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CHAPTER 1 -
' INTRODUCT ION

A. Reasons fér the Study

The child guidence movement, since its inception in the early
1900ts by Dre Healy, has long been aware of the various forces
impinging upon the individual. With the advent of psychoanalytic
theory thesé forces have been brought to the fors, and as a result
their interrelationships have come to be seen in the dynamic whole.
The individual was no longer viewed as an agent heving an innate
moral concept of what is supposedly good or bade. The individual was
pow to be understood as a dynamic badng liviné in a dymamic environ=-
ment. As & result of these new'theories, the individual, if he was
to be understood, had to be viewed as a total being receiving
stimuli, aoting upon these and in turn setting up further stimulants,
Therefore, it was only‘natural to view theuohiidlas one in whom
primary behavior patterns were of necessity to be molded by his
parenﬁs or parental figures. Arising from this was the apparent
requirement for the child guidance olinic not only to work with the
child, but as essential, or perhaps even more so; was the need for
an understanding of and working with the home environment. Namely,
. ‘the parents.

In the present industridlized econowy, the ohildis life has
become so enmeshed between the home and the school, it is of interest
to discuss and understand how the children's clinic has been working

with these aspects of the child's environment. Firstly, to relieve
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the stresses in the child's life from these sources. Secondly, to
make available new and more healthful experiences to assist in
helping him thrive in the new phases of his maturation, as well as,
in the eradication of less mature levels of adjustment.

The child guidance clinic has long realized the need to under-
stand as well as work with the ohild‘'s home environment through
the pa;ents. Thus it has been found that at times the ¢hild could
be helped to a betbter adjustment by working with the parents alone.
Another aspeot of the childt!s environment, the school, which composes
approximately one third of the child!'s waking hours, must also be
considersd in the total treatment plan of the child guidance clinice
The sohool presents a great challenge to the child guidence clinic
as a resource for the treatment of the disturbed child. The
challenge lies not only in the administrative aspscts peculiar to
the school but also in so far as the potentialities of the school as
a curative agent as well as a resource for the prevention of emotional
disabilities in children.

Bs Aims of the Study.

It is the intention of this study to present the use the child
guidancse clinic makes of the school, namely, through a face to face
relationship. The face to face relationship is found to exist in
the sc ool visit bby the child guidance clinie. Thersfore, the
toplc under study will be, the use of school visits by the child
guldance clinic.

Two complimentary declarations of purposs are to be found in

this study. Cases from the Massachusetts Mewmorial Hospitals
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Childrent's Psyohiatric Division, in whish there has been contact
with the school through a school visit will be analyzed. The
fupnction of this type of investigation will be to study the
utilization of the school in the total treatment plan of the dis-
turbed ohild. Through this will be established what has been
don in this areas

The material will then be considered as to the possibilities
indicated to further help the childe Therefore, from the material
in this study the following questions have been posads

1. Vhat is the value of the school visit?

2. How and to what extent did the school and clinic colla-
borate in the treatment of the ohild?

3s What possibilities are indicated for more positive coeoper-
ation between school and olinie?
Cs Mgthoda and Socopses

Cases that are to be examined represent the total population
of those children who were seen at the clinic from September 1949
until January 1953, in whiéh at least one school visit was made
by a social workers Visits by soocial workers have been chosens
In the main, the psychiatrists! visits were not written in the
ﬁaﬁner to afford suitable material for = Study such as thiss
The school visit was mainly reported in such terms as "school
vigit made™, "school visit; recommondations to the school are
t0 be taken under advisement by the authorities"s Psyohlatriec

residents make school vislits as part of their learning experiences
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In obtaining the material the oass study method has been used.
The social worker's records have been read as well as the psychlatric
chart. Pertinent information was abstracted and oollated so as to
shed light on the reason for the school visit; the course of the
school visit; the oourse of treatment in light of the school wvisit.

The relationship between the reason for the school visit and
the child?s problenm as weli as changes in the schoolts treatment of
the child will be explored.

In all, twelvecases were found to meet the requirements for the
study. These oases will be analyzed as a group and from this group
a number of cases will be presented to illustrate the particular
categories.

There are meny limitations to this study. Perhaps the most
obvious limitation being the small number of ceses utilized. Of the
cases utilized many of the school visits wers not written in
process form and much of the dynamics of the visit are left %o
inference or olarification from a secondary source. 1In short the
records Wwere not written for research purposes. Any conclusions

are appliocable only to this group.
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CHAPTER II
TH® CHILDREN'S PSYCHIATRIC CLINIC OF

THE MASSACHUSSETTS MEMORIAL HOSPITALS

The Children's Psychiatric clinic of the Massachussetts Memorial

Hospitals is one of the divisions of the Psychosomatic Clinic. The
Psychosomatio Clinic is the psyohiatrio outpatient clinic of the
hospital and also serves a consultative role for the hospit#ls'
in-patients. The Psychosomatic Clinic has three divisions, the
Adult Psyohosomatic.01inic; the Seizure Clinic; and the Children's
Psychiatric Clinioc.

The Psychosomatic Clinic was established in August 1946, to
evaluate and treat adults with psychosomatic symptoms. The olinic
at that time also startgd a program to train fourth year medical
students of the Boston University School of Medicine in olinical
psychiatry.

In October, 1947, the'Seizure‘CIinio was established as part
of the olinic programe The aim of this olinic is to provide an
opportunity for epileptics to reoeiVe.treatment of their maladies:
through medicine, psychiatry and social work.

The Children's Psychiatric Clinic has been in operation since
September, 1948. The Clinic was founded primarily for the purpose
of evaluating and treating acute emotional problems in children and
somatic symptoms that mey develop on the basis of smotional dis-

turbances. The basic unit of the clinioc staff, as in other
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psychiatric olinics, is the psychiatrist, psychologist and the
1
psychiatric soocial worker.

The Children's Psychiatric Clinic accepts for treatment patients
with recent onset of symptoms, and for evaluation patients referred
from the hospital staff. There is a twofold purpose to an intake
policy such as this.

1. To ensure rapid psychiatric care for those children

whose symptoms, if they were obliged to wait the usual
siz to nine months period, might become much more fixed
and difficult to modify.

2. To proocure good teaching cases for the residents and
medical students.2

It was felt that because the Childrents Psychiatric Clinic is
part of a general hospital, it would be possible to institute
treatment early enough %o most likely to succeed. The c¢linic can
at the same time establish easy access to consultations with general
medical and surgical faoilities.of the hospital. It was further
folt that the clin;c could provide opportunities for the training of
professional personnel; psyochiatrists, nurses, social workers and
psychologists in the field of child psyochiatry.

| At the present time the staff consists of psychiatrists who

aot as therapfsts and also instructors to the eizht resident

I, French, Lols Psyohiatric Scoial Work, The Commonwealth Fund,
Oxford University Press, New York, 1940, p. 154.

2. Pavenstedt, Bleanor, M.D., Letter %o Dr. A. Z. Barhash,
American Association of Psychiatric Clinics for Children,
1950.
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psychiatrists as well as the fourth year medical students and internes,
There are three full time psychiatric social workers who see patients
and also serve in a teaching oapacity both to the residents as well
as the eight social work students. Of these students seven are
seocond year students and one & third year student. . All of the
student social workers, medical students, psychiatrists and residents
carry oases from the three divisions of the Psychosomatic Clinic.

Usuélty the ohild is seen in approximately three weeks for
evaluation. During the evaluation the child is seen by a psychia-
trist and the parent by a social workers During this period
other agencles or physicians heaving known the patient are usually
oontacted with the patients' permission. Permission is also granted
at the time of intake to contact the school. After the evalua-
tive period the patient is either kept in treatment or put on the
waiting list for a regular theraplst. The waiting period is
usually three or four weeks, but during the summer months this
may be somewhat longers

The Clinic provides an evaluative perisd for all cases referred
by the hospital staff and diagnostio services for various other
community agenocies.

