet the

“danger.” In extreme situations the wish to live is replaced by the wish to die.

However, anxiety and depression are not mutually exclusive. A person
may be anxious and depressed, a mixed state often noted in children with an
underlying failure of self-esteem. In such child patients the anxiety state may
cover an underlying and threatening depression with a paradoxical increase

in manifest motor activity.

Direct observations of children, especially those in intensive

psychotherapy or psychoanalytic treatment, have confirmed the utility and
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theory-building productivity of Bibring’s formulations. In the context of
intensive therapy, as reported by Furman, Kliman, McDonald, and others,
many of these characteristics of sadness, depression, and mourning can be
discerned. This suggests that the ego-strengthening effects of the treatment
and the therapist enable the child to forego the defensive, warding-off
reactions to the depressive condition, the very reactions that ordinarily
indicate an underlying depression in children. This would clarify the apparent
controversy in the literature about children’s capacity to experience
depression and to mourn when there is a permanent loss of a primary love

object.

An elemental manifestation of depression is that seen in anaclitic
depressions. Spitz characterized this state as follows: “Apprehension,
sadness, weepiness. Lack of contact, rejection of environment, withdrawal.
Retardation of development, retardation of reaction to stimuli, slowness of
movement, dejection, stupor. Loss of appetite, refusal to eat, loss of weight.
Insomnia.” He added to this by saying: “To this symptomatology should be
added the physiognomic expression in these cases, which is difficult to

describe. This expression would in an adult be described as depression.”

The following case illustrates many of the clinical and theoretical issues
that are involved. An eight-and-one-half-year-old boy had been in

psychoanalytic treatment for almost two years when his father died suddenly
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of a subarachnoid hemorrhage. Just prior to his father’s death Eddie had been
expressing a great deal of aggressive rivalrous feelings toward his older sister
and brother and had begun to realize that much of this feeling was displaced
from his father onto his siblings. Eddie was referred for treatment because his
stubborn, provocative behavior had begun to interfere with his social
relationships at school, to be associated with a negative attitude toward his

school work, and to lead into physically daring and risk-taking acts.

In the two interviews just prior to his father’s death, Eddie was
preoccupied with his envy of his analyst’s children and expressed his
resentment about the analyst’s involvement with his wife and children.
Negative oedipal longings were clearly expressed in the transference and
could be verbalized and interpreted in preparation for working through his

defensive and regressive reactions and tendencies.

Because of his father’s sudden death the analyst was the first person to
inform Eddie about his father’s death. Eddie’s first reaction was that of
sadness and helplessness conveyed by his facial expression and the posture of
his body. Then he asked anxiously and slowly, “Will we have to move? How
can we pay for the house? Can you help my mother? She doesn’t have enough
money to buy food for us.” He then spoke apprehensively about money for the
treatment and wondered if [ would have to stop seeing him. The sadness and

apprehension about insufficient supplies and helplessness were replaced

American Handbook of Psychiatry - Volume 2 321



after one week by wild, provocative behavior.

Interpretations were not very helpful, and as the analyst conveyed his
acceptance of Eddie’s sadness and fearfulness, the little boy began to
communicate through behavior and verbalization his fear of dying, of joining
his father. He played out his fear of being caged or unable to move. He
dramatized dangerous behavior, pretending he would jump from the tallest
building. During the second week after his father’s death he began tearfully to
review his father’s recent life and work, to express his fear of losing control of
himself and his apprehension that his mother would become sick and go

away.

During the third week he began to give evidence of sporadic overeating,
followed by a poor appetite for a short period. His fear of not having enough
food was played out, and as he became more clear about this unrealistic
apprehension he wondered how they could get along without his daddy.
There were then several play episodes in which he utilized regressive reviews
of himself as a baby to review his feelings about his father and to express
resentful feeling that his father could not leave him if he was supposed to

grow up.

In the transference, over the next six to nine months, Eddie also

“recovered” his father by playing out and talking about the fantasy that his
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mother and the analyst would marry and Eddie would become the analyst’s
son. About six months after his father’s death, Eddie responded with sadness
and reflective memories about his mother and father when his longing for his
father was interpreted in the context of the fantasy transference play that his

mother and the analyst would marry.

Of course, there was a great deal of the mourning process that reflected
regressive, developmentally appropriate reviews and revisions of his
relationship to and longing for his father. For example, his fearful
identification with his dead father was prominent in his transient phobic
reactions to sleep and to small rooms at the same time as he was engaged in

eating binges.

Eddie’s analysis was completed two and a half years after his father’s
death. Toward the end of the analysis the mourning process appeared to be
well along. However, there was still a good deal of guilt about the father’s
death that turned up as a reluctance to do well at school. When it was
suggested that Eddie was fearful of the consequences of doing well at school
he initially ridiculed such an idea. Thereupon, through the analysis of a dream
that was evoked in part by this interpretation, he completed part of the

mourning process that had not been worked through.

In this dream Eddie is alone with his mother who is dying. He is frantic
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and cries out. This awakened Eddie and brought his mother running into his
room. The analysis of the dream revealed Eddie’s longing for his father to
protect him from a threatening closeness to his mother, especially from a
feminine identification with his mother. This led to an important
reconstruction in which Eddie recovered repressed memories of his father
expressing concern that he would not live long enough to see his youngest
child well launched into adulthood. Eddie also recovered his angry reactive
feelings that his father would cheat him as compared to his two older siblings.
This unacceptable anger and the magic connection of, if I live (succeed),
father will die (reject me) were key factors in Eddie’s reluctance to succeed

academically.

Another factor was involved in this reconstruction that enabled Eddie to
complete a great deal of his mourning reaction. The analysis, by agreement,
was in its final phase. Eddie was fearful that ending the treatment would
finish off his analyst, himself, or both. Not doing well at school represented
the fear of the future and the effort to make time stand still, perhaps even to
turn it back so his father would be there to help him. It represented a

regressive effort to make anger safe and limit closeness to the mother.

The mourning process is periodically reawakened in children as they
take on new developmental tasks in which the tie to the dead parent is an

important bridge from the past to the future. It is a bridge that is so basic that
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it must be repeatedly traversed, especially in regard to those crucial
identifications and progressive individuations that promote or can interfere
with the process of identity formation as it continues on throughout the life

cycle.

In her 1960 discussion of John Bowlby’s paper, “Grief and Mourning in

Infancy,” Anna Freud stated,

The process of mourning (Trauerarbeit) taken in its analytic sense means
to us the individual’s efforts to accept a fact in the external world (the loss
of the cathected object) and to effect corresponding changes in the inner
world (withdrawal of libido from the lost object, identification with the
lost object). At least the former half of this task presupposes certain
capacities of the mental apparatus such as reality testing, the acceptance of
the reality principle, partial control of id tendencies by the ego, etc, i.e.
capacities which are still undeveloped in the infant according to all other
evidence. We have hesitated therefore to apply the term mourning in its
technical sense to the bereavement reactions of the infant. Before the
mental apparatus has matured and before, on the libidinal side, the stage
of object constancy has been reached, the child’s reactions to loss seem to
us to be governed by the more primitive and direct dictates of the
pleasure-pain principle.

Later she stated, “Any assessment of the eventual pathological
consequences of a separation trauma is inseparable, in our belief, from the
assessment of the level of libido development at the time of its occurrence.” A.
Freud concluded this passage with the concept that if the child has attained

the level of so-called object constancy, “the image of the cathected person can

be maintained internally for longer periods, irrespective of the real object’s
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presence or absence in the external world, and much internal effort will be

needed before the libido is withdrawn.”

In this same series of discussions about Bowlby’s paper, Spitz pointed
out, “I agree with him [Bowlby] that loss of the mother figure—or, as I prefer
to call it for the age below one year, loss of love object—is responded to by

the infant with grief.”

Though mourning is a special or specific instance of depression, in
childhood the consideration of this phenomenon raises to theoretical and
clinical visibility the developmental issues and the future research that is
necessary to clarify how children react to loss and how they express sadness,
grief, and depression. These insights, in turn, will enable us to develop
interventions that will assist the depressed child immediately as well as
interventions that are designed to protect the child’s future development
from delayed distortions and obstacles resulting from the trauma and
disabling identifications associated with an inadequate or stunted mourning

process.

Familial and Epidemiological Factors

There is a high incidence of parental depression associated with
depressive reactions in childhood, a function of the child’s identification with

parental attitudes and expectations. Also, there appears to be significant
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correlation between parental death and depressions that may have been

initiated in childhood but manifested during adulthood.

In examining the treatment records of 100 children treated
psychoanalytically at the Hampstead Child Therapy Clinic, Sandler and Joffe
reported that a number of children of all ages showed a depressive reaction in
response to a wide range of environmental or internally psychological
precipitating factors. They did not report on the incidence because they found
a tendency toward depression mixed with defensive reaction in most of the

children in analysis with great variation of intensity and duration.

Many clinicians associate the child who is depressed with a severe
object loss in his childhood. Others associate depression during childhood
with a failure of self-esteem or unresolved dependency conflicts. Depressions
in childhood, as with adults, are overdetermined in that a wide variety of
inner conflicts and environmental pressures may be associated with
depressive reactions. It is also clear that depressive reactions and
depressions can be more easily discernible if the child is in an intensive
psychotherapeutic alliance in which the psychotherapist serves as an

auxiliary ego for the young child.

Treatment and Prevention

Prevention is mainly based on protecting the child’s affectionate bonds
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with his primary love objects and on providing him with opportunities to gain
approval and to be active in following his own interests. The latter enables

the child to develop a realistic and resilient self-esteem.

In the treatment of depressed children and adolescents there often is a
good deal of resistance to treatment because the child fears exposure to the
threatening depression. However, as has been cited earlier in this
presentation, the evidence that a child is depressed usually emerges gradually
during an effective treatment. In fact, most children are referred for
treatment because of a school learning problem, impulsive behavior, or other
problems. In the course of the treatment, the underlying depression becomes
uncovered, and with the support and interpretive assistance of the therapist
the child is able to feel and cope with the depressive reactions. The
interpretation of the defenses against these sad feelings and sense of loss and
helplessness will gradually enable the child to re-experience his depressive

reactions and work them through.

There are depressive attitudes and feelings that are reactive to a child’s
handicaps, physical and intellectual. Often this tendency or trait persists in a
recurrent fashion. The principles of treatment and prevention are, of course,

the same in these situations.

Although the use of phenothiazines can be considered in providing
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relief for agitated states in association with clinical depressions, drugs are
usually not necessary or helpful unless the child is suffering from a psychotic
condition. In neurotic or reactive depressive conditions the child’s own
defensiveness wards off the feelings of depression. The aim of the treatment
in these instances is to help the child through play, verbalization, and
interpretations to experience the depressed state gradually in order to gain
insight, overcome the trauma, and resolve the conflicts related to the

depression.
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CHAPTER 7
SCHOOL PROBLEMS-LEARNING DISABILITIES AND SCHOOL
PHOBIA

George E. Gardner and Bessie M. Sperry

The school is an important segment of the life of the child, taking, in
many ways, the position of work in the life of the adult. Psychologically, it
requires some ability for the child to separate without undue anxiety from his
family and to relate to the teacher and his school peers as an enlargement of
his social experience. He must tolerate a new and possibly less protective
authority figure and test his own abilities in comparison with age mates. If he
approaches this situation with sensory or neurological handicaps, anxiety
about competition in this situation as well as the effect of the actual

disabilities will be experienced.