After a ohiid has been accepted for treatment, the child is
usually seen by a psychiatrist and the parent, in most instances,
the moﬁher, is sesn by & sooclal worker. During past years student
social workers and student psychologists have also seen children

as part of their learning experience. The residents also see parents
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as part of their training.

To better understand the treatment plan in child guidance and

especially at the Children's'Psychiatric Clinioc the three disciplines

of treatment will be reviewed.

In the Childrents Psychiatric Clinic the psychiatrist sees

one child, generally, once a week for an hour session. Most of the

young ochildren are seen in the play room, while usually the

adolescents are seen in the interviewing room. Although child

psychiatrists vary in the way they put their precepts into practice
there are some common elements involved

3 E
Helen Witmer sayst

The therapist strives to have the child
sense that he is appreciated and that
his feelings in the present situation
are understood. The psychiatrist seeks
to develop the child's trust in him, so
that he will not be afraid to work out

his problem before him, in speech or in
symbolic play.

The social worker et the Children's ngchiatric Clinic, as
in most other child guidance clinics, Has as his chief role the
therapy with the mother while the child is seeing the doctor. It
is usually a desired practice for the social worker and psychiatrist

to meet, to discuss the progress of treatment or any new material,

for a few months after each session.

3. Witmer, Helen L., Psychiatric Interviews with Children,

{New York: The Commonwealth Fund, 1946 )
P. 42-43




: 4
Helen Witmer says:

Most child guidance social workers now
teke as their task the fostering and
enhanoing of the strength that a parent
displays when he decides to do something
about an unpleasantsituation. The soocial
worker tries to prepare the child for

psy chotherapy by discussing with the
parent how he will present %o the child
the plan of coming to the clinics They
seek to maintain the parent's interest

in the child's treatment by accepiing

the ambivalence of the parent's desires, I »
helping him %o decide what he most wants
to do about the child's problems, and
discussing with him what the psychiatrist
is discovering about ‘the child's
diffioulties.

The social worker, therefore, is striving to help the parent
support the growth the child may be receiving through psychother-
apy. As a result of this process some of the parents own emotional
conflicts may be discussed meinly about the parent-child relation=-
ghip or about the family situation. This ocan result in the
parent's own mental health being improved. UThe primary aim is ‘to
help the parent work out a problem in social relationships and thus
to provide an enviropment in which the‘child can continue the
chenge he initiates in treatment interview;"4

The psyochologist is used not only for testing purposes, but

alsoc for tuboring some of the children at the clinie. The tests




1

‘dector as ﬁﬁéﬁ:@he te&tiﬂé~iﬁ§§va¢'mhéféhila @g§-b9:§i '

I,

of the genérgﬂlyrﬂGcepﬁedTihﬁélliggﬁ?élsgégg

¥ beth. .

w'}'
.
- 2 - K
» . : k
.
I b * e .
.
. . > ETH
; ,

A e




1l.

CHAPTER III

TREATMENT IN CHILD GUIDANCE

The philosophy bshind the ohild guidanoce movement todsy has as
its prime motivating factor the principle, that emotional problems
found in children are resultants having at their core the relation-
ship of the ohild %o his paren’cs.1 Growing out of this philosophy
is a treatment plan based upon & combined type of therapy with the
child and his parent. The child is usually seen by a psychiastrist.
In this relationship he is allowed to express and work through his
conflicts in a nonthreatening and acoepting environment.

The parent, usually the mother, is seen by & soolal worker.
Work with the mother 1s concerneﬁ with trying to utilize and
mobilize the strengths in the family situation. Thus it is hoped
the feamily will be able to assist and -support the child in thoss
changes that his participation in therapy are atﬁempting.z

Perhaps the main tool in therapy with the ochild is the tran-

sference relationship. Through this type of relationship the child's

. 3
fears of desertion and pot being lowed are slowly worked throughe

The medium for this type of a relationship is found in the

pley room of the clinic. Through plsy therapy it is possible to

1. Allen, Froder ick, "Combined Psychotherapy with Children
and Parents,” Modern Trends in Child Psychiatry, edited
by Lewis and others, p. 257«258

2. 7Ibid, p. 258

3+ Hemilton, Gordon, Psychotherapy in Child Guidance, pp» 320.
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understand the child!s problems. Therapy of this nature is extremely
importent i¥m child psychiétry as acting out of oonflict's is the
natural process for a ohild. Play is the child's method for
communication as his verblal communicatory responses are not fully
matured. Play also provides & safe opportunity for the child's
expression of feelings and attitudes which in turn provide a release

of tensione

Living out an experience together within
the relationship is much more a part of
child than of adult therapy, although it
is a part of all psychotherapy. Little
children must be gratified in order %o
postpone gratification. The worker's
understanding and acceptance of the
wishes is translated through appropriate
play and comment. The attitude of
unfailing friendliness, and concrete
offers of help give the opportunity, to
release tension, and relieve a badly
assimulated or nop-assimulated growth
experience. Beczuse an imporitant factor
in assimulating the experience is time,
therapy must proceed at the child's paoce,
whioh may be slow.% '

However, play cannot be the sole source of understanding fﬁe
psychodynamics of thp childts problems. fhere must of necessity
be an integration of all materiaml received about the child.
Material brought out in élay, information secured from the parents,
other sources, such.as the school, and the awareness of emoticnal
attitudes gained by both parents and child must all be collated if

5
we are to arrive at an adequate disgnosis and treatment plan.

4. TIbid 209

5. Despert, Louise J.,"Play analysis," edited by Lewis and
oghgrs,'op.cnt., p: 252y Y ? ¥
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It has been found that as the child enters latency the repress-

ive forces of his ego take on new impetus and his activity begins
to take him awsy from his parents. Phantasies focused about the
parents are displaced upon more remote figures, such as teachers.
As a result of sociamlizetion new experiences give rise ‘o new types
of d_efenses.6 It is during ¥his period that parents often consign
to the teacher major responsibility for the child's development
and training. In the school situation the child is further assisted
to seek the company of his own sex, to seek chums, form gangs and se~
cret societles. Tt is also through this means of supervised
activity that the child is able ‘to work off much of his aggression
and hostil;ty. It is also at this time that the child is testing
the world and gaining useful kn;wledge and molding his theories
about the world in genera1.7

~ In treatment of the latency child these new defenses cannot
be approached directly. Therapy thersfore, becomes more difficult
beoause thers is usually greater damage to this child than found
in earlier age levels. The play is more complicatéd and of a
more defensive type. Therefore, the child should be encouraged

to verbalize, as it is appropriate for his stage of growth. Deep

interpretations are mot effective. The therapist!s understgnding

6. Hamilton, op. oit. pe 245

7. ®aglish, Spurgeon O., and Pearson, Gerald H. J., Bmotional
Problems of Living W. W. Norton and Company Ince, New
'York 1945, pp. 133-134
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striving sets up a conflict within the adolescente.

another moment in a childlike fashione.

can be any adult such as a %teacher, or clergymans

acoeptance of the child's responses is the real tool which reliseves
8
the child's tensions.

In the adolescent it is found that this is his last period of

dependence and alsc the last period when envirommental forces alone

can help him. It is during this period the adolescent must:

1. Decide upon a vooation and do some
work in preparation for it.

2. Bffect an emencipation from his
parents and family,

3. Bring about a satisfactory relakion
with the opposite sex and at leas®
begin to make some resolution of
his love life, and :

4.

gffect an integration in his person-
alit} for mature responsibility.®

It is also during this period that the individual is striving

for independence. Trying to shed his parental yoke by identifying
with his peer group and seeming to be governed more by their

expectations and codes than those of his parents. This type of

I% is during

this period we find him one moment acting in a mature manner and

As a result of the ad-

justments of this period the child can be helped to work through
his feeling

g through an understanding parental surrogate. This
10

8, Hamilton, ops cits pe 246
9. WEnglish & Pearson 0pe. cit. p. 278

10, Ibid 270-291
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Therefore, therapy during adolescence involves still another
focus and goale As has been said, the adolescent is helped to
grow toward indeperdence. This can be assisted through a strong
identification with the therapist who works with constructive
defenses, offers an ideal and approves of the adolescent!s efforts
to be himself.