Some school learning disabilities are known to be due to various and
different etiological factors that affect brain functioning. These causative
agents may be genetic, infectious, endocrinological, metabolic, or traumatic in
nature; all result in organic brain dysfunction, maximal or minimal. In
addition to these, deficiencies or abnormalities related to the sensory

modalities are also known to impair and modify learning achievement.
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Impairments of this nature will be dealt with in another section of the present
volume. In this chapter we shall be dealing primarily with the school
difficulties of children in which an organic factor does not appear to be

primary.

Learning Disabilities

In children not handicapped by sensory or perceptual deficits there are
two major possibilities to be considered as contributing to the child’s inability
to learn in school. One of these is that he comes to school with cognitive
deficits from an impoverished environment that has failed to develop his
capacity for perceiving spatial relationships, time, number, classification of
objects, and vocabulary in a way that will make his school experience a
process continuous with his previous learning. Poorer performance of
intelligence tests and a higher rate of dropping out of school have been
consistently shown in children from lower socioeconomic levels. Preschool
education has been shown to have a favorable effect on first-grade IQ scores.
Reports of studies of structured preschool experiences for children with their
mothers being involved shows that from preschool programs conducted in a
variety of centers there is a favorable effect on cognition as pleasured by
conventional intelligence tests. The impact of such studies has been seen in
the Head Start Program for preschool education and the television program

“Sesame Street.” The parent-child centers advocated by Hunt rest on his
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theoretical analysis of the effects of poverty on cognitive development.

Children from a low socioeconomic status emerge in the literature as
being less well prepared also in the socialization processes needed for
successful school attendance. Numerous sociopsychological studies have
found the lower-class child more likely to be hyperactive, to have more
difficulty in delaying gratification, and to be more hostile toward authority
than his middle-class age-mate. Negro children have also been found to share
many of the characteristics attributed to the lower class, with special

disadvantages due to the caste system.

The problem of Negro children’s ability to score as well as white
children on school-oriented intelligence tests lends itself to biological
interpretations partly because a degree of dark skin color is an easily
ascertainable piece of research data, though it may not, in fact, define a
unitary heredity. The American child with dark skin frequently comes to
school from a highly disadvantaged urban or rural situation with a family
history whose known origins are in the period of enslavement in the United
States. His self-image and achievement motivation are affected by his history
as well as by the prejudice toward him and the adult members of his group in

American society.

The growing theoretical position in psychological theory is that
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biological endowment and the environment interact from the beginning, that
attempts to measure abilities determined by biology as separate from the

effects of the environment surrounding their development are unsound.

The problem of school integration posed by the 1954 Supreme Court
decision, that public schools in the United States must achieve an effective
integration of black and white students, has probably affected the
reemergence of the nature-nurture controversy at a time when scientifically
it should have become a logically irrelevant issue. Fortunately, the problems
of the integrated urban schools have also stimulated important contributions
from such psychologists as Martin Deutsch, who is concerned with
compensatory measures to stimulate more complex aspects of cognitive
development in children whose early environments provided less cognitive

stimulation than the preschool environments of more advantaged children.

The lower-class children and their parents are also more frequently
vulnerable to mental illness than are their middle-class counterparts and are
more often subjected to precarious living conditions and traumatic events. If
one were to think in terms of statistical findings with regard to class
membership, one might conclude that being a member of the middle class
should make children relatively immune to school learning problems.
Unfortunately this is not true. Though cultural deprivation is mainly

characteristic of the lower socioeconomic groups, emotional disturbances are
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present in children of all social classes and commonly affect school learning.
Of the children with emotional disturbances who came to an urban child
guidance clinic (Judge Baker Guidance Center) during the past year about 50
percent came with disturbances in school learning as a major presenting

complaint.

As in many other childhood disturbances, the number of boys referred
for learning disabilities far exceeds the number of girls who are referred for
similar disabilities. Various theories have been used to account for this,
dealing essentially with three factors: (1) presumed slower neurological
maturation in males; (2) greater achievement pressures in this society on
males, and hence a greater vulnerability to conflict around achievement; and
(3) the fact that elementary school teachers are predominantly female, and
therefore may be seen as attempting to feminize the boy in the learning
situation. Definitive evidence for the saliency of these factors in creating the
sex differential in the incidence of learning problems is not known to us, but it
seems quite probable that each may contribute something of explanatory

significance.

The types of learning problems most intensively studied as individual
cases by mental health clinicians are those in which family relationships and
individual emotional reactions have combined to produce in children of

normal intelligence neurotic reactions around various aspects of the learning
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processes. These reactions have been commonly viewed as psychological

inhibitions about knowing and about growing up.

The refusal to learn in school is seen as a defense against anxiety; the
child is defending himself against a deeper and more important fear than that
involved in school failure itself. Liss pointed out that failures in the
management of sadomasochistic feelings made it difficult for the child to
manage the alternation of receptivity and activity that are necessary for
effective learning; Mahler-Shoenberger pointed out that the assumption of
stupidity made it possible for parent and child to enjoy certain libidinal
pleasures that would otherwise be forbidden. Sperry, Staver, and Mann
reported cases in which the child’s mobilization of aggressive activity in the
service of learning appeared in fantasy to be the equivalent of destroying his
interpersonal world. The psychoanalytic literature involves primarily
theoretical formulations in which the child’s fears of his impulse life have
become unconsciously involved with symbolic aspects of the learning
situation: the forms of letters and numbers, the operations involved in their
manipulation, and the acquisition or display of knowledge through them. At
an intrapsychic level these conflicts appear to be mediated by pictorial

imagery replete with interpersonal and body referents.

By a complex process of denial of anxiety in other life situations and a

displacement of its residues into school learning, many children are able to
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maintain a restricted way of life without acute anxiety. School learning is
dealt with by avoidance through a flight into fantasy or excessive motor
behavior that prevents attending to the precision learning tasks with which
children are confronted in school. Their school failure functions as a
moderate punishment to the child and as a reproach to his parents without
involving the cataclysmic effects that the repressed fantasy would have
should it be activated. The neurotic balance achieved by such a relationship to

learning is often a difficult one to shift for both child and parents.

An intensive study of twenty-six elementary school boys with neurotic
learning problems was carried out at the Judge Baker Guidance Center in
Boston during the 1960’s. The group studied were boys who previously had
been tutored, both at school and at home, with little effect on school
performance. They came from intact homes and social-class membership
included all but the lowest social class. Representation from the middle- and
lower-middle classes was most frequent. These children and their parents
were seen in weekly treatment sessions as well as being studied by
psychological tests and research interviews. The following family problems

were found to be frequent:

1. The presence of a family secret involving either present or past
activities thought by the family to be disgraceful, for
example, alcoholism, illegitimacy, financial misdealings,
brutality with the family group.
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2. A defensive pattern involving the family communication; a policy of
non-mention or minimal mention spreading beyond the
particulars of the situation being concealed and, less
frequently, a cruel overexposure of the child to painful
information without adequate opportunity to integrate it by
reasonable discussion.

3. Sibling-like rivalry on the part of the parent or parents (most
frequently the father) toward the son’s possible
achievements.

4. Parental derogation of the child’s ability to learn or to assume
independent and responsible roles. (Though this may be in
part a secondary effect of the children’s school failures, the
parental attitudes seemed in the case material to be more
pervasive than current school achievement deficits and
related at least in part to painful parental experiences in
which they felt defeated or less favored than their own

siblings.)

In addition to these parental attitudes, the children had in fact been
exposed to traumatic circumstances within the family group or to illness or
injury to themselves in excess of what is expectable within the preschool
years. Although one criterion of selection for this study was family intactness,
threats to life by illness in a family member, temporary separations, and
threats of separation were common. A later study confirmed the earlier
clinical hypotheses of more frequent trauma in children with neurotic

learning disabilities as compared with a matched control group of good
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achievers. Earlier, Liss reported a high incidence of respiratory disorders in

learning-problem children seen by him.

In this population two types of learning problems were discriminated:

1. The acquisition problem was seen in children whose prevailing
mode of relating to school learning was characterized by an
inability to acquire basic school skills in reading, spelling,
and arithmetic. They were usually inattentive in school, and
when they tried to relate to the learning their performances
were characterized by anxious blocking. Though they
appeared willing to comply, they frequently were unable to
understand the teachers’ directions, engaged in excessive
preparatory activity before task engagement, and tried to get
the teachers’ help and confirmation of the correctness of
each step taken. Their comprehension of meaning from
material presented by symbols was poor, and a frightened
rigidity was characteristic of their approaches to the

technical aspects of reading.

2. Children with the production problem showed fairly intact skills on
individually administered achievement tests in spite of
minimal productivity in school. They were often considered
willfully uncooperative by their teachers, and sometimes
were in fact defiant and derogatory of both the teacher and
the tasks assigned. Though this was their prevailing mode of
behavior and some of them believed that they could produce
when they wished to do so, experiments in meeting the
demanding conditions for productivity revealed their
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anxiety and limited ability to produce work even under

highly specialized conditions.

These groupings are somewhat overlapping, and from time to time
individual children manifested some aspects of each problem. Clinically both
groups were seen as dealing with depressive affects stemming both from

traumatic life experiences and their devalued role in the family.

Children with the confusion and blocking characteristic of the
acquisition problem showed a pattern of interpersonal relationships oriented
to the role of the victim. Many were beaten or teased by a sibling without
adequate countermeasures, and they were reluctant to ask parents or
teachers directly for things they wanted but used their helplessness as an
appeal for attention. Their social roles were primarily as appeasers; their

affects were mildly depressive with occasional outbursts of irritability.

Boys with the production problem type of difficulty were as a group
more provocative and seemed more openly angry rather than depressed.
From time to time they were subject, however, to acute depressive episodes.
From the clinical material it appeared that they used a defensive, unstable

identification with the aggressor as a defense against depression.

Identity conflicts characterized both groups. Although neither group

evidenced marked feminine tendencies, discomfort with the masculine role
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and what they viewed as the necessary hostility to maintain it was common.
Enuresis had been a problem for about one-third of the boys. Few in either
group had comfortable relationships with peers, and most tended to function
as marginal members of the peer group without close friendships. The
discrimination between assertive activity and hostility was poorly made in

the life styles of the boys as well as in the school learning situation.

In the learning situation both groups appeared to be lacking in goal
direction with regard to the primary school tasks. They were occupied with
the acting out of more personal conflicts. Teachers acquired a highly personal
significance of a transference type, and school learning operations had

affective connotations displaced from interpersonal conflicts.

All young children normally have fears when they confront the learning
situation. These fears are partly inculcated by parents in an effort to protect
him from real dangers in his environment and are partly the product of his
own imaginative organization of his observations. He has not learned to
distinguish possibilities of danger from probabilities, nor does he have
causality with regard to illness and injury completely separated from
personal systems of causality in which his own aggressive feelings may play
an important role. Children who have or are experiencing within the family
traumatic events, communication patterns that fail to make life sequences

understandable, and covert or open derogation of their own coping and
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learning abilities are vulnerable to the displacement of anxiety onto the

precision learning required in school.

The successful treatment of an entrenched pattern of marginal learning
in school with a dependent, devalued role in the family may require
prolonged psychological intervention and some remedial education. Milder
learning disorders that are reactive to immediate life crises are sometimes
responsive to shorter interventions. The assessment of the sources of anxiety
in the child’s life and of his own and his family’s coping maneuvers is

important in planning intervention.

In psychotherapeutic treatment, bridges between intrapsychic conflicts
and actual difficulties in learning operations are frequently necessary in order
to facilitate symptom change. Therapeutic activity is also necessary around
avoided areas in the child’s life. Since defenses that cluster around avoidance
and denial of unpleasant reality are most commonly used by children with
neurotic learning disorders, a passive therapeutic attitude may prolong
treatment unduly or foster mutual discouragement of the participants. On the
other hand, since many children with this disorder also tend to assume the
passive victim position in interpersonal relationships, a careful nurturing of
the child’s initiative interspersed with judicious therapist activity is
necessary. If conflicts are not dealt with in relation to the confusion in

learning operations, the child may improve socially, while the learning
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symptom retains a negative autonomy little altered by the general

considerations and affects discussed in therapy.

In less severe difficulties supportive tutoring that takes into account the
fears of the child and furnishes an external support for the ego in confronting
tasks onto which these fears have been displaced may be sufficient to
neutralize the learning problem. In fact, tutoring of this kind may be a
profitable adjunct to psychotherapy in the most severe cases of neurotic

learning disability.

We have dealt in this part of our presentation with the neurotic learning
problems in childhood occurring as a primary symptom. Learning problems
are well known to occur frequently as a secondary complaint with
psychosomatic disorders, acting out problems, and delinquency and
borderline schizophrenic problems. Clinical observations confirm the
existence of problems around separation and sadomasochism to be also
important in the learning problems of these patients, but a more systematic

review of these will not be attempted in this chapter.

We have outlined two sources of difficulty in school learning:
inadequate cognitive stimulation and anxiety displaced by intrapsychic
defense mechanisms to schoolwork. The investigations of these difficulties

have not been parallel in methods or in choices of populations. The difficulties
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of cognitive development have been concerned with the lower-class child as
the target population; the therapeutically oriented investigations have a
middle-class to lower-middle-class bias in population sampling since this is
the group that seeks this type of intervention. The lower-class child does
sometimes get clinical diagnosis and treatment for severe learning disorders;
the assessment of such cases makes it clear that suffering from one kind of
deficit does not exclude difficulties with an emotional source. Some middle-
class children in the clinic population have also shown deficits in cognitive
organization that resemble developmental immaturities. There are at this
point no systematic data relating these two major sources of difficulty in the
development of effective school learning, but the presumption from existing
data would be that the lower-class child is more vulnerable from two sources:
The cognitive apparatus receives less positive stimulation from the
environment during the early years, and he is subjected more frequently to a

chronically traumatic milieu.

School Phobia

A not infrequently encountered neurosis in middle childhood and
preadolescence is the school phobia. In its classical form its symptomatology
is triadic in that the child exhibits (1) severe anxiety, (2) dread and
apprehension, and (3) psychosomatic complaints associated almost

exclusively with the necessity to attend school. When the child is permitted to
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stay home during weekends and vacation periods when school is not in
session the symptoms usually disappear in a matter of a few hours, only to

reappear when school attendance is anticipated or forced.

The most helpful instructional method to emphasize and clarify the
cogent items relating to this neurosis (symptoms, reaction of parents, cause,
psychodynamic motivation, meanings, treatment emphases, and prognosis )
is to cite a classical clinical case and then refer to the research impressions
and research results of those workers who have dealt with statistically
important numbers of cases of this syndrome. We shall follow this format in

the present communication and cite the case of seven-year-old Alice.

Alice was in the second grade when she was referred to the Judge Baker.
She lives with her father and mother and an older brother Frank, aged ten,
who is in the fifth grade. She lives in a good neighborhood, and her home is
a comfortable one. Her brother has never had any difficulty in school or
any fears of attending it.

Mother stated that she was bringing Alice to the Clinic because of her
intense fear of going to school and her intense fear of being separated from
Mother at any time. Mother said Alice does very well in school when she
goes, but she has not been in school during the first three months of this
school year and missed considerable time from school at the end of last
year. Alice has remained out of school on the advice of the family
pediatrician, who, along with the school nurse, recently recommended the
Judge Baker. Mother said that she first noticed Alice’s concern two or three
years ago (at four and one-half years), when she went into town for an
evening and left Alice with the paternal grandmother. That evening Alice
complained of pain in the abdomen, vomited after eating her supper, and
seemed in a “panic” because her mother and father had not returned.
When Mother returned home she called the pediatrician, who decided to
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wait till morning before referring Alice to the hospital with a question of
appendicitis. Alice went directly to sleep and the next morning seemed
entirely well.

At this point Mother abruptly switched to the current situation and stated
that school this year was to begin on Tuesday, and that the Sunday before,
Mother found Alice in bed crying. This continued until the following day,
and Mother reassured Alice that she did not have to go to school if she
really felt she could not. Mother stated that although Alice says she wants
to go, enjoys school, and reads avidly, she seems literally terrified. In an
attempt to handle the situation this year, Father stayed home from work
the first day of school; but even so, Alice was not able to go. Mother said
that last year, when Alice was in the first grade, she had taken her to
school and remained with her until she seemed to be absorbed in the
work. Then Mother would leave. Now Alice will not believe Mother when
she says she would not leave her like that now.

In the first grade Alice was fearful but did not have too much trouble until
six months ago, when she told Mother she had decided not to go to school
any more. Previously she had been complaining for several weeks that she
did not like school. In May the teacher began telling Mother to come to
school and get Alice because she was nauseated and vomiting. When this
continued she finally had to be taken out of school. Prior to this, Mother
said, she would send Alice to school but the child kept coming back,
claiming to have forgotten something—“she did not know what.” Mother
said that Alice hates to admit that she does not want to go to school and
that she is afraid. She hates anyone to see her crying and they usually find
her alone in her room crying. But even then she will deny that she is afraid.

About Alice’s early years, Mother feels that Alice was always inclined to be
shy, even as a baby. Mother said that Father was in the Service when Alice
was born. During Alice’s first year he came home nearly every weekend,
and after that was home permanently. Father took over Alice’s care on
weekends—and to a greater extent after he was discharged from the
Service. At that time Father had his own business and frequently took Alice
to the office with him. Mother remarked a little sadly that Alice never
bothered with her then. She was, and still is, Father’s favorite and seems at

American Handbook of Psychiatry - Volume 2 349



www.freepsychotherapybooks.org

times to actually dislike her mother. In association with this, Mother said
that Alice has never been corrected in the same way that Frank has and
that there has never been any necessity to scold or discipline her. Mother
remarked that Frank, in contrast to Alice, does not get very good grades in
school but is not particularly troubled about this. He is very easygoing and
has many friends and outside interests. Alice, on the other hand, always
brought home perfect papers from school, and on one occasion when she
had made one error on a paper she had first refused to show it to her
parents. Mother laughingly commented that she could perhaps understand
Alice’s fear better if they had been harsh with her, but she said that if they
ever even scold her mildly, she looks as if she is going to cry, and Mother
just does not have the heart to say anything to her.

Mother said very frankly that she feels at a loss to know how to help Alice.
The worker’s feeling was that Mother has considerable warmth and
sympathy for the child. Mother has talked on many occasions with the
pediatrician, who, she says, blames her for leaving Alice in school last year
and “sneaking out.” Mother has tried to talk to Alice about what she fears
will happen if she is separated from Mother, but Alice is unable to tell her
anything. Mother stated, as one would expect, that Alice never volunteers
to recite in class and is very fearful on being made to stand up and sing
alone in front of the class. It is only very recently that Alice will go into the
candy store and ask the clerk for candy herself, even when Mother is with
her, although she is very fond of candy.

Mother brought up the fact that she thinks she may have some idea as to
what Alice is afraid of even though Alice cannot tell her. Recently the
mother of a child in the neighborhood had to be hospitalized for a chronic
illness. For several days Alice acted out in play the story of a family in
which the mother and father both died. Last year Father was in the
hospital. The day before he was to go to the hospital Alice began vomiting;
Mother assumed that she had a virus infection since this was going around
at the time and Frank had it.

Mother said that Alice seems to be very bright and alert and wants to
learn. She apparently reads quite well for her age, and Mother tries to keep
her supplied with books. Mother had asked either for a home teacher or
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that she at least be given some help in guiding Alice in her reading at
home. The principal refused both requests on the basis that if Alice is
permitted to stay at home, she will then make no effort to get over her
fears and go back to school.

Similar illustrative classical cases are cited by Coolidge et al.,, Kessler,
and Waldfogel, Coolidge, and Hahn. We shall comment on the features that

recur again and again in such cases.

Sex Ratio

School phobia is one of the very few behavioral disabilities in childhood
that occurs somewhat more frequently in girls than in boys. A compilation of
124 cases in six studies by Kessler indicated that of the 124 cases, 68 were
girls and 56 were boys, meaning that for every six girl patients referred for
clinic treatment, there are five boys referred with the same disability. One’s
general impression is that the sex difference is greater than this, and most
writers in any general discussion of the condition will refer to the patient as
“she” or “her.” The figures, however, do not substantiate the impression. This
sex preference in school phobia becomes all the more interesting and unusual
when one considers childhood emotional disorders in general. Bentzen, for
example, in reviewing numerous studies of sex ratios in childhood learning
and behavior problems, emphasized the agreement in the results of
investigators that there is a marked preponderance of boy patients in at least

seven diagnostic categories (reading disorders, learning difficulties, school
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behavior problems, stuttering, autism, childhood schizophrenia, and juvenile
delinquency) and suggested that boys from the very beginning are more
vulnerable to stress than girls, probably due to the fact that the maturation
rates of boys are slower. Many of the ratios cited by Bentzen ran as high as
four boys to one girl, or even eight boys to one girl. Bentzen, however, did not
include reviews of the studies on school phobia and anorexia nervosa, the two
not infrequently encountered neuroses where girls tend to outnumber boys
slightly as patients. And investigators dealing with these latter two conditions
rarely attempt to explain or account for this fact of altered sex ratio in their

case series.

Age at Onset

There is a general agreement among research workers that a school
phobia can and does appear at any age in the child’s school career. It occurs at
the kindergarten age level, but its onset may be noted for the first time in the
preadolescent or adolescent in the junior or senior high school grades.
However, there seems to be a clustering of cases at two very particular age-
grade levels: (1) at the seven- to nine-year third-grade level, and (2) at the

twelve- to fourteen-year eighth- to tenth- grade level.

Intelligence or Learning
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The child with school phobia rarely states that she is afraid to go to
school because the work is too hard or because she cannot do the work, and
the reports of teachers’ and parents’ impressions almost universally allege
that these children are good to excellent learners in those periods before and
after their illness when they have been able to attend school for any
appreciable length of time. However, in one of their follow-up studies,

Coolidge, Bro- die, and Feeney stated:

Many clinicians have noted that school-phobic children, particularly
younger children, are of superior intelligence and perform at an advanced
level in school when they are able to attend. We were impressed by the
frequency of such remarks in the school reports written by kindergarten
teachers or teachers in the first two grades. School IQ tests were available on
thirty-six subjects and yielded a median Otis IQ of 113 with a range of 84 to
135. Thus the median IQ, while well above average on national norms, falls
slightly below the median for the suburban area from which most of the
sample was drawn. The clinical impression of the original research group,
that these children are intellectually alert, eager, and prepared to excel, was

not born out by their subsequent intellectual development.