Bmancipation plus & workable inter-
pretation of the drives through ego
building achievements and sublimation are
the goalss«sThrough being udderstood
he comes better to understand himself
and to be "on his own." TUnderstanding
is not only expressed through the
transference relationship itself but
also in activity used %o help the
young person into experiences and
opportunities which will give him
skill and strength to take his 1ea¥e
of the worker, as of the parents.l

From this statement it would appear that the Bord and worker
can be substituted to read teacher. This type of activity on the
part of the teacher can therefore be extremely helpful in the
treatment of the adolescent as a supplement to the treatment he
may be receiving at a clinice

Although child guidance workers have developed a fairly
definite body of principles and practices there is oonsiderable
diversity among c¢linics.

Helen Witmer's survey of current treatment practices reveals

12
four general types of approach.

11. Hamilton op.olit. 273-274
12. Witmer, Psychiatric Clinics for Children, p. 56
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l. Attempting to make the environment
an easier or pleasanter place for the
patient to live in.

2. Attempting to find new outlets for
the patient's energies or ocapacitiess..
the building up of new recreational
interests, the fostering of undeveloped
talents, the encouragement of activities
in which he is likely %o find success.

3. Removing certsin specific inbternal

: obstacles so that the patient is put
more on a par with his fellows..s

4. Direct dealing with the patient's
psychic problems, the methods varying
with the different therapists.

Usually a combination of these four approaches is found to
oxist in practice. The divergences are found to exist in the
philosophies of the various clinics as well as related to
individual treatment goals. There appears to be a fundamental
difference between at least the first and the last one. From
the latter the clinic would consider as its'speoific task under-
standing the child's feelings and desires and would limit the
exﬁent of its work with other agencies. However, this seems to
contradict the bgsic philosophy of approaching the total person,
as stated previouslw. Therefore, it does not appear that a
dichotomy does exist for if we are to understand and work with the
child we must also understand and work with his environment. Hers
it is felt the school can play a very important role. Not to make
the school & treatment institution but rather an understanding
and happy environment for the childe One in whioch the childts

maturing processes can develop. Looking to the general philoso-

phy of education we can see that the philosophies of both settings
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have at their core the same purposes.

The classiocal ideal of education was derived from Plato's:
définition of justice.

"Justice is the harmonious relétion gf man to sooiety and
the chief instrument of justice is free educatione...education
freely pursued to a satisfying conclusion for the individual and
for sooliety."

In this statement we £find our present philosophy of education
and perhaps even more fully of a demooratic social order. This
statement implies that each man shall be helped to realize his
abilities and in turn this map shall find a place in the social
system mccording %o his abilities. We see that in a democratioc
educational system we are attempting to give the child the needed
learning experiences %o enhance the realizatiﬁn of his native
abilitles.

The ocaceworker working with the school should help the teacher
to become aware of the causative faotors behind the childtls
defensive mechanisms. .The reasons for this are to elicit the
teacherts help and cooperation in assisting.the child to overcome
his difficulties or atb least in lessening the pressures placed
on the ohild at school.

Social work with the school aims at thé removal of obstacles
t0 the child's education and to the improvement of his behavior

&
in groups.

12, Louis veo, and Luther Woodward, “Planned Social Work in the
Sohool,"American Journal of Orthopsychiatry, VolXl, 1941 pp 2-10.
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However, the social worker must never lose sight of the fact
that while her foous ig on the individual child, the teacherts
focus is on the individual also, but through the use of the
groups The oase worker must not\make demands or offer recommenda-
tions that are deleterious to the growth and development of the
group as & wholes

To bring about & better working relationship between the
teaching profession and social work, the social worker must go
into the schools more often to provide the school with a knowledge
of what the social worker can and cennot do. There should be a
respect for schoo} personnel and an scceptance of the fact that
the sdhool does not have the responQibility for one child alojpe,
but has egual responsibility for the group. Only by a closer
working relationship between teacher and soccial worker ocan the

maladjusted school ohild be more effectively helpeds
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CHAPTER IV
THE GROUP AS A WHOLE

The following section will be devoted to a discussion of some
significapnt material of the group as a whole.

The group studigd consisted of twelve ocases representing the
total population in which a school visit was made by a social
worker from September 1949 to January 1853. Of these four are
boys and eight are girls., Their ages are from five and one half
to sixtesn years.

The following table shows the ages of the group and their
grades at the time the school visit was made.

TABLE I.

AGE OF CHILDREN AT TIME OF SCHOOL VISIT

AGE NWBER OF CHILDREN

9
9
12-12.9
13-13.9
14-14.9
16-16.9
16-~16+9

FOMOOON NN

Total

[
Do
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TABLE II.

GRADES OF CHILDRBN AT TIME OF SCHOOL VISIT

&

Grade Number Of Children
Kindergarten 1
1 2
2 2
3 1
4 2
5 0
6 0
7 0
8 2
9 1
10 1
Total 12

The presenting problems of this group are quite varied.
However, it is interesting to note that the problems in the main
also had some bearing upon the child!'s school adjustment, although
none of the children were referred to the clinic by the school.

The following table indicates the problem of the child at
the time of referral and assooiated problems that appeared as

treatment progressed.
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TABLE III.

PRESENTING AND ASSOCIATED PROBLEBMS

Type of Problem Number of Cases

Retardation

Food phobia

School phobia
Nightmares

School failure
Temper Tantrums

Fire setting

Fainting spells
Seigures

Nervousness in school
uresis

Sexual Curiosity
Atypioal behavior
Truanoy

Running away from school

DO R R P R D Y O3 D

Table III shows that of the twelve cases, eight were directly
related to the school situation. OFf these all showed an emotional
component except the cases of retardation. Even in these cases,
thers was foﬁnd to be a difficult social situation. In the ocase
of seizures, this problem also affected the child's school
adjustment. Ip relation to the parental attitudes it was found,
the parents were either outwardly rejecting or overprotecting.

The mothers were usually the dominant figure in the family. The
fathers in many cases were passive. In some oases the father

was not in the home.




In all the cases sxcept two, only one school wvisit was made. In
the casesvor Allan and Dorothy there was more than one visit. In the
former case there were three visits and in the latter four visits.

The reasons for the visit to the school were mainly in two
categories, The main reason was to give the school information about
the child's difficulties and the needs of the child that might be
met in the school. This measnt giving an undgrstanding of dynamios,
iﬁtellectual development as well as an explanation regarding the
handling ot problems suoch as an epileptic attack during a class.

The second reason for the visit was to get information about the
child's school adjustment. The workers were usually interested in
how the child was getting on with his classmates, his academio
achievement and also how the school saw the child's problems.

The following table will present the various reasons for the
gchool visit in each of the cases studied.

TABLE IV.

REASON FOR THE SCHOOL VISIT

Reason For Visit Number of Cases

Give the school information

Receive information from the school
Parental insistence

Attend classes with the child

Work out a tuboring plan

NN

Total number of wisits 17
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The preceding table shows that thers were, a total of seven-~
teoen visits. Of these seventeen visits, seven were to give the
school information. Five of these were concerned with inter-
preting the dynamics of the children's behavior. The visits in
two oases were to give the school information regarding the
children's mental retardation.

In fthe:five ocases in which the main purpose was to receive
information from the school, the visits were mainly aimed foward
understanding ‘the children's social adjustments in the sohoqi
setting.

In the two cases in which the visits were made due to parental
insistence, the visits were also dntended to olarify the children's
schoBI adjustments.

In the case of Dorothy, the ssecond and third visits found
the social worker participating in the classroom procedures along
with the ohild and the other students. |

An interesting observation is in the .cases of Dorothy and
Allan, The first visits in each case were to give information
and the last vislts were devoted to the receiving of information
from the schools.

Although the table might imply that a school visit was
devoted either to giving information or receiving information,
this was not the case. There was a definite sharing of informs-
tion in all of the cases, with a constant giving and receiving

of material. However, the visits were classified in this fashion,
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as to presént the pajor emphasis of the clingc's reasons for
visiting ‘the sochools.

It was pnoted that 6f those ocases in which there was a direct
relationship of the childrenfs problems to the school situations,
six of the visits were to give the school informetion. Three of
the visits in thié group were for the purpose of receiving
information. In one of the cases the visit was also aimed toward
raceiving inrormations The seven other visits all‘had bearing
upon the children's problems, but any patterns coming forth ‘to
suggest any relationship between the problems and the reasons
are not apparent.

Table V will presenx the information given to the school.

TABLE V.

INFORMATION GIVEN TO THE SCHOOL

Information Given Number of Cases

Handling of epilepsy

Interests of the child

Suggested recognition by the teacher
Dynamiocs

Allow the child %o be promoted

Home situation

Mental defieciency of patient
Parental wishes or atbtitudes
Suggested special classes

[aSREAVIAUER Lol SN SN B S
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Table V, although indicating that in only five cases were
dynamics disoussed during the wvisits, must not be misinterpreted
to mean that dynamios were not disoussed in the other cases. It
is to be understood that in all cases there was of necessity some
discussion of the children's problems and the dynamics behind them.
However, the visits in the seven cases associated in this group
were intended to give the schools a better understanding in the
dynamic areas. That is the main purpose of the visit was to
impart dynamic understanding of the child to the school.

As is also ovident, the information related had many com=
ponents. The point is again emphasized in this thble that a
school visit has many facets to be disocussed. Table V shows that
in ten oases direct éuggestions were given to the school authorities
for the handling of the ochild in question. These suggestions
were indicated both by the clinical treatment as well as the
evaluation of the school settings.

In all of the cases the workers saw the principals as well
as the ohildren's home réom teachers. In one ocase the worker also
saw the child's guidance teacher. In two of the adolescent cases
the workers had contact wifh a number of the children's depart-
mental instructors. One worker also made it a point to talk with
the child's previous teacher. The workers all gvaluated the
school setting considering the following, the teachers*' warmth
or lack of warmth; the tsachers' undarstaﬁding of the children
and their problems; their desire to enter into and carry through

plenning for the children. As each of these were not mutually
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exclusive and not discussed fully in the workers! records it is
impossible to evaluate the school settings in this regard.

As a result of the school visits sowe plan was worked out
for the children in relation to the school setting. This plan

was in accord with the treatment plan for the individual child.

t was also in keeping with the limitations of the school settings.

Bxcept for one oases no definite treatment‘plan could be worked
out, due to administrative difficulties within the educational
system of the particular town. A plan was reached between the
olinic and the schools in all oasés, however, this does not

necessarily imply the plans were fulfilled.

The following table will present the plans arrived at betwsen

the clinic and the schools for each or the twelve cases. The
table will show how the sochool utilized the information.
TABLE VI.

UTILIZATION OF PLANNING BY THX SCHOOL

Plan to be Baforced Number of Cases

Special classes

More recognition

Mother attended child's classes

Indefinite plans

Teacher visited the child at home

Social worker attended the child's classes
Child promoted

Child taken back to school

O e e O e
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Table VI shows that in six of the cases, the school plan was
to provide more recognition for the child. This was %o be
employed as the school saw fit. More recognition of the child
was to be undertaken in various ways. In some of the cases it was
to be praise for achievements no matter how slight the accomplish-
ment. Thevaccomplishmemt could be even an attempt at hitherto
unattempted activities on the part of the child. More recogﬁition
of the child's interests was also to be oonsidered in this plan.

In the cases of Michelle and Dorothy, the school made in-

novations in usual policy. The schools allowed non-school personnel

to attend classes along with the patients. It was seen how these
plans were part of the treatment process of getting these children
back to schoole In the case of Laurs there is a reversal of this
pattern, whereby the teacher visits the child in an attempt to
build a relationship which might then allow the child to return
to schools Max was put into & special cléss as a result of the
school beco@ing aware of his mental retardation. In the case of
Rebeoca, however, no definite plans for special odasses could be
made as the school did not have any classes for children who were
mentally. Millie and Allan presented spscial problems to the
schools and as & result of the visits the plans worked out were
also part of the general treatment goals of the olinic. Tt is
also of interest thet here too, the schools made special adminis-
trative provisions tg implement these plans.

In all of the cases studied, the material received in the
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school visit helped to confirm the clinic’s impressions of the
children or else to shed further light upon the éhildren's
aotivities. The sohool visits in none of the cases basically
changed the treatment plans at‘the clinic. However, the visits
did give the therapists of both the children and their parents

a better understending of the reality of the school settings.

In two of these cases the reality of the settings as perceived
by the schools were almost completely ocontradictory with the ine
formation-reseived from the parents and the children involved.

Table VII will present an’ evaluation of the success of the
school visit. In order to measure the success of the visit it
was necassary to determine to what degree the plan was ocarried
throughe. The following oriteria were used;

l. If the plan was carried through to its ultimate, i.e.,
helped to relieve the child's problem as presented in the
school or allowed the child, as a result of the school's activ-
ity, to funotion more adequately in the other spheres of enviro-
nment, this was called a "good" visit.

2. If the plan was carried through only in pért, but in
the wajor areas of the plan, this was called a "fair" visit,

3e If the plan was not carried through at all, or only in
very minor ways, the school visit was called "poor".

There can be much said about the value of oriteria such as
thesa. However, as there is no way to measure susccess or fail-

ure of any type of behavior other than in terms of achlievement,
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the oriteria measuring the degree to which the plan was oarried
through is employed in this studye
TABLE VII.

SUCCESS OF THE SCHOOL VISITS

Degres of Success ‘ S Number of Cases
Good 6
Fair 4
Poor 2

Total Number of Cases : 12

*

Table VII shows that six cases proved to have successful
visits. This is fifty‘ger cent to the entire group. Thirty
three per cent or four cases were evaluated as having "fair”
visits. The two cases in which the'visits were considered
"poor” represent seventeen per cent of the cases.

The following material is derived when Tables III and VII
are compared: In those eight oases in whioch the presenting
problem was related to the school situation, four of the cases
were oonsidered to have "good" visits. This 187fiffyrperbent of
this group of cases. ITwenty-five per cexﬂ: of this subgrouping
had “fair" visits aﬁd the other twenﬁy-fiVe per oent were con-
sidered to have "poor"-visits.

The relationship of this subgroup broken down into the
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success categories, Lo the suocess oategories of the total pop-
‘ulation is as follows. The visits evaluated as "good" in this
group, represenﬁs sixty seven per cent of the total "good™
category. The visits evaluated as "fair” are fifty per cent of
the "fair"™ ocategory. The "poor" visits of this group are the
total populstion of the "péor" categorys

Comparing table IV and tablé VI1I the following information
is derived. Of the seven visits wmade to give the sohoél inform-
ation or forty one per cent of the total number of visits, the
four oases representing these visits were considered to be suc-
cessful visits or fifty percent of the total in this category.
One of the visits to give information was considered "fair".
This represents twenty five percent of the "falr" category.
There‘WGre two "poor" evaluations in the group in which the
visits were intended %o give informstion. This is the total
population of the "poor" category and represents twelve per
cent of the total number of school visitss

The comparision between the cases in table III which were
designated to receive informetion and table VI shows the follow-
ings Five visits fall into this group and are twenty nine per
cent of the total number of visits. There wers two osses in
which the visits were considered to be successful. This ie thirty
three per cent of the cases in this categonyland twelve per cent
of the total number of visits. Three cases in this group of
visits were considered to have had "fair" visitss The visits in

this "fair" group are eighteen pér cent of the total number of
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visits and represents seventy five per cent of the oases which

were congidered to have had "fair" visits. (The remaining five
visits or twenty nine per cent were found in the four ocases in
whioch the school visits were considered to be successfuls - These
cages represent sixby seven per cent of the cases that were evali-

uated as suscceseful visits to the schoolss)
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CHAPTER V
CASE PRESENTATIONS .