It is probably correct to conjecture that a large series of cases tested on
standardized reliable tests of intelligence would show that the distribution of

IQ figures would approach a normal bell-shaped curve slightly skewed to the
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right with the median at or somewhat above the 113 found by these authors.
Such a skew to the right at the kindergarten and first two grades age levels
probably can be attributable to the excess in any such series of girls with the
expected earlier maturation that they have attained when compared with

boys of the same age.

A second impression that has taken on the respectability of a clinical
fact is the repeated statement that school-phobic children are almost
invariably excellent achievers in school learning. This impression has led to
the balanced and antithetical clinical statements that “The school-phobic child
is always an excellent achiever; the learning disability child is never school
phobic.” Both of these allegations are myths. For in respect to the learning
achievements of the forty-nine children in the Coolidge group study the

authors stated:

With respect to actual school achievement, 1Q scores were compared
with school grades and teachers’ reports. The children’s [Q-Achievement was
then rated on a five-point scale, ranging from being significantly below to
significantly above expectation. Forty-three percent of the children were
performing below, while only twelve percent were performing above
expectation. Although we recognize that IQ scores alone are a dubious
criterion for predicting academic success, it does appear that the weight of

the evidence points to a large number of learning problems among these
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children, predominantly of the production type.

And they add, “It was of interest to us that proportionately more boys

than girls were showing [accompanying] problems in learning.”

Associated Physical Complaints

In from 50 percent to 75 percent of school-phobic children, in addition
to their voicing of feelings of anxiety and dread in relation to school
attendance they will complain of pains in various parts of the body or of a
feeling of a general sickness. Such complaints typically are abdominal pain,
nausea, vomiting, and, less common, pain in the extremities. It has been
pointed out by some authors that the primary associated physical complaint
pattern (abdominal pain, nausea in the morning, vomiting) in these patients is
quite similar to the “morning sickness” of pregnant women. Be that as it may,
Gardner stated:

Inasmuch as these physical complaints usually emerge at the point in time
when the child is supposed to go to school, either in the sense of daily
attendance (in the morning) or at the close of the summer vacation when
school attendance is imminent, they give rise to the suspicion in the minds
of many people that these physical complaints are entirely faked and that
the child is, in essence, a malingerer. Such, however, proves not to be the
case on intensive investigation, because the physical disabilities that
emerge usually have specific reference to some of the underlying

unconscious conflicts and are not at all seized upon “just in order to stay
out of school.”

American Handbook of Psychiatry - Volume 2 355



Etiology or Psychodynamic Meanings

There is a general consensus as to the cause, or better, meaning, of the
symptomatology exhibited by the school-phobic child. In its interpretive
dissection by the therapist it is noted that the child is not afraid primarily of
going to school or afraid of the schoolwork or of the teacher but rather that
she is afraid of leaving her mother. Inevitably the child selects and names any
number of things, objects or people that she states are the loci of her dread
and anxiety, but these are projections on selected external factors and are
seen to be such after the mother carefully investigates each and every one of
them in her anxious concern, bafflement, and lack of understanding of the

child’s sudden terror of school attendance.

The consensus that we mentioned above is best outlined by Coolidge et
al,, as these authors deal with the patterns of aggression existing in the overt

behaviors of the phobic child and her mother:

The central concern in the child is the fear of abandonment by the
parents. The child fears that some danger from the outside world will befall
the parents, particularly the mother, and that thus abandoned, he will either
die of lack of care or because of lack of protection be a victim of violence from

the outside world.

To see that this annihilative result is not carried out, the child stays at
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home, as close to the mother as possible. The Coolidge team continue as
follows:

This underlying fear is considerably intensified at the outbreak of the

symptoms, bringing with it an increase in the dammed-up aggressive

fantasies which stem from murderous wishes toward the parents. These

are experienced as too dangerous, and the child defends herself by

regressing to increased dependence on the mother while displacing

[projecting?] the anger associated with her hostile wishes to the outside
world, notably the school.

However, most authors emphasize, too, the possible evoking (and
demonstrable furtherance) of the child’s neurotic dread by the mother
herself. The child and mother have set up (or continue) a seeming symbiotic
relationship, one with the other, and this relationship is a sadomasochistic
expression that has needed neurotic gains for both mother and child. An
extreme overprotective and antiseptic attitude on the part of the mothers of
these patients was stressed by Waldfogel et al. and Estes, Haylett, and
Johnson, and they attributed the cause of the child’s condition to the mother’s
own neurotic needs responses. In addition, Waldfogel et al. included the
fathers of these children as being partners with the mother in the creation of
the child’s psychopathology in that they too were not infrequently noted to be
overprotective and to act competitively with the mother, acting thereby more

as anxious mothers than as fathers.

Eisenberg stressed the fact that it is the mother’s own anxiety that is
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transmitted to the child. This transmission is not through words but by means
of cues or gesture language that involve facial expression, attitudes, and
moods. The mother fears the cold, impersonal attitude of the school and its
teachers and fears that the other children attending it are bad or hurtful. The
school-phobic child has picked up these fears from the cues of the mother and

responds in the same vein in an attempt to please the mother.

Finally, Cramer attributed the causation of this childhood condition not
specifically to the responses of the mother or the father but indicated rather
that the neurotic expression in the child is due to the total family climate. The

etiological importance of the family situation is stressed by him as follows:

The unconscious involvement of the total family in reciprocal systems of
neurotic adaptation frequently provides a climate, before the child has to go
to school, in which the tolerance of his defenses forestalls the breakthrough of
symptoms. His [later] attempts to deal similarly with exacerbations of anxiety

in the school environment cannot be so easily tolerated.

Presumably, with the additional stress involved in school attendance
the child’s previous defenses against family-engendered and family-member-

associated anxiety break down and the neurosis emerges.

Jane Kessler, on the basis of her clinical studies of school-phobic

children, outlined serious doubts as to the repeated allegations that the
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child’s mother is the cause of this condition in the child and cited the need for

further research to establish its truth. Kessler stated:

The literature on school phobia abounds with statements to the effect
that it never exists in isolation but is always intimately associated with a
complementary neurosis in the mother, leaving the impression that the other
is the cause. This explanation must be regarded as a partial one for several
reasons. First, the same dynamic conflicts have been observed in mothers of
children with different kinds of problems (e.g., psychosomatic problems and
psychoses), so it is questionable that there is a specific cause-and-effect
relationship between the mother’s problem and the child’s. Secondly, school
phobia does not especially run in families. Why is only one child so affected?
Third, investigations of parental psychopathology have not involved the use
of control groups, so one cannot know how many mothers with the same
conflicts are raising children who are free of phobias. . .. However, whatever
the origin of the child’s school phobia, there is no doubt that the mother’s
reaction will affect its duration and intensity. . . . Reading the clinical case
material, one wonders what was primary and what secondary—that is, how
much of the mother’s anxiety was engendered by the child’s obvious distress,
and to what extent her anxiety created his distress. Even when the separation
anxiety starts with the mother, the psychopathology will, after a time, be
internalized, becoming an integral part of the child’s personality structure.

The child learns the psychology of the mother and makes it his own. In most
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of these cases, one sees only a continuous cycle with no clear-cut starting

point.

To add to the heuristic value of her discussion, Professor Kessler
suggested: “It would be worthwhile to investigate patterns of maternal
behavior in respect to children’s fears. All children are reluctant to go to
school at some time or other, but no effort has been made to see what parents
normally do about it. Careful study might define more sharply the unique

features of the ‘phobogenic’ mother.”

Kessler’s alluding to the separation anxiety of these children leads one
to comment on the general diagnostic classification by numerous researchers
of these children with school phobia as residing under the rubric of
separation anxiety. Though this may not be specifically stated by the score or
so of investigators who over recent years have worked intensively with this
childhood clinical condition, it is certainly implied as their preferred clinical
diagnosis. To this Anna Freud outlined a serious objection that should give us

pause. She stated:

In clinical diagnoses one hears it, [i.e., separation anxiety] applied
indiscriminately to the states in separated infants as well as to the states of
mind causing school phobias (i.e, the inability to leave home) or

homesickness (a form of mourning) in latency children. Here also, to employ
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the same name for two sets of disorders with similar manifest appearances
tends to obscure the essential metapsychological differences which are
characteristic of them. To separate, for whatever reason, a young infant from
his mother during the period of biological unity between them represents an
unwarranted interference with major inherent needs. It is reacted to as such
by the infant with legitimate distress which can be relieved only by the return
of the mother or, in the longer run, by establishing a mother substitute
mother-tie. There is no correspondence here, except in behavior, with the
states of mind of the homesick or the school-phobic child. In these latter cases
the distress experienced at separation from the mother, parents, or home is
due to an excessive ambivalence toward them. The conflict between love and
hate of the parents can be tolerated by the child only in their reassuring
presence. In their absence, the hostile side of the ambivalence assumes
frightening proportions, and the ambivalently loved figures of the parents are
clung to so as to save them from the child’s own death wishes, aggressive
fantasies, etc. In contrast to the separation distress of the infant, which is
relieved by reunion with the parent, in ambivalent conflicts reunion with the
parents acts merely as a palliative; here only analytic insights into conflict of

feelings will cure the symptom.

In this passage, with the clear enunciation of the differing unmet
physiological needs of the infant and the existence of the ambivalence

conflicts of the school-age child in respect to separation or abandonment,
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Anna Freud warned us of a needed differentiation of each of these specific

clinical conditions.

What seems to be lacking in all of these observations and reports on the
possible genesis of the school phobia that involves in its causation both the
parents (usually the mother) and the child (usually the daughter), is a genesis
referable to the problems for solution faced by the child at this particular
stage and age in its development. In the light of usually agreed on milestones
in the personality development with which the usual school-phobic child is
still struggling are the problems attendant on, and associated with, an
unresolved (or imperfectly resolved) oedipal conflict. It is in the unfinished

business of this stage in development that most of the children are caught.

These patients seem to be still battling with the conflicts engendered by
the rejection of the parent of the opposite sex and the (for whatever reason)
continuing negative and aggressive impulses toward the parent of the same
sex. The response of renunciation of oedipal impulses has not yet been
acceptable to the child, and she or he still harbors, but resists, the feelings of
defeat and loss of prestige within the family group. And the parents by their
reactions continue to contribute to the child’s delay in the satisfying and
satisfactory resolution of the conflict. Put in another context, the child’s
phobic reaction seems to be a continuing and delayed grief reaction, a delay

in the modification of the love and hate of a lost love object. Out of this

www.freepsychotherapybooks.org 362



continuing conflict arises the manifest ambivalence and the demanded
closeness to the parent (mother) to ensure that unconscious death wishes
will not be carried out through the magic power of the wish or the thought. In
the florid disabling stage of this condition, the child would seem to need a
psychotherapeutic process aimed sympathetically at the child’s attainment of

insight relating to his or her unconscious conflicts.

Prognosis

It can be stated with reasonable certitude that the prognosis for the
child suffering from school phobia is excellent. In a large percentage of cases
the condition lasts a few weeks, a few months, or recurs in a few episodes

spread over one or two months’ time.