This chapter is devoted to the presentation of case material
aimed toweard highlighting the material found in the discussion
of the group as a wholeg It was felt, that as the cases fell
into three categories of "good", "fair" and "poo2" visits, the
presentation of cases from these catsgories would be most help-
ful to further the understanding of the materials Of the twelve
cases used six fell into the "good” categofy, four into the .
"fair" category, and two into the "poor" categorye Two cases
from each oategory will be presented and a discussion will
follow each case. The first two cases to be presented will
represent those in the category "good". These will be followed
by two cases from the "fair" Qategony.v Finally two ocases from

the "pdor“ category will be presented..

- THE "GOOD" CATEGORY
THE CASE OF DOROTHY

, Dorothy was an eight-year-old, rather obese
child who was referred to the clinic by the
County Hospital because of withdrawn behavior,
stranfoe hand movements, sleep disturbances and
refusal to go to school. Dorothy was just start-
ing the fourth grade at the time she started
treatment at the olinice. =She seemed out of contact
with her surroundings, lived in & fantasy world,
following a ritual of strange steps and hand
movements. She would often sing and talk to her-
self, oblivious of others in ‘the home even when
interrupted by her parents or sisterse
Dorothy was living with her parents, her

paternal grandmother who was aged and orippled,
and her ‘thres sisters, Eileen, twenty, Olga,
eighteen, and Sus, ‘thirteens
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73  Dorothy's mother had rejected her since
birth. Actually she did not want any more child-
ren but since she had become pregnant, she hoped
that she might have a sons. Her preference for a
male ohild stemmed in part from a cultural factors
The mals child would always remain with his
parents even after marriage, and would assume
responsibility for his mother as long as she
liveds A girl's independence meant going out into
the world which was & threat to mother. As a
result mother kept all of her girls very close %o
her, especially Dorothy. The only time Dorothy
would go out would be when she was with her
mother or her oldest sister. Her mother expressed
a great deal of hostility of a verbal nature
toward Dorothy. She could not discipline her and
seemed to project this inability on the fact that
Dorothy would never again be a normal ochilds Her
mother catered to her every dependency wish and
even allowed Dorothy to sleep in the same room
with her and father. As a result Dorothy was
extremely dependent on her mother snd could no%t
dress herself. Mother would call her a baby, and
Dorothy would frequently ask her mother if she
loved hers

Dorothy seemed quite clese 4o her sisters
and also showed great dependency on them. Dorothy
seemed to her father than to her mother. Father
was somewhat outgoing. He never disciplined
Dorothy and her mother resented this. Father and
mother would frequently guarrel in the home. This
was & matched marriage. TFather was in this country
and returned to his homeland %o pick a wifes There
was no period of courtship and mother did not
know father previous to the marriages

Dorothy wes the first child mother had to
assume responsibility for and thus, mother
felt completely helpless in oaring for hers
Mother would frequently tell Dorothy that because
she was & "bad" girl, she would become old and
sick like her grandmother. As a result Dorothy
feared old age and illnesse

Dorothy had no outside contacts with children
her own age« She feared leaving the house to go
out and could not associate well with other child~
ren, withdrawing from any friendly gestures made
by them.

Dorothy wes hospitalized at the County
Hospital for eighteen days becasue of her with-
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drawn behaviore During her hospitalizgtion she was
freightened, resorted to her world of fantasy,
and ocould not relate on the warde ,

Although Dorothy demonstrated a withdrawal
Trom the outside world, she did not develop her
school phobia ‘to the point of ocomplete refusal
to attend, until after her hospitalizations
Dorothy attended kindergarten. There too she
seemed isolated. Mother would have %o wait
with her until the teacher arrived. She did
not present any behavior problems in school.
Mother attempted to handle Dorothy's fear of
school by spanking and urging her to attend
at first, than by accompanying hers

There were four visits to the school.
The worker interpreted to the school some of
the dynamics of Dorothy's behavior and the
principalts cooperation was elicited. It
was the decision at & conference with the
psychiatrist that Dorothy's mother and thera-
pist should attend school and sit in the
classroom with her until she was able, to
sit alone. At first the principal showed & -
reluctance to this plan since he stated that
the first grade was diffiocult for most child-
ren, and if Dorothy's mother was allowed to
attend the class, the other children would want
their mothers. The therapist could understand
this, and a compromise was reached whereby
only the therapist would sit in the class. The
therapist attendéd school with Dorothy for two
days. This proved to be a strong supportive
therapeutic measure. She sat by Dorothy, re-
cited the lessons with ‘the other children, and
Dorothy would follow the therapist's examplee
The fourth visit was to check on Dorothy's school
adjustments As & result of this colleboration
Dorothy continued to attend schools

Lo:. Dorothy®s referral centered around withdrawal from reality
and an escape into a world of fantasy which was further intensi-
fied after an éighteen day hospitalization which proved trauma-

tic 4o her. Her major defense of withdrawal, was expressed by

school phobis which lasted for a yeare
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Affer the worker's‘help through her support around school,
Dorothy was able to oonQuer her fear ol attending school and
- had no diffioculty since that time. It was the worker's impress-
ion that Dorothy would ha;e never beenAable to go to school if
the former were not able to sit in the classroom with here

It was the worker's feeling, that the cooperative working
relationship was vital to the resolutioﬁ of this aspect of
Dorothy's problem. Although the clinic initiated this plan,
the school accspted it very sinsitively. The school was also
grateful for the help the clinic offered them in handling
Dorothy's sohﬁol‘phobia. This oooperative relationship was
like a catalytioc agent that helped Dorothy get over this hurdle,

| namely her school phobias

THE CASE OF MAX

Max, five and one half years old, was
referred through the Home Medical Service of
the hospital, as ‘the mother was concerned aboub
the patient and his younger brother being
retarded. A note was also received at this
‘time from the nursery school that the patient .
had attended and which at the present time his
brother was attendinge.

At the time of referral the patient was
in kindergarten. He did not talk vntil the
age of four, and walked at two. The mother
attributes the patient's difficulties in
speech %o his being “tongue tied"s After
the mother had prevailed upon doctors the
patient finally had an operation at the age of
two, but this did not seem to help. The
patient oan not coordinate his hands and feet well
and is slow in running. He is a good eater
and sleeper, but is "nervouw” and can't
keop still. The patient is quiet when by him-
self but wild and stubborn with other children.
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Father is described as being illiterate,
alcoholic and showing little or no attention to
the children. Mother is overconcerned about the
patient feeling very strongly about his possible
retardation and not able to mccept it. $She has
a warm feeling for the ohild but ferces him
into activities which he is unable to cope withs

The ohild was taken from the nursery school
against the schoolts recommendations. Mother
placed the child in kindergartens. A%t first
the patient refused to ccoperate in school,
but mother "paddled him" a number of times and
said after this he did well. The patient was
slow in learning %o color and mother taught
him at home. '

Treatment with the ohild lasted one year.
The child would find it difficult to take
the therapist into his play and related on
an infantile level. Psychological tests
found the patient to be operating on a define-
itely retarded level. Casework with the mother
consisted in helping her %o accept the childls
limitations and also with her marital difficulties.

A school visit was made when the patient
was due to be put into the first grade. The
reason for this was to acquaint the school with
the patient's limitations and to discover the
possibilities for special olasses. The school
was very cooperative and understanding of the pat-
lent having planned to place him in special
classes, The mother did not wish %he patient to
continue in special classes at this school,
but in one outside of the districts The
motherts feelings about this were also discussed
at this time, and the school principal made
arrangements accoxrding to the motheris desires.