It should be remembered that there are scores of children who
manifest, for a time, some of the well-known symptoms of school phobia but
go undetected, or certainly undiagnosed as such, because of the shortness of
the duration of the attack or because the condition does not develop to a
florid state of disability. The child is not referred for clinic treatment nor,
indeed, is she or he referred for help to the school psychologist or school
counselor by the teacher. (In such cases it is reasonable that both the parents
and the teacher feel that the child’s reluctance to go to school because of

being afraid is nothing but malingering. )
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It is just these items of self-limitation and the absence of an accurate
diagnosis of the condition that make certain aspects of research difficult or
render research studies unreliable. For example, if a clinical condition is for
the most part self-limiting and may in appreciable numbers terminate itself,
all claims to the efficacy of one treatment approach as compared to a different
treatment approach are questionable. For the recovery could have been
spontaneous, no treatment at all being necessary. Also, if appreciable
numbers of school-phobic children are not considered to be suffering from
the condition, that is, are undiagnosed, any research results relative to the
incidence are open to question. Corroboration of this unreliability of
incidence figures was one of the interesting items that came to light in the
classical intervention study of Waldfogel, Tessman, and Hahn. When this
research team actually went into the selected schoolrooms to observe the
children, to talk with the teachers and with parents, during a two-year period,
thirty-six cases of mild to severe school phobia were noted whereas the
alleged incidence previous to that time was said to be five or six cases per
year. If one were permitted to generalize on the basis of these figures of
incidence, one might assert that probably less than one case of school phobia

in three is detected and so diagnosed.

Even though the prognosis, as above stated, is excellent and the
recovery rate high, as shown by the results of a ten-year follow-up study of

sixty-six cases by Coolidge et al,, this same investigator in two other studies
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called attention to the fact that though the recovery rate is high in school
children aged seven, eight, and nine, the recovery rate in the preadolescent or
adolescent child is by no means as high. In fact, these two research teams
emphasized the fact that the adolescent school phobia can be a manifestation
of a severe character disturbance or become a way of life rather than
indicating a neurotic crisis, as seems to be so evident in children in the lower

grades of the elementary school.

Intervention and Treatment

The effectiveness of the treatment of the child suffering from school
phobia depends on the presence of at least three propitious conditions: (1)
early detection, (2) prompt intervention, and (3) the cooperation of the child,
his family members (mother and father), and the school in a broad-gauged

treatment program.

The remarkable results of early detection and intervention are clearly
demonstrated in the study of Waldfogel et al. These investigators became
observers somewhat after the manner of teachers’ aides in selected
classrooms with the hope of detecting the first signs of a developing school-
phobic condition in the various pupils. The teachers of these classrooms were
welcomed and utilized as important members of the research team and were

made thoroughly acquainted with the signs and symptoms of the condition.?
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During the two-year period of the study, thirty-six children were
thought by the investigators to be exhibiting the prodromal signs of school
phobia. The parents of the child were interviewed immediately, and in

twenty-five cases they cooperated in the treatment

program. Sixteen of the twenty-five cases were treated through
counseling in the school setting (in the schoolroom itself or an adjacent
office), four were referred to a child guidance clinic, and five were cases of
spontaneous recovery. In a follow-up study twenty-two of the twenty-five
treated cases showed no signs of a return of the phobia, whereas three of the
eleven untreated children were still school phobic. The results of this study
seem to indicate clearly that whatever treatment method used—individual
psychotherapy, group therapy, family therapy, psychoanalysis, or behavior
therapy—early intervention in its utilization offers the best chance for early
recovery and minimal loss of important school attendance. (And all
investigators agreed that at the earliest possible moment the child should face

the phobic situation, that is, return to school.)

Additional general suggestions in regard to treatment approaches are
made by Gardner:
Here again one can begin by stating first what single devices or actions do
not seem to be efficacious or effective in treatment. In the first place, it

seems to be of little help to change the child to another teacher or to
another school. Nor is it surprising that this is so, in the light of the true
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meaning of the condition. As you can see, it is not primarily school-
centered. Again, from time to time, the plan has been used of having the
mother always accompany the child to school or, very frequently, of having
the mother sit in the classroom with the child. This usually works, but it
cannot be used indefinitely because of its impracticability, both from the
point of view of the mother, who must attend to other duties in the home,
and from the point of view of the teacher and other pupils, both of whom
do not relish the indefinite presence in the schoolroom of a mother of one
of the pupils. Usually, too, when the mother withdraws or for the first time
does not stay, the child’s symptoms return with all their former acuteness.
Allowing the child to stay home and be taught by a home teacher, though
temporarily solving the difficulty, also cannot be resorted to forever. In
addition, with regard to such treatment as the only treatment, although it
may result in a long protracted self-recovery, the child taught at home
during this long period is losing much in respect to social development and
social adjustment that accrues to association with other children through
day-by-day attendance at school.

Finally, it should be emphasized again that the cooperation of the school
administrator, and particularly of the child’s teacher, must be sought and
maintained throughout the treatment procedure. Many problems in the
overall management of the child with school phobia involve one or both of
these school personnel; it is not mere speculation to assume that a large
number of those children who recover spontaneously do so through the day
after day individual help and guidance extended to them by an insightful and

sympathetic classroom teacher.
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Notes

1 In any such intervention programs contemplated one must bear in mind that not infrequently the
child patient sometimes, and the mother more often, blames the teacher for the existing
fear of going to school. Teachers have suffered because of this palpably unjust
accusation. To gain their very necessary cooperation, either in intervention studies or,
indeed, in treatment programs for the patient, it is well for the members of the research
team, or the therapists, to realize it is important to eliminate one’s adherence to this

traditionally held notion that the teacher is to be discovered to be the psychogenic agent
causing the condition.
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CHAPTER 8
MINIMAL BRAIN DYSFUNCTION IN CHILDREN

Paul H. Wender and Leon Eisenber

Few clinical problems incite such disputation as the concept of minimal
brain dysfunction (MBD). There are those who deny its existence and others
who see the syndrome in the majority of troublesome children. The confusion
stems from an interaction of the following factors: the differing viewpoints of
the professionals who encounter its manifestations; the variability of its
manifestations in different settings; the variability in the syndrome itself; and
the variable meanings inferred from the diagnosis by professionals and

parents when it is encountered.

Children so labeled are seen by neurologists, psychiatrists,
pediatricians, psychologists, and schoolteachers. To some neurologists a
diagnosis of brain damage cannot be made unless the classical neurological
signs associated with nervous system lesions (that is, sensory defects, reflex
changes, motor abnormalities, and so on) can be positively identified. The
limitation of this viewpoint is evident from the fact that the classical
neurological signs are the result of injury to only certain fractions of the brain
substance; most of its bulk is silent in this respect, though it is very noisy in
relation to complex behavior. There may be a marked discrepancy between

neurological impairment, on the one hand, and behavior disturbance, on the
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other, following brain pathology. A child whose motor function is severely
crippled by cerebral palsy may nonetheless display superior intelligence.
Conversely, a child with severe intellectual impairment on the basis of brain
disorder (as in Heller’s disease) may have normal reflexes and gross motor
behavior. Conceptually, it is essential at the outset to differentiate the child
with evidence of identifiable other neurological disease from the category of
children considered here. The term “minimal” in minimal brain dysfunction is
meant to indicate that the syndrome does not fit an otherwise recognized
pattern and is associated with soft signs and presumptive evidence of brain

disorder in the regulation of complex behavior.

The psychiatrist often fails to make the diagnosis, but for quite different
reasons. The problems he is accustomed to dealing with are so often
psychogenic or sociogenic that he may fail to consider that a behavior
disorder may be secondary to brain dysfunction. His set is reinforced by the
fact that disturbed family relations often accompany the syndrome. The
difficult child may engender difficult behavior in his parents; organic lesions
in a child do not preclude the simultaneous existence of psychogenic

problems in his family.

The problem for the pediatrician is again different. The variability and
unpredictability of development make the distinction between a transient

behavioral aberration and one that is enduring difficult to discern except over
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time. If he has reassured a parent that the child will grow out of his problem
and the problem persists, he may find it hard to extricate himself from his
earlier commitment. Under such circumstances, he will continue to provide

ineffectual reassurance while morbidity continues.

The psychologist is likely to base his diagnostic judgment on test results.
The correlation between minimal brain dysfunction and defective cognitive
and perceptual performance is significant but not one to one. That is, a
normal child may show quite uneven developmental attainments, whereas
one with this syndrome may score in the average range. Except at the
extremes, psychological test performance and neurological status may fail to
correspond. The psychologist is in the difficult dilemma of making an
inference about brain function from the test results. If he turns to the
neurologist for confirmation, he may find the neurologist in turn relying upon
him. This is no indictment of either profession but a simple consequence of

the lack of pathognomonic criteria.

The educator observes the child in the classroom. He infers the
diagnosis from overt behavior without necessarily having the skill to
discriminate between the causal factors underlying common behavioral
patterns. Moreover, he sees the child in a group setting, whereas the other

specialists observe him alone in examining rooms.
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This last feature brings us to a second major characteristic of the brain
dysfunction syndrome: the variability of its manifestations in different
settings. The symptoms are most evident in an environment that provides a
maximum of stimulation. The child who is a “whirling dervish” in a classroom
or on a playground may be able to sit quietly and pleasantly in a small room
with a friendly examiner who can command his attention. Thus, professionals
may engage in fruitless arguments about the description of the child because
they fail to understand the significance of the settings in which each observes

him.

Finally, the very broadness of the category minimal brain dysfunction
should prepare us for the fact that children so affected differ markedly from
one another, presumably in relationship to the presence or absence of an
anatomical lesion, size of the lesion, site of the lesion, number of lesions, the
age of acquisition, the total amount of brain tissue involved, and perhaps even
the cause of the lesions. Since present techniques do not enable us to
determine the state of tissue function except indirectly, we do not have the
anatomical information to correlate structure and function. Without the
ability to do this, we use a common label for children suffering from what we
can assume to be quite different anatomical or physiological defects. And yet
there is sufficient commonality to the behavioral syndromes and sufficient
responsiveness to similar treatment regimens to warrant the continued

clinical use of the diagnostic term.
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Finally, the connotations of the term can lead to unanticipated
consequences. To some parents (and some professionals) it connotes
irreversibility and poor prognosis. But biochemical or even structural defects
need not have such consequences in a growing organism if the extent is
limited and if rehabilitation is provided. Indeed, clinical experience suggests

that the outcome can be quite favorable if gross disability is not present.

For the present, it would be useful if the diagnosis of minimal brain
dysfunction is always followed by a brief list of its major clinical
manifestations as well as by a statement of cause, if cause can be established.
When the behavioral syndrome is seen in a child whose basic disorder fits a
better-defined category (postencephalitic syndrome, cerebral palsy, and so

on), that diagnosis should take precedence over this behavioral term.

Characteristics of the Minimal Brain Dysfunction Syndrome

There is disagreement as to the boundaries of the MBD syndrome. We

will discuss those signs and symptoms found in classical instances.

Motor Behavior

The major abnormalities of motor function are high activity level and
impaired coordination (dyspraxia). When these symptoms are present, the

history is surprisingly stereotyped. As an infant, the child is reported to have
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been active, colicky, and a poor sleeper. As soon as he entered the toddler
stage, he was into everything, constantly touching and/or mouthing and
having to be watched at all times for his own protection as well as that of his
household. As an older child he is described as having been driven like a
motor, constantly fidgeting, unable to keep still at the dinner table and even
(mirabile dictu) in front of the television set. At school, his teacher reports
that he is unable to sit still, gets up and walks around, whistles, drums, and
annoys her as well as his fellows. As he enters adolescence, gross
hyperactivity is apt to disappear, but other characteristics of the syndrome
may not. Hyperactivity is not a necessary sign for the diagnosis of the MBD
syndrome. There are children with other characteristics of the syndrome who

are normally active or even hypoactive.

The second abnormality seen in perhaps three-quarters of MBD
children is incoordination. The distribution of MBD children may be bimodal
in this regard. Some are reported as having passed developmental landmarks
at an early age and of always having been agile. More common is the clumsy,
inept child. The child is frequently reported as always having had two left
feet, constantly tripping over himself or any object in his path. Fine motor
coordination problems may have been reflected in the slowness in learning to
button buttons, tie shoelaces, color, cut with scissors, or write with legibility.
Balance difficulties impair riding a two-wheel bicycle or roller skating. Many

will have difficulty in throwing, catching, or hitting a ball. This difficulty is
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“diagnosed” by the child’s peers, who select him last when choosing up sides

for baseball.

Attentional Difficulties

The most striking abnormality of the MBD child is his short attention
span and poor ability to concentrate. His parents report that he has never
remained with one activity for a reasonable period of time. At school age, his
teacher comments that “he has a short attention span. He is distractible. You
can’t get him to pay attention for long. He doesn’t listen.” These difficulties,
like all the others, occur on a continuum. Some MBD children are able to
persist in a few activities that they like. In others, attentional problems may

be masked by perseverative behavior. This may be labeled “compulsive.”

As with hyperactivity, distractibility and inattentiveness tend to

diminish with age, but the problems may remain in a muted form.

Cognitive Difficulties

Cognitive disabilities are variable. There are three groups of children:
those with perceptual-cognitive problems and no behavioral difficulties;
those with behavioral difficulties and no perceptual-cognitive problems; and

last, and most common, children with difficulties in both spheres.
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Among the difficulties are problems with orientation in space
(manifested by right-left confusion, by reversals in reading and writing, and
poor performance on the Bender Gestalt Test); difficulties in auditory
discrimination (confusing similar sounds); difficulties in auditory synthesis
(so that phonemes cannot be combined to sound out a word); difficulties in
transferring information from one sensory modality to another (e.g,
recognizing equivalence between a printed Morse code and its sounding out)
and from a static to a temporal sequence (e.g., recognizing equivalence

between flashing lights and a printed pattern).

Learning Difficulties

The area in which the MBD child’s difficulties combine to produce
maximum dysfunction is in school performance. Capacity, motivation,
previous preparation, and adequacy of teaching contribute to how well a child
performs. There are many reasons for inadequate school performance
besides MBD. But a substantial fraction of MBD children (perhaps one-half)
manifest learning difficulties. Among children with normal intelligence,
normal environment and preparation, and reasonable school experience MBD
would appear to be a frequent source of academic difficulty. The most
common difficulty is in learning to read, though problems in writing and in
arithmetic may be present as well. This group of children overlaps the ill-

defined syndrome of dyslexia.
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Attentional and perceptual-cognitive difficulties impede academic
progress. When untreated, the MBD child falls further and further behind
academically. Since his 1Q is apt to be normal, he will be labeled an
underachiever. Falling cumulatively further behind, the MBD child is probably
at greater risk to drop out than his peers. One study of non-selected
adolescent underachievers found that two-thirds of the non-retarded

underachievers were MBD children grown up.

Difficulty in Impulse Control

A common characteristic of the MBD child is poor impulse control as
manifested by low frustration tolerance, inability to delay gratification,
impaired sphincter control in the young (enuresis, encopresis), and antisocial
behavior in the older child (destructiveness, stealing, lying, fire-setting, sexual
acting out). Impaired impulse control is also manifested in poor planning and
judgment. The ability to think ahead develops with age; the MBD child is

behind in accomplishment for his age.

The overlap between MBD and acting-out behavior is important. That
MBD children contribute to social deviance in adolescence is suggested by
retrospective cross-sectional studies of delinquents. These findings suggest
that effective treatment of the younger MBD child might be useful in

minimizing adolescent problems.
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Interpersonal Relations

The MBD child is apt to be extroverted, resistant to social demands,
controlling, and independent. In extreme instances, he is stubborn,
negativistic, and impervious to ordinary disciplinary measures. “He always
wants things his own way. Punishment doesn’t faze him. You can’t reach him.”
In relation to his peers, “he is bossy. He wants to play the game his way or not

at all. He’s too aggressive.”

Emotional Abnormalities

The child with minimal brain dysfunction exhibits increased lability,
altered reactivity, increased aggressiveness, and dysphoria. His response to
pain is often diminished: He seems indifferent to the bumps, falls, and scrapes
that are the common lot of childhood. On the other hand, he overreacts to

frustration and excitement. Temper tantrums are frequent.

Although these children are often described as angry, the behavior is
usually irritability and lack of consideration. The child is often described as

having a low boiling point and a short fuse.

The major dysphoric characteristics are anhedonia, depression, low
self-esteem, and anxiety. Anhedonia (reduced ability to experience pleasure)

is evident from such parental comments as “He never gets a real kick out of
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anything. It seems impossible to satisfy him. He wants something for a long
time, and then when he gets it he’s tired with it right away.” Insatiability is
often interpreted as the result of spoiling; in the MBD child, such parental
behavior may be a response to the child’s non-gratifiability. MBD children are
sometimes said to have a masked depression or to have depressive
equivalents. The behavior that suggests this interpretation includes concern
about injury or death for parents or selves, low self-esteem, and lack of zest
and initiative. Self-evaluation may be hidden by bravado or assumed
indifference, but parents and teachers will report that the child has described

himself as stupid, worthless, or bad.

Familial Problems

Problems between the child and his parents, between the child and his
siblings, and between parents themselves occur with sufficient frequency to
be listed among the key characteristics of the syndrome. Although these
problems are frequently interpreted as though they reflected familial
pathology, it is probably more accurate to view them as a reaction to the
child’s difference. Most parents of MBD children feel guilty. Everyone “knows”
that a child’s behavior is the product of his upbringing, particularly his
mothering. If the parents do not reach this conclusion independently, they are
often helped to do so by mental health professionals. The guilt may produce

depression or be projected onto the spouse. The difficulty in socializing the
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child is a major source of arguments between parents: Each views the other’s
attempts as ineffectual. Since neither succeeds, the possibilities for mutual
recrimination are endless. The MBD child demands more attention than his
peers; they in turn react with jealousy and amplify the problem. The
possibilities for disruptive family alliances, triangles, and the like are

numerous.

Neurological Concomitants

There is an increased prevalence of minor, or soft, neurological signs in
children with minimal brain dysfunction (as high as 50-60 percent in some
series). The neurological findings labeled “soft” are so called because of their
variability and lack of correlation with anatomical lesions. They include
difficulties in fine motor coordination, visual-motor coordination and balance,

choreiform movements, clumsiness, and poor speech.

The prevalence of abnormal EEGs among MBD children varies greatly,
as a function of the population surveyed and the criteria employed. There is
considerable overlap with the EEG records of other psychiatrically disturbed
children. Except when epilepsy is suspected, the EEG is not particularly
helpful. The one specific abnormality that has been reported but not yet
replicated is that described by Laufer et al. These investigators demonstrated

decreased photo-metrazol thresholds in hyperkinetic children.
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It should be emphasized that many children with minimal brain
dysfunction have no detectable neurological abnormalities. Neurological
findings may support the diagnosis, but the absence of neurological

abnormalities does not rule out the diagnosis.

Physical Stigmata

A number of workers have reported an increased prevalence of minor
anatomic abnormalities in MBD children. In general, the stigmata are similar
to those seen in schizophrenic children and overlap those seen in mongolism:
anomalies of the epicanthus and ears, high arched palates, short incurving
fifth finger, single palmar crease, abnormally long and webbed third toe,

strabismus, and, perhaps, unusually large, small, or abnormally shaped skulls.

Psychological Test Performance

There are no pathognomonic psychological test findings; but the
absence of abnormalities does not rule out the presence of the syndrome. As
with the neurological examination, the psychological report may suggest the
diagnosis but is not definitive. Children with minimal brain dysfunction
display a varying degree of perceptual and cognitive dysfunction. Many of the
abnormalities are not revealed on the standard psychological test batteries

but may be revealed by educational testing techniques. Variability of WISC
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subtest scores is often regarded as criterional; no evidence clearly supports
this view. Abnormalities on the Bender Gestalt test (particularly reversals)
are common. Difficulties in sorting tests, tests of figure-ground
discrimination, and tests requiring cross-modal transfer of information are
frequent. The difficulty is, as Conners concluded, that evaluations of children
with documented cerebral lesions have failed to show a single pattern of
dysfunction on intelligence tests; the same may be expected to be true of

children without documented lesions.

Clinical Subsyndromes and Changing Manifestations with Age

Minimal brain dysfunction is generally associated with the picture of the
hyperactive child: the driven, impulsive, distractible hellion. Many of the same
psychological deficiencies seen in the hyperactive child are seen in children
who are assigned to other diagnostic categories. We include these children
within the boundaries of the syndrome. That is, we employ a Bleulerian
rather than a Kraeplinian model. Minimal brain dysfunction would seem to be
involved in the following subsyndromes: (1) the classic hyperactive
syndrome; (2) the neurotic; (3) the psychopathic; and (4) the special learning
disorder. In each of these variants, one or another aspect of the syndrome’s
varying manifestations are salient. In the “neurotic” it may be the rigidity and
the “fixed” fear pattern; in the psychopathic, it is the recalcitrance to social

expectations and impulsivity; in the special learning disorder, it is the
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inattentiveness and/or perceptual-cognitive problems.

Together with the variable clustering of attributes, the changing
behavioral manifestations of the syndrome with age tends to mask its
diagnosis. The reasons for age changes include physiological alterations with
maturation; learned consequences of continuing deviant behavior (a child is
more hostile toward school after repeated failure); and most important,
changing social expectations of the norms. In schematic form, the career of
the MBD child might be summarized as follows: As an infant he is irritable,
over-alert, colicky, and difficult to soothe. As a toddler, he is always on the go,
threatening imminently to injure himself or family possessions. As he enters
kindergarten and elementary school, his attentional and social problems
become salient. His distractibility, low frustration tolerance, aggressiveness,
and domineeringness win him the favor of neither his teacher nor his peers.
Academic problems, though often present, tend to be ignored at first; by the
time he reaches the third grade he is discovered to have a learning problem.
Concomitant with the increased academic demands, the child’s school
behavior turns from inattentiveness to directed hostility. Associated with
increased academic and peer problems, acting-out problems now appear.
When antisocial behavior is present, it frequently claims the limelight,
obscuring the existence and contributions of academic and learning
problems. During preadolescence and early adolescence antisocial behavior

constitutes the reason for referral. The academic problems persist but are
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accepted; the school generally attempts to promote a delinquent out of its
confines. The post-adolescent development of the MBD child is not fully
known; the available information will be reviewed in the section on
prognosis. It should be emphasized that the developmental changes discussed
should not be construed as a fatalistic timetable of developmental difficulty;
fortunately many children, either because of therapeutic intervention or

maturation, return to a normal developmental sequence.