L% this time the case was refered to a
family society es the patient was wnot in need of
treatment, but the mother needed further assist-
ance with her marital difficulties,

In this oase it appears the problem focused about the child's
apparent mentsl retardstion and treatment was concerned with hav-
ing ‘vhe mother accept this and not make too many demands upon the

ochilds.
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The school visit was made when treatment was to be discon-
tinued, to arrange for special classes for the cﬁild. The sochool
was cooperative and willing to make the necessary arrangements,
taking into consideration the motherts feelings. It was also

learned that the school had independently alsc decided at that

time to arrance for special classese

THE FAIR CATEGORY

THE CASE OF BRUCE

This is ‘the case of Bruce, a nine year old
boy at the time of referral. The patient's mother
brought him to the olinic on the advice of a
neighbor. The patient was desoribed by mother as
having an awful temper, often going into tantrums
if his wishes were dn any way frustrated. The
patient was in the fourth grade.

The patient was an only child living with

“his parents in the home of hils maternal grandmother
and a maternal aunt. There was a great deal of
friotion in the home between father and maternal
grandmother. Father felt maternal grandmother
made mother ‘too dependent upon her as well as
demanding ‘oo much work from her. Maternal
grandmother was a dominating woman, interfering with
the parents in their handling of the child. Maternal
grendmother wes not in favor of treatment for the
child, feeling that he needed more controls and
was constantly admonishing him for his hyperaot-

iv ity .

Mother demonstrated warmth for Bruce but was
uneble to cope with his behavior due to her own
dependency and being an imffectual person. She
was emotionally unstable, having had a ‘nervous
breskdown" when Bruce was three. This condition
lasted for one year. Mother was annocyed by the
patient's acting out, and would continually
reprimand and castigate the boy for his aoctions
especially when his behavior was guite appropriate
for his age. It was felt that mother unconsociously

- provoked Bruce to act out what she would have

liked to do but was unable to. Mother also showed




38.

irritation and embarrassment over the boy's sexual
advances toward her and his curiousity about the
differences between the sexes. Bruce frequently
vwould rub up against mother's legs asking if she
had & penis. To queries and actions such as this
mother would become embarrassed and state she did
have a phallus, fearing Bruce might want to see
the differences between the sexes.

Father was described as liking Bruoce but would

become extremely hostile and verbally aggressive
if his wishes were thwarted. Father felt that
Bruce had a great deal of energy like himself. He
also felt the child's problems were not acute as
he also had behaved in the same fashion as a ohild.
) Bruce's relationships with his parents and
adults was characterized by aggression on the one
hand end a striving for abttention and affection on
the other: “His best relationships were with
younger childfen, whom he would affectionately
embrace. Bruce would also sttach himself to most
any adult as a means of seeking love.

Treatment with the child was aimed at allowing
him to express his anxieties. A wasm accepting
atmosphere was provided on then it was attempted
to place limpits on the boy.

TWork with mother was fooused on giving her &
supportive relationship, The worker reassured
mother and also offered suggesfions on how %o
handle his guestions and outburstse.

There was one school visit by the clinioc to
get an objective report on how the child was
acting in school, although mother had not rpported
diffioculties in this area. It was learned that
Bruce was quite restless and his attention span
was quite short. Bruce tried wvery hard to do
vwhat was expected of him in the classroom, but
his efforts were not in sny way organized. It
was also learned that while in kindergarten Bruce
had outbursts during which time he would hurl
chairs against the walls and indulge in other
types of destruotive behavior. Tle present
teacher had not seen any temper outburst during
her four months of contact with the child.
However, teacher said she did not allow him to
act out as she was quite firm with him. The
boy's dynamics motivations were explained to the
teacher and his need for rescognition and warmth
were interpreted. The plan evolved was to have
the teacher give the boy more praene &nd
recognition and allow him to form & closer relat-
jonship with her. This plan was in operation
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for about a month when teacher telephoned the
clinic perbturbed over Bruce's questions in the
area of sex. Her anxieties were allayed, but

she felt she could not allow the relationship
with the boy to remain as close as it had

beoome, but would wntinue to give him an ade-
quate degree of recognition. There was no follow
with the school. ‘

This is & case in which the child's problems were manifested
through destructive and uncontrolled behavior. He could not handle
ffustrations and would resort to temper tantrums upon these occas-
ions.

The school visit in this case was aimed toward getting an
objective evaluation of the child's behavior in that setting. A
plan was worked out with the school, but the teacher's anxiety did
not allow her to follow through completely. Howsver, the teacher
did follow the plan in the main and this visit was considered to
be fairly successful according ‘o our oriteria. However, if another
visit had been made at the time of the teacher's phone call perhaps
further interpretvation could have been given the teacher and a

greater use made of the resources in the school.

THE CASE OF SANDRA

Sandra was a sixteen year old girl and in
the first year of high school at the time of
referral. She was referred to the seizure clinic
by her family doctor. Sandra had had epilepsy
since the age of nine. At the time of referral
the patient was having seizures about once a
month. When speaking to the psychiatrist at the
seizure clinic she told of having difficulty with
her parents and did not have any friends. The
only activity she had outside of the home was
attendance at school. She felt she was not getting

—
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along well at school and was uncomfortable in the
classroom. Sandra was referred to social service
for help in these arsas. '

The patient was born in the South when the
mother was seventeen, The patient never knew her
father. Mother was married to patient's stepfather
when Sandra was six years old. The parents moved
to the North, the patient remaining with her
maternal grandparents. The mother later sent the
patient's brother, Benjamin, to live with his
maternal grandparents. The patient stated she was
quite happy with the grandparents until the age of
nine or ten, when an aunt and her ohildren moved
in. She then felt rejected and at one time when
she was eleven, she ran away from home, carrying
Benjamin with her.

The patient returned to her parents® home
but was very unhappye. Sandra had to take care of
the home, the cleaning, the cooking, and caring
t'or her younger brothers. The patient was always
having difficulty with her mother and stepfather
who did not allow her to have any friends, sither
male or female. Sandra was almost seduced by her
steprather and felt she would have been, had not
her mother rebturned before the aoct could be
consummated.

The patient states she had always done well
in school but from the time she began school in
the North she has been finding the work rather
diffioult. The patient stated she liked school,
especially art and Bnglish. The patient spent
much of her spare time writing poetry or painting.
The patient was also concerned about the possibility
of being forced to leave school due %o her seizures.

The worker wanted to learn if Sandra was going
to have 4o leave school, the extra curricular
activities she was partaking in her academic
progress, and whether or not she had related to the
rest of the studentse

The home room teacher and the principal were
spoken with and the following information received.
Sandra got along quite well with her school mates,
usually being with a group of boys and girls during
free time periods. Sandra was doing only C work
academically and due to this low average could no%
partake in extracurricular activities. The patient
 was described as being slow in ‘temperment and herd
to talk with. She had a number of seizures while
in school which was disturbing to the teacher.

The handling of seizures was e xplained to the
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teacher, and also some of the personality meni-
festations of epilepsy as found in Sandrs.

The patient's interests in art, poetry,
singing and physiocal training were explained %o
the teacher. Her difficult home situation was
also discussed. The school had been aware of that
situation.

A plan was worked out with the school whereby
the patient would receive mors recognition of her
interests and would receive some extra attention
in her academic subjects. The school would also

try to have the patient enter into some extra-
curricular activitiese.

The patient did receive extra attention and
more recognition of her interests which were gquite
helpful in meking her feel happier in the school.

However, she was s%ill not allowed to enter into
extra=-ocurricular activitiess

This is the case of an adolescent who has felt rejected from

birth. She has been finding it difficult to have any social outlets

due to pressures from home. The patient had been unhappy in school

and a visit to the school was made to rsceive information about

the patient's school adjustment. The school visit was only fairly

successful, in that, only part of the plan decided upon between

school and clinic was implemented. However, the patient did feel

more ocomfortable in school aftter receiving extra attention and

more recognition oif her interests. The patient was still not

allowed to participate in extra-curricular activities. It
would also appear that another school visit might have been
utilized to check on the patient's progress and also to try to

have the rest of the plan implemented.
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THE POOR CATEGOR.
THE® CASE OF REBECCA

This is the cawe of Rebscca, a seven and
one half year old girl at the time of referral.
The patient was referred through the pediatric
clinic ef the hospital where the mother had
taken her for the problem of stuttering.

Rebecca lives with her mother a thirty-
six year old woman, her sister Laurstta, two
and one half years older, maternal grandmother
and mother's second husband. Father is thirty-
six years old and has been separated from
mother since Rebecca was two and one half
years olds

There is little developmental history
other than the fact of the patient having been
enuretic diurnally until the age of five.
During further contacts it was learned that
Rebecoa had been failing in school and was
high strung and ibkritable at home. She was
shy, preferring to be by herself. Sister
Lauretta is still enuretioc and sporadically
breaks out with rashes. Mother fesls that
sister presents a picture of a good obedient
girl often comparing the two children.

Father was an unstable person. Mother
merried him to get away from home. Father
drank heavily, would not work end had numerous
extra-marital relations. Father was accused of
attempting to atteck a fifteen year old girl,
living next door to the family and also onoce
attempting to commit suicide. Father filed
for divorce which became final tour months
after treatment began. :

Mother is emotilonally tied to her
parents having a hostile dependent relationship
with her mother. The environmental situation
is extremely difficult for wmother. She dis~-
places her feelings upon the children especially
the patient, who is rejected.

Treatment with the child was tocused
around her problems mainly to develop & warm
accepting atmosphere. The patient reacted
well to therepy, her symptoms receded to some
degres. It was found that patient was dull
normal. Mother was helped to be more independ=
ent. Through this she was able to react more
warmly to patient. Treatment was discontinued
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after a year and mother was referred to a
family society for further help with her own
problems. This was done as it was felt the
child!'s difficulties arose out of the mother's
own ianer turmoil.

A school visit was made as mother was
complaining of the patient's failing in school.
The visit was mads two months before treatment
ended. It was hoped to discover how the
patient was doing academically. The school
was helpful, telling of patient's failing
work and explaining the diffioculty in giving
her extra attentions. I% was also found
that the patient had falsely been accused of
stealing, by the teacher and that the teacher
was also rejscting the patient. A plan was
decided upon whereby the patient would be
transferred upon the school's recommendation
if they felt it necessary. The transfer would
be to the only other school in the city which
tried to divide the children into groups of
slower and more adept childrer. However,
here too the patient could not receive extra
attention. The recommendations were not
implemented.

The patient was having difficulty in her speech as well as her
school and social life. The school difficulties were found to be
the result of the patient*s dull normal intelligence. The other
problems centered about the mother's displacing her own neurotic
conflict onto the child and rejecting the patient. The fouus
would be on the motherts difficulties and she was referred to a
family agency for help with these. It was felt that the patient
would improve in her social adjustment as mother became more
acoepting.

A school visit was made to discuss the patient's school
failure and to see about the possibilities for special attention

and special classes for the childs Although, the school seemed
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upon. It was also found the teacher was rsjecting the child and

that there was little possitil ity for the child %o receive the
nesded special attention as the school system did not h&%q any

provisions for the retar&ed child.

THE CASE OF MICHELE

This is the ocase of Michele, a six and one
half year old child at the time treatment began.
Treatment lasted for thirteen months, and was -
never able to leave her mother to enter the
playroom with her therapist. However, when . .
mother would go to see the social worker, Michele .
was able to leave her mother although she
would enter the interviewing room once or
twice during the hour. The patient was referred
for the problem of school phobia. o

The patient is one of three children,
her twin Laura and her sister Barbara, twelve.
Mother is forty and Father thirty three.

He is a produce manager. The parents are of .
different ethnic and religious backgrounds.

The parents were married against their famillies "~ |

wishes describing the marriaje as one of
"spite.™ )

The patient was referred to the childrents
psychiatric clinic by the X oliniec. The
- presenting problem was that the patient could
not go to school. The patient had starxted ,
kindergarten a year before starting treatment),
and was doling well, but at the end of the
year the family moved, and the twins were
put into different classrooms. The patient
got along well until tesacher reprimanded her,
threatening to send her back to kindergarten.
The child became upset and refused to go %o
schools The mother felt the patient would go
to school if in her sister's class. This was
arranged and Michele returned to school
until the previous teacher entered the room.
At this time she beocame hysteriocal and would
not return to school. The mother ‘talks of
both teachers as being "old battle axes,"
and not giving Michele enough attention.




45.

The twins were born with "upside down
stomachs™ and had pneumonia and rheumatio
fever within the first two years of life. The
mother describes herself as feeding them with
gye droppers and staying up all night with
theme Mother claims she received no help
from father other than his bringing her a
sandwich when he came home from work.

The twins are still sleeping in eribs
and have to ourl up in order %o fit. Mother
states she cannbt afford to buy beds. However,
it wes suggested that mother visit a number
of philanthropic organizations but she was
unable to follow through on this.

Mother is quite amhivalent about Michele,
one moment fesling how good the child is and
telling how dependent the child is on her, '
seeming to enjoy this. She then projects
her own feelings onto thé tedchers, she claim-
ing they are rejecting the ochild and not
giving her enough attention.

The mother had gone to school with Mlohele
& number of times but was unable to allow
- the ohild to separate. The child, however,
sesmed sager to separate but when the mother
saw this refused to take the child to school
any longer. She stated she felt uncomfortable
in the sohool and that the teachers did not
like her just as they did not like the child.

The child had a good relationship with
her therapist and enjoyed her visits, but was
not free to act in an uninhibited way. She
would continually look from therapist to mother
before attempting anything.

One school visit was made after the first
few. sessions. The reason for the visit was
to gain informetion as to the child's activity
in school and also to try to give them insight
into the dynemics of the situation. The
school seemed willing %o ocooperate and they
were very understanding of the problem. The
child's teacher was very warm with her children
and seemed to have a strong relationship with
thems The childts former teacher was also
spoken with and although she seemed to be less
warm to the child, stated she never used
corporal punishment. With the prinocipal a’
plan was worked out whereby the mother was
allowed to go to olasses with the patient.
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|
This was done for a number of weeks until teacher
and principal felt this was too disturbing to
‘the other students. At this time the principal
started blaming the mother for the child's
problem. The principal also recommended the
patient's commitment to the state hospital.

It was also discovered that although the child
would 'make efforts to enter the school by her-
self, mother would not allow this.

During the school year a number of phone
contadts were made with the principal who felt
the child was not being helped and was disturbing
to the other students. She recommended a home
teacher but was made to understand that this
would not have the child in school. At the
beginning of the second school year the superint-
endent of schools heard of the case and made an

appointment for the child to be seen at the
state hospital as he felt they worked better
with the out-patient department. At this time
the mother refused further treatment at this
olinig as the therapist and social worker she
had known had left. The referral to the state
hospital was carried through.

This case shows a child who is not allowed to free herself from

her mother due ﬁp the mother's overprotective attitude and olose

identification wﬁth the child. The problem focused around the mother’s

inability to 1et1the child go, due to her rivalry wish teachers and
therapists for t%e childts affection and also for the affection
they were givingsthe childe

At the begihning of the school contacts a close cooperation
with the school En sharing of information and for & plan to help
the mother separ%te from the child was achieved. However, the
school could not;go along with the plan due to administrative

difficulties and%became hostile toward the mother. Frequent telephone

conver sations dih not seem to be effective in kelping the school
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understand theiproblem or to work out a new plean. Finally the
school made a éeferral to another clinic without oconsulting the
clinic in Whic# the child was being seen and pleyed into the
mother's resis%ance to treatmant.