Diagnosis

The major tools for diagnosing the minimally brain dysfunctioned child
are the history and current naturalistic observations of the child’s behavior.
The history can most rapidly be obtained by employing a structured format.
Open-ended questions, successively becoming more specific, should be
directed at the areas described under “characteristics.” Multiple informants
are useful. Teacher observations are of particularly great importance. The
teacher, to a greater degree than the parents, has the opportunity of
comparing the child with thirty or more of his peers in his daily activities.
Discrepancy between home and teacher reports should not be discounted as
documenting poor interrater reliability; it may provide useful information. If
the child is reported to be normal at home and a dervish at school, one should
determine whether the parents have aberrant norms of child behavior,

whether the parents have devised effective techniques of control, or whether
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the disturbed school behavior is the product of learning difficulties or school
management. Similarly, a history of good adjustment at school and disturbed

behavior at home suggests that the home situation be explored more fully.

The clinical interview with the child has a limited role in diagnosis. It is
common for teachers to report that the child will do well briefly in a one-to-
one situation; the psychiatrist thus may be misled. The psychiatrist obtains
the most unrepresentative sample of the child’s behavior. (For example, Zrull
et al. found that when mothers’, teachers’, and social workers’ reports and
psychiatrists’ playroom evaluations were all intercorrelated, the evaluations
that correlated least well with the others were those of the psychiatrists). The
differential diagnostic consideration for which the psychiatrist’s evaluation is
most important is in determining whether the child is psychotic. Although
parents and teachers are quick to spot the unruly, they frequently fail to
notice the bizarre; the differential diagnosis between MBD and borderline

schizophrenia has major therapeutic implications.

The physical and neurological examinations are contributory rather
than diagnostic. It is important to screen for sensory defects. This is
particularly important in lower-class populations in whom hearing or visual
defects may have long remained undetected. A neurological exam may
suggest the diagnosis; approximately one-half of MBD children have soft

neurological signs. The presence or absence of these signs does not have any
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implications for pharmacological management, but the boy who is reported to
be poorly coordinated can frequently be helped by specific programs in
physical education. When this results in improved sports performance, it may
bolster the child’s deflated self-esteem. The electroencephalogram is relevant
neither diagnostically nor in planning management, except when historical
information leads one to believe that a seizure disorder is present. There is no
evidence indicating that epilepsy is more common in children with minimal

brain dysfunction than in children without the syndrome.

While projective testing is of little, if any, value, diagnostic educational
testing may be of the greatest practical importance. Those MBD children who
have specific perceptual-cognitive difficulties may require remedial special
education; those who do not have such difficulties are nonetheless frequently
behind grade level and will continue to remain academic misfits unless they

receive correct academic placement.

With the disturbed child diagnosis is not a sterile exercise but a
determinant of action. A good general principle for any physician to
remember is that since he cannot diagnose with perfect accuracy, he must
decide whether to over-diagnose or underdiagnose. If a disorder is
moderately serious and the treatment very safe, he should over-diagnose
(e.g., if one suspects a strep throat and has no laboratory facilities, it is safer

to treat with a non-allergenic antibiotic than risk the possibility of rheumatic
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fever). If the disorder is not very serious or if the treatment is dangerous, one
should diagnose with much greater caution. In the case of the MBD child,
recognition of the classical hyperkinetic case imposes no diagnostic difficulty.
The problem is in the borderline areas. There will be many children in whom
the diagnosis is suspected but cannot be ascertained. A therapeutic trial of
medication is easy, safe, and permits a rapid evaluation of a child’s drug

responsiveness.

Prevalence of the MBD Syndrome

There are two separate questions. (1) What is the prevalence of minimal
brain dysfunction among children? (2) What is the prevalence of the
syndrome among diagnosed disturbed children? Despite imprecision in
diagnosis, a number of surveys of school-age children have produced
prevalence figures that are in surprising agreement. Prechtl and Stemmer
surveyed the prevalence in the Netherlands of the choreiform syndrome,
which they defined as the presence of minimal choreiform movements
together with behavioral problems. They found the syndrome present in 20
percent of elementary school boys and severe in 5 percent of them; its
prevalence in girls was 10 percent with less than 1 percent having severe
problems. Of children with this syndrome, 90 percent were reported as
having appreciable reading difficulties. Stewart et al. reported the

hyperactivity syndrome to be present in approximately 4 percent of a St.
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Louis grade school population between the ages of five and eleven. Huessey
found hyperkinesis in 10 percent of Vermont second grade children; he
reported that 80 percent of the children whom teachers felt had serious
behavioral difficulties fell into this category. Despite the different diagnostic
criteria employed and the different areas surveyed, the reported figures fall
into the same range: 5 to 10 percent. The prevalence of the disorder may be
linked to social class, being more frequent among disadvantaged children.
The syndrome, as reported in clinic populations, shows clear sex linkage: the
male-to-female ratios ranging from three- or four-to-one to nine-to-one. Some
of the manifestations of minimal brain dysfunction may be different in girls.
(It is our impression that hyperactivity itself may be less prominent with

undirectedness and resistance to socialization being more salient.)

The prevalence of the disorder in clinical populations is difficult to
ascertain; until recently, the syndrome could not be coded except as chronic
brain syndrome. Current American Psychiatric Association nomenclature
permits the additional category of hyperkinetic reaction of childhood.
Employing a broad definition of minimal brain dysfunction, one finds that half
of the children referred to outpatient clinics can be encompassed within this
category. The situation is analogous to that with schizophrenia. The clinics
and practitioners who use a dementia praecox model report very few
schizophrenics in ordinary outpatient populations, whereas clinicians

employing a Bleulerian model may report as many as one-half of their
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outpatients in this category. This issue clearly requires further study.

Etiology

It is probable that the MBD syndrome is a final common expression of
distinct and separate causal factors. It may be produced by extrinsic brain
insults, genetic transmission, intrauterine random variation in biological

development, fetal maldevelopment, or psychosocial experience.

The earliest description of MBD behavior in children was in those who
developed behavioral abnormalities following von Economo’s encephalitis.
Subsequently, similar behavioral abnormalities were associated with other
forms of infection, poisoning, and trauma. These causal associations led to the
first diagnostic labels for the syndrome: “postencephalitic behavior disorder,”

»n o o«

“organic drivenness,” “minimal brain injury.” Studies by Knobloch and
Pasamanick demonstrated an association between prematurity, prenatal
difficulties, and paranatal complications and a variety of psychological,
behavioral, and neurological abnormalities in children (including cerebral
palsy, epilepsy, mental deficiency, behavior disorders, and reading
disabilities). The highest association between reproductive pathology and
behavior abnormality was found for the group of children who were

hyperactive, confused, and disorganized, a group obviously resembling

and/or overlapping the MBD syndrome.
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It is these early studies that have willed the term “minimal brain
damage” to child psychiatry. It is an unfortunate inheritance for both logical
and empirical reasons. Logically, it is incorrect because one cannot argue that
since some brain-injured children have the MBD syndrome, all children with
MBD are brain injured. Empirically it is misleading because in a large fraction
of children with MBD, one can neither obtain a history suggestive of

neurological damage nor find signs of neurological impairment.

A second cause for minimal brain dysfunction is very probably genetic.
Clinicians have long noted the familial clustering of the disorder, with an
apparent increased prevalence among siblings and parents. Two studies
documented the familial clustering of dyslexia. These studies reported MBD
behavioral abnormalities associated with the dyslexia and an increased
prevalence of MBD behavior among the non-dyslexic siblings. (In clinical
experience, one sibling of a MBD child may have learning difficulties but no
behavioral problems, a second may have behavioral problems but no learning
difficulties, while a third may be clumsy but have no behavioral or learning
difficulties.) Such observations are compatible not only with genetic
transmission but with familial transmission of behavioral patterns. The only
sound way to disentangle the effects of nature and nurture is to study the
siblings of MBD children who have been reared separately. Safer was able to
locate fourteen MBD children whose siblings or halfsiblings had been reared

in foster homes. This study disclosed that approximately 50 percent of the full
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siblings versus 14 percent of the half-siblings were characterized by short
attention span, repeated behavior problems and a diagnosis (by an
independent rater) of hyperactivity. This study must be viewed with caution
because of the small sample size. Non-genetic, nontraumatic, prenatal
variation may play a role in the development of behavioral pathology. This is
suggested by the study of premature infants and monozygotic twins. In these
groups increased MBD pathology is repeatedly seen in the lower birth-weight

infants.

A fourth possible cause of MBD pathology is fetal maldevelopment.
Several investigators have noticed an association between MBD behavior
pathology and anatomical stigmata. There are no data indicating whether
such anatomical abnormalities are familial. The pathology of mongolism
(trisomy versus translocation ) suggests the question of whether the minimal
brain dysfunction disorder is associated with maternal pathology or genetic
abnormalities. One must further inquire if there is an association between

MBD and maternal exposure to toxins or infection during pregnancy.

Finally, there is reason to believe that minimal brain dysfunction
behavior may be produced by psychosocial experience. For example,
prolonged institutionalization during early childhood may produce a child
who not only has difficulties in forming relationships but who also has certain

temperamental and cognitive abnormalities, including hyperactivity, inability
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to concentrate, and difficulties in abstraction. Some clinicians distinguish
between organic and psychogenic subgroups of hyperactivity. The disorder
can occur in the absence of organic signs, but there is no firm basis for
supposing that these children manifest a different pattern nor that the
syndrome has appeared in them solely as a response to stress. Psychosocial
experience may interact with physiological predisposition to aggravate or

minimize the manifestations of the syndrome.

Mechanism

The pathophysiology of the minimal brain dysfunction syndrome is
unknown, but Wender proposed a model linking the observed behavior to a
hypothesized physiological dysfunction. Briefly, it asserts that the primary
psychological characteristics of the syndrome are directly produced by the
physiological dysfunction. The primary characteristics generate, in the course
of life experience, the psychological signs and symptoms seen in the clinical
syndrome. There are three postulated primary abnormalities: (1) a difficulty
in attention characterized by a high and poorly modulated level of activation;
(2) a decreased ability to experience both pleasure and pain, manifested

behaviorally by decreased sensitivity to reinforcement; and (3) extroversion.

The second hypothesis about mechanism is that some forms of the

disorder are produced by a dysfunction in monoamine metabolism. The
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reasons adduced are clinical and experimental. To begin with, von Economo’s
encephalitis, which produced Parkinsonism in adults, also produced minimal
brain dysfunction in children. The inference is that the virus had a
predilection for monoaminergic neurons (since postencephalitic
Parkinsonism is known to be associated with dopaminergic lesions). A second
naturalistic datum suggesting that decreased function of monoaminergic
neurons lies at the basis of the syndrome is the dramatic response of MBD
children to amphetamines and tricyclic antidepressants. It has been
hypothesized that these drugs act by increasing the functional amounts of
monoamines, most probably norepinephrine, which function as central
nervous system neurotransmitters. They act, in effect, as stimulators or
amplifiers of the monoaminergic systems. Animal experiments suggest that
norepinephrine is probably the neuro-humor critically involved in mediating
the effects of reinforcement; decreases in norepinephrine result in decreased
responding to both positive and negative reward. Decreased norepinephrine
is also thought, in the human, to be accompanied by depression. Decreased
functioning of the noradrenergic system would be expected to produce an
unhappy and socially unresponsive child. Similarly, although the mechanisms
are not so well worked out, norepinephrine seems to be involved in arousal. It
is unclear whether the inattentiveness seen in MBD children is a
manifestation of over-arousal or of under-arousal (as suggested by Satterfield

et al.). Though amphetamine is clearly arousing in adults, there is some
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suggestion that noradrenergic neurons may be involved in diminishing

attention and arousal.