In short #he reason for the visit was to help in planning
a method to aliow the mother to let the child go to school. A%
first this wasihelpful and a greater understanding was achieved,
but eventuallyithe school became e&ntagonistic toward the clinic.
If further visits were made to discuss these differences perhaps

i

a harmonious plan could have been developed.
1 ,
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CHAPTER VI.

SUMMARY ; CONCLUSIONS AND RECOMMENDATIONS

i

The author attempted to study the use of the school visit

by the child guidance clinic. Twelve cases from the Massachusetts

Memorial Hospi&als, Children's Psychiatric Clinioc were employed
as the study g#oup. The cases represeht the total population
of gchool visiﬁs by & social worker at this ¢linio, during the
period from Seﬁtember 1949 +to December 1953. The author se%
for himself thé purpose of trying to understand how the school
visits were eﬁpﬁoyed as part of the treatment procéss. From
this pﬁrpose heiattempted to evaluate the value and extent of
the school visi%s as well as possibilities for further cooper-
ation in this-a%ea.

Of the twe?ve cases studied four are boys and eight are
girls. The age% of the group ranged from five and one half
to sixteen year%. Their school grades ranfed from kindergarten
to grade Ten., %he presenting problems were gquite varied.
However, eight %f the presenting or associated problems had
direct bearing &pon the school situstion.

It is interesting to note %that in all cases the parents
were either oveftly rejeoting or overprotective. The mothers
were mainly dominant figures in the family. In those ocases in
whioch the fathef was in the home he was usually quite passive.

‘ .

There was é total of seventeen visits. BExocept for two

cases there wasionly one visit made for each child. The reasons
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for the wvislts, for the most part, were either to give information
to, or receive information trom the schools. This was true in
twelve visits; seven to give and five to receive infdrmation.
Two visits were made due to parental insistence arising from
concern over the childrents échool adjustments. In two visits
the worker sa% in %lassas with the child, partaking in the
learning activities with the child. The remaining visit found
the soocial worker working out &« tutﬁring plan with the school.
'When.the reasons for the visits in those cases with problems,
having direct bearing upon the children's school adjustment,
were analyzed, the visits to give information were twioce those
%o receive information. However, in all the visits it must be
kept in mind that there was a definite sharing of information
betwaen the two institutions. The distinction was mede on the
basis of the main reason behind the olinic visit to the school.

The information given to the school was quite varied.
However, in éll oéses whether the visits ﬁere intended to give
dynamics or hot, dynamios of the child's behavior and the child's
needs were discussed. The visits in which information was
received focused mainly about the child's social adjustments and
behavior in the school. This implies that the information shared
in the sochool visits had many aspects.

The school visits were made as part of the treatment plan.
Therefors, some sort of plan with the school for the handling of

the individual childt's problems, in the school setting, was
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sought. 1In all oases except one, a definite plan was achieved.

The plan arrived at was as to how the school was to utilize the
information shared. However, the implementation and responsibility
for carrying through the plan was to be decided by the school.
More recognition of the child through praise for achiGVement, was
the plan worked out in half the cases Studied. The accomplish-
ments to be praised were quite varied.

In two of the cases the plans achieved were innovations in
usual school policy. These plens were %o allow non-school
personnel to attend classes with the patients. In one case of
school phobia the teacher visited the child in a successful
attempt to have the child return to school. 1In another case a
special class was arranged for the youngster. Anpther case did
not have any definite plans worked out due %o administrative
difficulties within the school.

The school visits helped to confirm the impressions of the
clinio, or shed further light on the children's problems. The
visit did not in amy way basically change the treatment plans at
the clinic. However, the visits did give the therapists of the
ohild#en as well as the mothers' workers a better understanding
of the reality in the school settings.

It was deoided to measure the degree of success of a school
visit according to what degree the plans established by the olinic
and schools were carried through. The criteria for so doing
weres

1. If the plan was oarried through to its ultimate, 1l.e.,
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helped “to relieve the cﬂild’s problems as presented in the school
or allowed the child, as a result of the school's activity, to
funotion more sdequately in the other spheres of his enviromment,
this was ocalled a "good” visit.

2. If the plan was only carried through in part, but in
the major areas of the plan, this was called a "fair® visilt.

3. If the plan was not carried through at all, or in only
very minor ways, the school visit was calledr"poor".

Six or fifty per cent of the cases had successful or "good"
vigits. Thirty three per cent, or four oases, were found *to
have had "fair' visits. There were two oases in Which the visits
were oonsidered to have been "poor", representing seventeen
per cent of the total number of sases.

In the eight cases having problems directly associated with
the school fifty per cent were considered to have had "zood"
visits. Tﬁenty five per cent had "fair" visits. The "poor”
visits also constituted twenty five per cent or this group.

Seven visits made to give information to the school were
found in seven cases. Of these seven cases, four cases were
found to have "good" visits, one case had a Beair” visit and
two cases had "poor' visits.

Twenty nine percent of the school visits made were to give
the school information. Comparing these cases with the degree
of sucoess of the visits it is found that thirty three per cent

of the visits in this group were to be considered "good®y sixty
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seven percent having "fair" visits.

The author will now answer the questions he set for him-
self and also make somse recommendations..

1. What is the Vglue of the school visit?

As the étudy group showed there were but two cases:

in which satisfactory school visits were not hade This leaves

one to assume.that in the other cases the visits were success-
ful in that theyrdid give to the child more of a treatment
area than had before been available. This alone is of value
to the clinic as wel)l as the school as sach is devoted to
helping children to grow. The school is made aware of the
childts needs and problems and a plan is worked out which is
in line with treatment goals of the climic. This further
value definitely highlights the general value of the school
visite

2. How and to what extent did the school and clinie
collaborate in the trestment of the child?

In all but two cases there was a definite collabora-
tion between school and clinic to work out a plan within the
school setting to help further the treatment area for the
ohiid. There was a definite sharing of information and in
ten of the cases studied, the plan derived was ocarried through.
For the most part, this type of collaboraﬁion ip a face to
face relationship is essential if the clinic is ‘to help the

child in his total environment.
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3. What possibilities are indicated for more positive
cooperation between schools and clinio?

It apfears to the author ‘that in all of the ocases
stidied there existed a need on the part of both the school and
the olinic for further contacts. These contacts would be to
give the school information about the child's progress at the
clinic and for the clinic to receive information about the
childts progress in sohool, as a result of the plan worked out
between the two. This would allow for a nutual reconsideration
of progress and any changes that might be indicated as regard-
ing future actions of both concerned.

Thefe is one major recommendation that seems to ocome
from this study. In none of the cases did the author feel that
the worker gnd the school were working in‘a team approach to
the child. Therefiore, it appsars %o the author that if the
clinic were to make its services known to the school in the
form of lectures, case presentations,_and case conferences on
a larger scale a team approach might be had. It would also set
in motion the establihsment of a mautual vocabulary which would
break down the present barriers to ocomunication.

In line with this recommendation it also appears %o
| the writer that school visits should be made in all ocases in
which children are concerned even if no definite changes in
procedure are warranted. A step such as this would insure the

child all possibilities of help.

(LAt

Richard K. Conant
Dean
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SCHEDULE
Age:
Sex:

Gradsy:

Referraly
a; By whoms
b: Presenting problem:
¢: Associated problem:
d: When referred:
e: Age at referrals

Face sheet informations
a: Mother: Ages
b: Father: Ages
ot Marital status of parents:
d: Siblingss
Names: Agey
e: Other people in household:

Religion:.
Religiont

Developmental History:
Inoluding relationship to parents, siblings, school,
and friends.

Relationship to treatment:

ay Mothers
bs Patient:

Any other pertinent information found in the records
Treatment methods and goalst

Reason for the school visity

Number of visits:

Information given té the school:

Information received from the schpoly

Impressions of school visite

How was the information utilized:

a: Schooly
bt Clinic:
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