The testable consequences of this theory are that at least one group of
MBD children should be characterized by decreased synthesis, release, or
sensitivity to norepinephrine. If the decreased synthesis is peripheral as well
as central, it might be reflected in decreased excretion of monoamine
metabolites in the urine. This hypothesis has been tested, but it was not
supported. If the syndrome results from decreased sensitivity to normally
produced norepinephrine, such children should manifest less autonomic
responsiveness to exogenous norepinephrine. This test has not yet been

conducted, but it too presumes that peripheral metabolism parallels central.

The monoamine theory, although plausible, suffers from lack of direct
empirical verifiability; at present, we lack methods for direct measurement of

the activity of central neurons in humans.

Prognosis

Pediatricians and child psychiatrists have tended to believe that the
hyperactive child outgrows his difficulties with age. This belief was supported
by the diminution of certain MBD signs with age: enuresis, fine motor
difficulties, classroom disruptiveness, and immature behavior. Several studies

disputed this assumption. The first group of studies were follow-up studies.
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The most direct were those of Menkes et al. and Weiss et al. Menkes et al.
studied the outcome of fourteen children who had been evaluated and labeled
as MBD while outpatients at Johns Hopkins twenty-five years previously. The
population consisted of children with probable organic brain injury and
serious rather than mild brain dysfunction. At the time of reexamination, four
of the original fourteen were institutionalized psychotics; only eight were
self-supporting, and of these four had been institutionalized for some time.
Weiss et al. followed their own sample for a mean of five years (to the age of
thirteen). Their sample was composed of non-retarded, nonpsychotic
hyperactive children who had shown no evidence of serious brain
dysfunction. On follow up it was found that hyperactivity had diminished, but
that disorders of attention remained and that a significant proportion of the
children continued to show immature behavior, low self-esteem, and poor
school performance. Compared to their peers, the children were more
aggressive and inclined to antisocial behavior. A one- to nine-year follow up
of postencephalitic children who had been institutionalized found that

approximately two-thirds showed chronic and serious behavioral difficulties.

Another follow-up study of children who may have suffered from a
severe form of the minimal brain dysfunction syndrome is that of Morris et al.
who reported a follow up after more than twenty-one years, of ninety
children who had been admitted to a psychiatric hospital for severe acting out

in the presence of normal intelligence and in the absence of psychosis or
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overt brain damage. The sample is described as disobedient and markedly
restless and would seem to constitute a severely disturbed antisocial group of
MBD children. Of sixty-eight children followed until age eighteen or older,
twelve had become psychotic, ten were diagnosed as borderline, seven had
acquired a criminal record, and only fourteen were described as doing well.
Robins reported a thirty- to forty-year follow up of children seen in
psychiatric outpatient clinics. The population consisted largely of children
with acting-out problems; retrospectively, many of these children might be
considered to have had minimal brain dysfunction. Robins’ data documented
the fact that acting out children are at greater risk not only for sociopathy but
for psychosis as well. All these studies except that of Weiss et al. were skewed
toward the more severely disturbed MBD child. There are no available follow-
up studies describing the post-adolescent fate of moderately to mildly

impaired MBD children.

The other group of studies that shed some light on the prognosis of the
MBD child were retrospective studies. A number of these studies revealed an
increased prevalence of histories reminiscent of minimal brain dysfunction
among adult psychiatric patients with a variety of diagnoses. Healy and
Bronner found that delinquents (as compared to sibling controls)
demonstrated significantly more cross and fussy babyhood, enuresis,
hyperactivity, restlessness, and impulsiveness. Studying a far less disturbed

population, a group of adolescent underachievers, Hammar reported that
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approximately one-half of these children (and two-thirds of the non-retarded
subsample) constituted MBD children grown up. A number of studies of
psychiatric inpatients revealed an increased prevalence of signs and/or
histories of MBD problems in earlier life. Hertzig and Birch reported soft
neurological signs in 30 percent of a heterogeneous group of hospitalized
adolescents as compared to a 5 percent prevalence of such signs in a control
population. Hartocollis examined the childhood characteristics of adult
psychiatric inpatients whose psychological tests had suggested possible
organic impairment. Of inpatients meeting these characteristics he found
historical signs strongly suggestive of minimal brain dysfunction (clumsiness,
hyperactivity, temper tantrums, aggressiveness, lability, reading difficulty,
and the like). Of particular interest was the variety of adult diagnostic
groupings into which these patients fell: Personality types were mainly
infantile but included impulsive, schizoid, phobic, and hysteric; diagnoses

included schizophrenia, depression, and infantile personality.

Another relevant study linking minimal brain dysfunction problems in
childhood and psychiatric disorders of adulthood is that of Quitkin and Klein.
Examining adult inpatients under the age of twenty-five, they found that 30
percent had definite histories of soft neurological signs and/or hyperkinesis,
impulsivity, clumsiness, and other problems suggestive of minimal brain
dysfunction. These adult inpatients fell into two major diagnostic groupings:

the impulsive-destructive and the awkward-withdrawn. The former included
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mainly emotionally unstable character disorders, while the awkward-
withdrawn subgroup was constituted of process schizophrenics and schizoid

and passive dependent characters.

A final source of information came from interviewing adults, including
the parents of MBD children, who described themselves as MBD children
grown up. Anderson and Plymate reported that even in the more benign
instances the MBD child is prone to continuing attention problems, social

imperceptiveness, and interpersonal difficulties.

Two points deserve particular emphasis. (1) The increased prevalence
of neurological signs in psychiatrically disturbed populations does not
document that neurological impairment causes psychiatric illness. It is
entirely possible that both the neurological signs and the psychological
problems are common manifestations of an underlying disease process (as is
seen in Huntington’s chorea). (2) The increased prevalence of MBD histories
among psychiatric patients does not imply that most, or even many,
minimally brain dysfunctioned children become psychiatrically disturbed
adults. As may be easily shown, these figures imply that only a small fraction
of MBD children subsequently develop the psychiatric syndrome studied.
Nonetheless, these studies have several important implications. (1) The usual
complacency regarding prognosis may not be justified; it appears that MBD

children are at greater than average risk for subsequent psychiatric disorder.
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(2) The studies implied that not only do the psychological abnormalities
associated with minimal brain dysfunction persist, but these abnormalities
may change their form. What we need to know is what types of MBD children
develop in which ways. In particular the fate of the most common and least
seriously afflicted, the hyperactive inattentive child who is amiable and has

minor learning difficulties, is unknown.

Management

The care of the child with minimal brain dysfunction will obviously vary
from case to case in relation to the predominant manifestations, the family
setting, and community resources. Since cause is unknown and theories of
pathophysiology are speculative, treatment is necessarily symptomatic. The
four major therapeutic modalities are medication, family counseling, remedial

education, and psychotherapy for the child.

The responsiveness of the symptoms of hyperkinesis and distractibility
to stimulant drug treatment is so remarkable as to have been suggested as a
diagnostic test. In a number of well-controlled studies, it was established that
two-thirds to four-fifths of children will show a favorable response if a
stimulant drug is used properly. Contrariwise, sedative drugs often
exacerbate the behavior disturbance. Methylphenidate in dosage level from

10 to 100 milligrams per day and dextroamphetamine from 5 to 50
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milligrams per day are the drugs of choice. Side effects may be fewer with

methylphenidate.

The drug should be begun at the lowest dose and the child’s response
observed. If little or no response is recorded, the dose should be doubled at
two- to three-day intervals until a beneficial result is obtained, troublesome
side effects intervene, or the maximum safe dose has been reached. All too
often, treatment is abandoned after only minimal doses have been tried; some
children may show little response until the maximum dose and then improve
strikingly. Anorexia and insomnia are the most common side effects. Both
symptoms may disappear even if dosage is maintained over a seven- to ten-
day period. If they continue to be troublesome, the dose may have to be
diminished and a compromise sought between effectiveness and unwanted
side effects. One drug may succeed where another has failed. Since the
symptoms tend to diminish with age, periodic discontinuation of medication
is necessary in order to determine whether it is still necessary. We routinely
suspend the drug during summer vacations except in severely troubled
children. We then recommend a trial in school without medication in order to
determine whether it must be restarted. Clinicians have maintained children
on stimulant drugs for as long as five years with no evidence of tolerance or
habituation. The drug can be discontinued from one day to the next with no

need to taper off.
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For children who fail to respond to stimulants, phenothiazines
(Thioridazine) may prove useful, although there is reason for concern that
learning may be adversely affected by the sedative effect of these drugs. More
recently, there have been reports of good results from the use of tricyclic
antidepressants. Preliminary trials have suggested that magnesium Pemoline

may be an effective stimulant drug.

Family counseling is an essential ingredient of care. The parents are
distraught and upset by behavior they cannot understand and for which they
may blame themselves or have been blamed by others. It is essential that the
physician attempt to clarify the nature of the syndrome, its cause, and its
prognosis and provide guidelines for appropriate management. The child’s
over-responsiveness to stimulation indicates the usefulness of environmental
restriction (parties, trips to department stores, and the like had best be
postponed). The missing brake in the control of behavior by the child points
to the need for the parents to intervene early when behavior begins to get out
of control. They will need help in working with the teacher on such
educational programs as are appropriate to the particular case. At the same
time, attention must be paid to family problems that, though independent of
the syndrome of brain dysfunction, nonetheless interact with it because of the
greater vulnerability of the child to psychological stress. Psychiatric care for
marital discord, parental disagreement about child care, anger toward the

patient, or any of the manifestations of family psychopathology will be
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essential if the program of management is to succeed.

There is no single educational prescription for this category of children
but rather a need for an individual assessment of each in order to set out a
sensible course of action. To the attentional defects that are so common there
may be added in a particular case specific perceptual and cognitive defects
that will further complicate learning. If the child cannot be helped to
overcome his learning disability, the experience of school failure may lead to
a train of psychological consequences which will further complicate the
organic behavior disorder. What needs emphasis is the importance of a
thorough psychoeducational work-up of each patient to provide the basis for
a program of educational rehabilitation. In the absence of educational
remediation for the child with a major learning disorder, medical efforts will
be futile. In this sense, education is the single most important modality of

treatment.

Psychotherapy is of limited value in treating the common symptoms in
contrast to their good response to medication. On the other hand,
psychotherapy may be essential if family pathology coexists with the minimal
brain damage. Drug therapy may enable the child to make use of
psychotherapy in instances in which he is unresponsive. A useful rule of
thumb is to gauge the response to drug treatment alone. If the target

symptoms improve, but other problems remain sharply evident,
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psychotherapeutic intervention is not only indicated but can be more sharply

focused.

Public Health Policy Question